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The purpose of this book, as stated in the preface to the first edition (1927), is 
threefold: 1, to aid the busy physician in the diagnosis of his case by allowing him 
to quickly reduce the number of possibilities to a relatively small list; 2, to prevent 
the oversight of important considerations; and 3, to make the medical man more ob- 
servant of the characteristics of the symptoms of disease. 

The book is not designed for study, but for quick reference while the patient is 
being prepared for examination or while he is dressing after the examination. It is not 
for the library but for the desk and ward, always at hand for ready information. 

Patients come to or send for the physician because of certain symptoms which they 
have, and in the course of the examination information is elicited in the form of 
physical signs. A symptom is usually not found in one disease alone but in several or 
many, and often it is the combination or grouping of the symptoms in a given case 
which leads to the diagnosis; and yet there is usually one symptom which is outstand- 
ing, or of which the patient complains most particularly (the “chief complaint”). As 
the symptom is presented to or discovered by the doctor, some of the diseases in 
which it occurs may present themselves to his mind, but often in going over the field 
in his textbooks he will find that his memory is defective and that he has perhaps for- 
gotten or never known many of the causes of that symptom. The same symptom often 
has special characteristics in the different diseases in which it occurs, and it often has 
associations which make it distinctive. 

The authors have endeavored to present symptoms in the most practical way for 
the making of a diagnosis. First of all, the symptoms and signs are grouped as regional 
or general; many symptoms are referred to a particular portion of the anatomy, others 
cannot be said to belong to any region and are designated, therefore, as general symp- 
toms. The symptoms herein treated cover those of practically all medical and surgical 
conditions. Each symptom dealt with is complete as far as space and practicality will 
permit. Each article is really a thesis of the symptom, but theoretical and pathologic 
comments are not made for all. The caption note often presents a general considera- 
tion of the symptom and enumerates those causes of the symptom which cannot be 
given the name of a disease. Then follow those diseases in the order of importance in 
which the symptom is a prominent or constant finding. The characteristic of the symp- 
tom as it occurs in each disease is given, followed by a list of the chief signs and 
symptoms of that disease or a reference to a page on which they may be found. At the 
end is given a list of the less common causes of the symptom, so that the article is 
quite complete for each symptom considered. 

Laboratory findings are not considered, since this volume is designed as the physi- 
cian’s primary aid to diagnosis. Where laboratory tests are indicated, however, they 
are given. 

The information given in this volume has been gleaned from the best authorities in 
all branches of medicine and surgery. A great many works, general and special, have 
been consulted, and in many instances descriptions have been copied bodily because 
of their classical nature. A bibliography would be exceedingly lengthy and of little 
value. Practicability is the object of the book; conciseness, arrangement, and authen- 
ticity its main features. 

The book, now thirty-four years of age, has been extensively revised and practically 
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rewritten. Although symptoms change very little, the authors were astounded at the 
number of new diseases described since the fourth edition appeared in 1942. Al- 
though, as a rule, the diseases which are uncommon as causes of the symptom are 
listed under “Less Common Causes,” some are described because the symptom is an 
important one for the disease and in order to make the reader fully aware of the 
possibility of the disease in a particular case. 

It gives us great pleasure to thank Dorothy Jane Smith, Chief Medical Record 
Librarian, Cottage Hospital, Santa Barbara, California, for her expert assistance in 
the preparation of the manuscript. We should like to thank the publishers, too, for 
their helpful advice and for their expeditious handling of the editing. 

Tables of differential diagnosis have been interspersed throughout the text—see 
the list on page x immediately following the Table of Contents. 

An appendix containing brief descriptions of syndromes and of diseases, symp- 
toms, and signs associated with men’s names begins on page 963. 

Read the information “How To Use This Book,” facing page one. 


WALLACE M. YATER 
WILLIAM F. OLIVER 
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It is important to know how to use this book. It can be used easily and 
quickly if one knows how. If the symptom desired applies to a particular 
region of the body, such as the head, the chest, or the abdomen, turn first 
to the table of contents in the front of the book, page ix, and find the page 
giving the symptoms applying to that region; then find the symptom and 
the page number on which it starts. If the symptom is one not referable to 
a particular region of the body, such as delirium or vertigo, look for it in 
the Index at the end of the book or under General Symptoms beginning 
on page 733. Some symptoms may be referred to by several names; for 
instance, dizziness may be sought under the titles of lightheadedness, gid- 
diness, or swimming in the head. On using the Index look first for the noun 
of the condition desired, e.g., if searching for “rheumatoid arthritis” look 
under “arthritis.” 

An appendix of brief descriptions of syndromes and of diseases, symp- 
toms, and signs associated with men’s names appearing in this book 
begins on page 963. 


REGIONAL SYMPTOMS 


fie aeAD 


SYMPTOMS PAGE 
Headache (Cephalalgia; eee | 
Frontal Headache : : ; ; ‘ : , ; 2 
Lateral Headache . : ‘ : ; ; , ‘ ; E 5 
Occipital Headache. 7 
Vertex Headache 9 


General or Variable Headache . , : ; : ‘ ; : 9 
Localized Tenderness of the Scalp : : , ; ; : ea 
Abnormal Size and Shape of the Head : : ; : : . le 
Delayed Closure or Enlarged Fontanels ; : : a, ; a6 
Bulging Fontanels ‘ : : , , 3 F : ’ ; 16 
Sunken Fontanels F 5 : : . ; : scans leh 
Premature Closure of the are. : A : : : F ‘ 17 
Delayed Closure of the Sutures } Z : j : ; , ; L7 
Swellings on the Head . : : ; ; “ah ond i} 
Rolling of the Head (The head papa be eer e ) : : j are 4 
Spasmodic Movements of the Head , ; : ‘ ‘ : on eee 
Tremor or Shaking of the Head ; 23 
Forward Displacement of the Head ite head is Hace pratt in the 

median line.) . : , : : : : : : : ey) 
Head Turned to One Side , A ‘ ; : ; ‘ : . 24 
Retraction of the Head : ; ; A , ‘ : , ney y' 
Enlarged Veins of the Head . ; ‘ ‘ i : : : Te SINS 
Baldness or Thin Hair (Alopecia.) . : : ; : ; ‘ ye ode 
Bald Patches on the Scalp ; ; - ; , ; ; B= | 
Skin Affections of the Scalp . ; ; ; : : : A yas 


Skin Affections of the Eyebrows. : : : : : ; sates, 


HEADACHE 
(Cephalalgia; Cephalea) 


Headache is a common complaint. The characteristics of the headache may some- 
times give a clue to the diagnosis, but too much importance must not be given to this 
one symptom alone. Seven points at least should be determined in a history of this 
complaint: 1, location, radiation, and depth; 2, duration; 3, frequency; 4, character; 
5, intensity; 6, progress; and 7, associated symptoms and relation to other functions. 

Cephalalgia may be local or general and may arise from intracranial or extracra- 
nial sources. Six basic mechanisms have been described as responsible for headaches 
of intracranial origin. These are: 1, traction on and displacement of the great venous 
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sinuses and their contributing veins; 2, traction on the middle meningeal arteries; 
3, traction on the arteries of the circle of Willis and its branches; 4, distention and 
dilatation of intracranial arteries; 5, inflammation in or about any pain-sensitive struc- 
ture of the head; and 6, direct pressure on the cranial nerves containing pain-afferent 
fibers. The extracranial sources for headache arise from the stimulation of tissues 
adjacent to and on the outside of the skull. The skin of the scalp, the galea, the fascia 
covering the temporal and occipital muscles, and the muscles themselves are every- 
where sensitive to pain, as are the arteries supplying these structures. The following 
diseases are those in which the complaint of headache is a characteristic or prominent 
symptom. While division of headaches on a basis of their localization leaves much 
to be desired when one considers their mechanisms of production, nevertheless it is 
true that the headaches in many conditions often present definite sites of predilec- 
tion. Certain generalizations are worthy of note. 

Incidence. The headaches of migraine and those due to sustained muscle contrac- 
tion associated with anxiety and tension are those most commonly encountered. Next 
in order of frequency are those occasioned by sepsis and fever, followed in quick 
succession by those resulting from nasal, paranasal, eye, tooth, and ear disease. 
Cephalalgia arising from specific involvement of the brain substance such as occurs 
in meningitis, brain tumor, and brain abscess is the least common. 

Intensity. The most severe headaches are those resulting from meningitis, ruptured 
intracranial aneurysm, migraine, fever, trigeminal neuralgia, and those secondary 
to arterial hypertension. Brain tumors and abscesses, sinusitis, and diseases of the 
eye and ear account in large measure for episodes of cephalalgia of moderate to 
slight intensity. 

Quality. Headache resulting from migraine, fever, and hypertension has a throb- 
bing or pulsating quality. That associated with tension or resulting from muscle spasm 
secondary to sinus or eye disease has the quality of tightness or pressure. Intrinsic 
cerebral disease usually is manifested by a steady, aching discomfort, as in meningitis 
and brain tumor. 

Duration and Temporal Relations. The headache of migraine may last for some 
minutes to days and usually has its onset early in the morning. The cephalalgia of 
brain tumor is intermittent and usually occurs in the early part of the day. Sinus 
headache is intermittent and may last for weeks or months and tends to be least 
severe at night. The headache associated with eye disease is intermittent and worse 
toward the latter part of the day. Tension headache resulting from sustained muscle 
contraction may persist for days, months, or even years and is most severe toward 
evening. 


FRONTAL “HEADACHE 


Paranasal Sinusitis. Characteristics. Frontal sinus disease produces headache local- 
ized diffusely over the frontal region and commonly begins in the morning and ends 
toward evening. Antral disease headache is localized over the maxillary and, to an 
extent, frontal regions and usually begins in the early afternoon. It tends to be 
relieved when the patient lies down with the disease side uppermost. The headache 
occasioned by sphenoid and ethmoid sinusitis is experienced between and behind 
the eyes, over the vertex, and occasionally suboccipitally. In all types of sinusitis the 
pain is of a deep, aching, dull, boring, nonpulsating variety. The intensity of the 
headache varies somewhat with the acuteness or chronicity of the process, being of 
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a lower order of intensity in chronic sinusitis. Pain intensity tends to be increased 
by shaking the head, by a head-down position, by any procedure which increases 
venous pressure, or by any state which tends to increase the engorgement of the 
mucosa. In sinusitis of sufficient duration there is often pain in the back of the head, 
neck, and shoulders due to sustained muscle contraction. In general, engorgement 
and inflammation of the nasal structures are the basis for most of the pain originating 
from the nasal and paranasal structures. 

Chief Signs. Malaise; may be fever; tenderness on pressure or percussion over the 
affected sinus; increased nasal or postnasal secretion, purulent or mucopurulent; 
may be nasal asthma and cough; aprosexia; may be anosmia; rhinoscopy (pus ex- 
uding from the region affected, congestion and edema of the turbinates); antral 
puncture; transillumination; x-ray. 

Rhinitis. Characteristics. Irritants or vasomotor changes in the nasal linings will 
result in a sensation of pain and fullness about the nose and forehead. Any agent, 
infectious, chemical, or neoplastic, which produces inflammation or destruction of 
the nasal mucosa and underlying structures will so lower the threshold of pain that 
ordinarily inadequate stimuli, such as turbinate swelling, mucosal edema and exu- 
dates, become sufficient to produce headache or other pain. 

Chief Signs. Sneezing; nasal discharge; may be malaise and fever as in coryza; 
allergic disorders; evidence of neoplastic tissue; exposure to chemical irritants. 

Eyestrain (Errors of Refraction). Characteristics. Headaches from refractive 
error and muscle imbalance are of a steady and nonpulsating nature and frequently 
occur in the frontal, occipital, and upper cervical regions. They usually begin with 
a sense of heaviness in the head and local orbital and periorbital pain. Strabismus, 
diplopia, and some degree of photophobia are not uncommon. A feeling of fatigue 
or strain in the eyes is often noted. Such headaches result from sustained ocular 
muscle contraction in an effort to compensate for the refractive error and muscular 
imbalance. 

Chief Signs. Fatigue after using the eyes; blurred vision; may be blepharitis; dis- 
comfort or tenderness of the eyeballs; ocular examination; relief after rest or correc- 
tion of the error. 

Deviations or Deflections of the Nasal Septum. Characteristics. Frontal headache 
is frequently present in high deviations and is most severe in the morning on awaken- 
ing. 

Chief Signs. See page 171. 

Glaucoma. Characteristics. The pain is localized to the eyeball with radiation to 
the entire area of distribution of the first or the first and second branches of the 
trigeminal nerve (i.e., upper facial and frontal area up to the vertex). The pain is 
usually severe, paroxysmal or constant, especially in the acute form, and at its height 
may be accompanied by nausea and vomiting. It tends to be worse on arising, since 
intraocular pressure is usually greater in the early morning hours. There is tenderness 
of the eyeball with an accentuation of headache when manual pressure is applied. 
With glaucoma of moderate degree, discomfort is confined to the globe and the area 
immediately around it. 

Chief Signs. Increased intraocular tension (tonometer or finger) ; colored rings 
around distant lights; shallowness of the anterior chamber; dilatation of the pupil; 
cupped disk; tortuous veins; arterial pulsations of the retinal vessels. cane 

Iritis. Characteristics. The pain is continuous and most intense in the eye itself 
and varies from a dull, low aching in and around the eye to a severe pain that radiates 
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to involve the area supplied by the ophthalmic division of the trigeminal nerve. It 
is worse in the early morning hours and awakens the patient from sleep. It is the 
result of movement of the inflamed iris and ciliary body. 

Chief Signs. Contracted pupil; photophobia; pericorneal injection; dullness of the 
iris; pus Cells in the aqueous humor on slit-lamp examination. 

Recurrent Corneal Erosion. Characteristics. There is a steady burning, aching, 
unilateral pain which may be limited to the eyeball but which usually radiates over 
the distribution of the first division of the trigeminal nerve. The episodes of pain may 
be brief or prolonged and are associated with blepharospasm, photophobia, con- 
junctivitis, and tearing. The syndrome usually follows an eye injury or herpes simplex. 

Chief Signs. Fluorescein demonstration of a break in the epithelium; small scars or 


Trigeminal Neuralgia (Tic Douloureux; Trifacial Neuralgia). Characteristics. 
Paroxysmal, neuralgic, unilateral pains occur along the course of one or more 
branches of the trigeminal nerve, usually the second. The pain is of an aching and 
burning quality and is a jab of several seconds’ duration, followed by a period of 
relative freedom from pain, and thereafter a recurrence. The series of such brief, 
severe pains usually lasts one or more hours. When the ophthalmic branch alone 
is affected, the pain will be in the supra-orbital region. Attacks are more frequent 
during the day. Trigger zones, usually known to the patient, may occur in any part 
of the face, the most common areas being in the structures supplied by the second 
division of the fifth cranial nerve. The pain is agonizing. 

Chief Signs. Tenderness over the points of exit of the nerves from the bones 
(supra-orbital in this case); hyperesthesia along the course of the nerve. 

Supra-orbital Neuralgia (Brow Ague). Characteristics. The pain is similar to that 
of trigeminal neuralgia but limited to the frontal branch. It is usually secondary to 
disease of the frontal sinus or orbit, herpes, or syphilis of the nervous system. 

Lumbar Puncture Headache (Postpuncture Headache). Characteristics. This head- 
ache, mild or severe, occurs as a sequela to lumbar puncture in 25 per cent of the 
patients and may appear a few hours to several days after the procedure. The pain 
is a dull, deep ache and may be pulsating. It is usually frontal but often occipital. It 
occurs when the patient is erect and tends to vanish when he is horizontal. 

Epidural Abscess. Characteristics. Headache associated with sinus disease and 
osteomyelitis of the adjacent bones which persists after drainage of the sinus is 
likely to be the result of an epidural abscess. Such abscesses occur in the frontal 
region adjacent to the diseased sinus. 

Chief Signs. Fever; stiff! neck; drowsiness; stupor; possible contralateral focal 
convulsions; x-ray. 

Brain Tumor. Characteristics. The headache is of a deep, aching, steady, dull, 
nonrhythmic, and nonthrobbing nature. It is aggravated by cough or straining at 
stool and sometimes is worse in the erect position. It tends to be intermittent at first 
but gradually increases in frequency and severity. In approximately 60 per cent of 
brain tumors frontal headache is present, alone or with headache elsewhere. It is 
the initial symptom in 30 per cent of supratentorial tumors. The value of the site of 
headache in the localization of brain tumor is considerably limited. However, cer- 
tain generalizations are possible. Thus: 1, in the absence of papilledema when head- 
ache is unilateral, the side of the headache is usually the side of the tumor; 2, with 
tumor above the tentorium, without papilledema. the headache is usually frontal; 
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3, with tumor of the posterior fossa, the headache is initially occipital; 4, when the 
headache is both frontal and occipital, it is of no localizing value. 

Chief Signs. Mental change; vomiting without nausea, sometimes projectile; 
papilledema in the absence of malignant hypertension; disturbance of vision; con- 
vulsive seizures; sometimes bradycardia; increased intracranial tension; pineal shift; 
ventriculograms; cerebral angiography; radioactive diiodofluorescein; electroen- 
cephalography. 

Anemia. Characteristics. The headache is usually frontal, but it may be in the 
vertex, general, temporal, or occipital regions. It is usually dull and heavy, a sensa- 
tion of weight or gnawing, though it may undergo neuralgic exacerbations and may 
radiate to the temples and over the entire head. 

Chief Signs. Fatigue; anorexia; palpitation; edema of the feet; pallor; dyspnea; 
faintness; blood examination (low hemoglobin and red blood cell count, moderate 
anisocytosis, and poikilocytosis); discovery of basic disease causing the anemia 
(hemorrhage, aplasia of the bone marrow, hemolysis). 

Idiosyncrasy to Iodides and Chronic Iodic Intoxication. Characteristics. The pain 
is dull and is localized over the frontal sinuses. 

Chief Signs. History of ingestion of the drug; coryza; sore throat; ptyalism; erup- 
tions of the skin, usually acne but may assume any form. 

Acromegaly. Characteristics. Headache is common, usually frontal. Sometimes 
it is diffuse and persistent or even uncontrollable. It is usually accompanied by 
marked somnolence. 

Chief Signs. Gradual enlargement of the bones of the face, hands, and feet with 
thickening of the soft tissues; bitemporal hemianopsia; may be optic atrophy with 
increasing blindness; polyuria; glycosuria; x-ray of the sella turcica. 

Less Common Causes. Adenoids; typhoid fever; gastritis; hematoma of the dura 
mater; subarachnoid hemorrhage; gout; neurasthenia, malaria; cranial periostitis 
and osteomyelitis; myositis of the muscles of the front of the head; bladder and rectal 
distention in spinal cord injuries; pregnancy, especially in the first trimester, hunger; 
post-traumatic syndrome; intracranial and arteriovenous aneurysm of the carotid 
artery; syphilitic nodes; thrombosis of the superior longitudinal sinus; cavernous sinus 
thrombosis; trench fever; any fever and infection at times, uremia; secondary hydro- 
cephalus (bilateral frontal headache); neoplasm of the sinus. 
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Migraine (Periodic Sick Headache; Bilious Headache; Megrim; Hemicrania). 
Characteristics. This is a periodic headache usually unilateral in onset which may 
become generalized and which may include the face and even the neck. It is a deep, 
throbbing, pulsating, aching pain tending to be aggravated by bright light, loud 
sounds, and mental as well as physical effort. The headache is associated with nausea 
and frequently vomiting and is not infrequently ushered in by scotomas, hemianopsia, 
and unilateral paresthesias. It can be of any degree of severity and may last for from 
a few minutes to several weeks. The sites are notably temporal, suboccipital, frontal, 
retrobulbar, parietal, and occipital. 

Chief Signs. Distended and conspicuous vessels on the painful side; edema of the 
face; prostration; visual defects; nausea and vomiting; periodicity; hereditary dia- 
thesis; history of first appearance in childhood, recurring perhaps through life up to 


the beginning of old age. 
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Ophthalmoplegic Migraine. Characteristics. This is a migraine associated with 
a third or other ocular nerve palsy which may be transient at first but which later 
becomes permanent. The pain is experienced behind and over the eye, and it is 
usually unilateral and on the same side as the ophthalmoplegia. With a prolonged 
or severe attack there may be nausea, vomiting, and dizziness. The preheadache 
phenomena of migraine may occur. 

Chief Signs. See Migraine above. Ocular muscle paralysis, at first transient, later 
sometimes permanent. 

Trigeminal Neuralgia. Characteristics. The pain is sometimes so severe as to in- 
clude the whole side of the head. See page 4. 

Dental Disease (Toothache). Characteristics. The pain is experienced locally and 
then remotely. This latter variety of cephalalgia is of two types: 1, that resulting from 
the spread of local excitation to the tissues supplied by the same and adjacent divi- 
sions of the trigeminal nerve; and 2, that secondary to sustained contraction of the 
muscles of the head and neck. 

Chief Signs. Local signs of caries or abscess; tenderness on percussion; X-ray. 

Acute Mastoiditis. Characteristics. The first symptom is intense pain, involving 
the mastoid and often the whole side of the head. It may even extend over to the 
opposite side of the head. 

Chief Signs. Local tenderness; edema of the mastoid; congestion of the meatus 
with bulging of the posterior wall of the canal (otoscopy ). 

Ear Disease. Characteristics. Acute catarrhal and purulent otitis media are mani- 
fested by a throbbing pain localized deep in the ear, in the auricle, and in the auricular 
attachments. In addition, there is heaviness and fullness in the ear with some decrease 
in hearing. Spasm of the muscles of the back of the head, neck, and auricle secondary 
to sustained muscle contraction also results in an aching local discomfort. At times 
the entire side of the head is involved. Furunculosis and fracture of the anterior wall 
of the canal give rise to an intense, localized, aching pain which with the passage of 
time extends to involve the auricular, masseter, temporalis, and at times even the 
occipital muscles. Traumatic rupture of the tympanic membrane gives rise to a sudden 
intense, deep-seated pain which spreads to involve the entire side of the head and 
which is rather quickly replaced by a dull, throbbing ache. 

Chief Signs. Fever; deafness; tinnitus; bulging of the drum (otoscopy); perforated 
drum; erythema and edema of the external ear and surrounding tissues; localized 
swelling in the canal. 

Temporal Arteritis (Cranial Arteritis). Characteristics. The headache is a severe, 
aching, burning, throbbing, persistent discomfort, the throbbing component of which 
tends to subside rapidly. It may last for weeks or months. It is worse when the 
patient lies down and tends to be somewhat relieved by the upright position or by 
pressure on the common carotid artery. There is associated hyperalgesia of the scalp 
and exquisite local artery tenderness. There is often an associated facial redness and 
edema overlying the inflamed artery. In addition, there are often ocular and cerebral 
symptoms, the former at times going even to complete blindness. 

Chief Signs. Low-grade fever; leukocytosis; local artery tenderness, swelling, and 
tortuosity; weight loss; arteritis on biopsy. 

Histaminic Cephalalgia (Erythromelalgia of the Head). Characteristics. Paroxys- 
mal attacks of excruciating, burning, boring pain occur, involving the eye, the temple, 
the neck, and often the face. They begin and end suddenly, lasting from a few minutes 
to several hours, and occur day and night. They are associated with swelling of the 
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temporal arteries, engorgement of the soft tissues of the eye, injection of the con- 
junctiva, plugging of the nose, profuse watering of the eye and nose, and flushing of 
the side of the face. 

Chief Signs. Occurrence mainly in middle life; spontaneous exacerbations and 
remissions; relief by means of desensitization to histamine. 

Less Common Causes. Ceruminosis of the external auditory canal; maxillary an- 
tritis; adenoids; cranial caries; cancer of the tongue; cancer of the neck; dysmenorrhea; 
unilateral eyestrain; hysteria; gout; chronic nephritis; nasal polyp; cerebellopontile 
angle tumor; temperomandibular syndrome; atypical facial neuralgia; post-trauma; 
subarachnoid hemorrhage; subdural hematoma; neurasthenia; neoplasm of the an- 
trum of Highmore; petrositis; lateral sinus thrombosis. 


OC OP ATAL. titer DAGr 


Essential Hypertension. Characteristics. The headache is of a dull, throbbing, dif- 
fuse, usually intermittent, aching nature. It is often occipital but may be generalized 
or unilateral and is usually worse in the early morning hours. Often it is less severe 
in the sitting position and may be minimized or even prevented by placing the head of 
the bed on blocks. In addition, there may be a different variety of headache resulting 
from sustained muscle contraction. This is a severe occipital and neck ache and may 
cause the patient to complain of a viselike head discomfort (douleur en casque ). 

Chief Signs. Demonstration of an abnormally high blood pressure by the sphygmom- 
anometer (over 160 mm. Hg, usually much higher); occurrence usually in persons 
over SO leading strenuous lives, who are otherwise healthy; absence of evidence of 
arterial, cardiac, or renal changes until late; retinal arterioles constricted, tortuous, 
and of irregular caliber with venous compression. 

Chronic Glomerular Nephritis or Nephrosclerosis. C haracteristics. The headache 
is frequently severe, often occipital, extending to the neck. It may, however, be 
vaguely frontal, general, or even unilateral. Increase in pain warns of impending 
uremia. Headache may be associated with giddiness, tinnitus, and a tendency to 
epistaxis. A similar headache may occur in renal failure from any cause. 

Chief Signs. May be edema (beginning in the face); may be nausea and vomiting; 
increased arterial tension; diminution of the output of urine if edema is present, 
otherwise polyuria; albuminuria; cylindruria; hematuria; retinal exudates and hem- 
orrhages (ophthalmoscopy ) ; lowered kidney function (phenolsulfonphthalein test, 
urea clearance test); high blood urea; tendency to isosthenuria (dilution and concen- 
tration tests). 

Disease of the Nasal and Paranasal Structure. Characteristics. Noxious stimuli 
from these areas of sufficient intensity and duration give rise to secondary contraction 
of the muscles of the head, neck, and shoulders. Such contraction if sustained will 
result in pain in the back of the head as well as in the neck. See pages 2 and 164. 

Uremia (Absolute Renal Insufficiency ). Characteristics. Headache is an impor- 
tant symptom. It is most often occipital and extends to the neck. It may be an early 
symptom and is severe and continuous over a long period. Giddiness may accompany 
its 

Chief Signs. History of renal disease; mental dullness and apathy; twitching of the 
muscles of the face and hands; may be anasarca; paroxysmal dyspnea; vomiting; 
oliguria or polyuria; albuminuria; cylindruria; hematuria; high blood urea; retinal 


exudates and hemorrhages. 
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Infectious Disease (Pyrexial Headache). Characteristics. The headache is deep, 
dull, aching, and generalized but often worse, at least initially, occipitally. 

Chief Signs. Those of any febrile disease. 

Occipital Neuralgia. Characteristics. Several varieties of headache are included 
under this designation. The most common type is a prolonged mild ache, usually 
bilateral, associated with muscle stiffness and tenderness and often muscle nodules. 
The pain is due to sustained muscle contraction and is secondary to a variety of fac- 
tors. Another type of occipital cephalalgia related to migraine and due to occipital 
and postauricular arterial dilatation is characterized by the unilateral onset of intense 
pain which is throbbing in character and worsened by recumbency. It is often associ- 
ated with nausea and vomiting and occasionally preceded by scotomas and paresthe- 
sias. A further variety of occipital headache is that resulting from inflammation, 
injury, or pressure on the occipital or upper cervical nerves. It is characterized by a 
long-standing, moderate, nonthrobbing ache associated with muscle tenderness and 
accompanied by paresthesias of the scalp and neck. 

Chief Signs. Evidence of nasal and paranasal disease, cervical cord tumor, or 
herpes; local muscle tenderness and stiffness. 

Infectious Myositis or Fibrositis (Rheumatic Headache). Characteristics. This 
type of cephalalgia is seen commonly in association with the onset of certain infec- 
tious, notably viral or rickettsial, diseases as well as certain poorly defined upper res- 
piratory tract infections. The headache is described as a deep pain which is usually 
present in the early morning and which tends to be aggravated by motion of the head 
or body as a whole. Motion of the neck increases its intensity. The pain is steady and 
has a dull, aching quality with often associated occipital area scalp tenderness. There 
is often tenderness to pressure of the lateral and cervical muscles near their attach- 
ment to the skull. There may be numerous tender nodules throughout the scalp and 
at times even pitting edema. 

Chief Signs. Evidence of infection; tenderness in the occipital area; nodules in the 
scalp; limitation of motion of the head and neck. 

Kyestrain (Muscle Imbalance). See pages 75 and 90. 

Meningitis. Characteristics. The headache is usually generalized but most intense 
occipitally. It is a continuous, throbbing, severe pain associated with photophobia and 
worsened by bodily movement. It is accompanied by a stiff and often rigid neck 
resulting from sustained muscle contraction secondary to involvement of posterior 
fossa structures and upper cervical roots. 

Chief Signs. Acute onset; high fever; delirium; vomiting; convulsions; retraction of 
the head and neck; Kernig’s and Brudzinski’s signs positive; lumbar puncture (cloudi- 
ness, pleocytosis, presence of organisms ). 

Subarachnoid Hemorrhage. Characteristics. This is an intense, sudden, throbbing 
occipital ache which radiates down the neck. Less frequently it may originate in other 
sites, but it soon radiates occipitally. The headache is often associated with nausea, 
vomiting, vertigo, stupor, nuchal rigidity, and at times convulsions. 

Chief Signs. Fever; stiff neck; Kernig’s sign; third nerve paralysis; may be hyper- 
tension; delirium; coma; bloody spinal fluid; arteriogram demonstrating aneurysm. 

Cerebellar Tumor. Characteristics. With tumor of the posterior fossa the initial 
headache is occipital. See Brain Tumor, page 4. 

Less Common Causes. Cerebral tumor; cervical Pott’s disease; infection of the 
prevertebral space secondary to pharyngeal infection; hypotension; diabetes mellitus; 
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epilepsy; syringomyelia; basal tongue lesions; cervical arthritis; meningovascular 
syphilis; post-trauma; Meniere’s syndrome; trench fever; Buhl’s disease. 


VERTEX HEADACHE 


Sphenoid and Ethmoid Sinusitis. See Paranasal Sinusitis, page 2. 

Psychogenic Headache (Hysteria; Neurosis; Neurasthenia; Helmet-Headache). 
Characteristics. The pain is often described as a feeling of pressure and is frequently 
bizarre in quality, as when it is termed “burning,” “stabbing,” or “constricting.” It 
tends to center over the vertex or moves from area to area. There is usually evidence 
of a basic personality disorder with headache being but one of its manifestations. 
Sometimes there is a sensation like that of a nail driven into the head (clavus hysteri- 
cus). See also Tension Headache below. 

Chief Signs. Morbid motor, sensory, and psychic phenomena, i.e., paralysis with- 
out wasting of muscles, characteristic convulsive seizures, anesthesia or hyperes- 
thesia, special sense palsies, suggestibility, emotionalism. 

Less Common Causes. Anemia; constipation; epilepsy. 


GENERAL OR VARIABLE HEADACHE 


Tension Headache (Headache from Sustained Muscle Contraction). Characteris- 
tics. This type of headache may result from muscle contraction secondary to noxious 
stimuli originating in the ocular structures, the nasal and paranasal structures, disease 
of the cranial periosteum, or dilatation of the extracranial arteries. It may likewise 
result from sustained muscle contraction seen in nervous, apprehensive, anxious 
patients. Regardless of the cause, the cephalalgia is fairly typical in that it is described 
as a tight or bandlike feeling. There may be pain on light scalp pressure or in combing 
the hair. Local tender spots may be present, and at times there may be severe aching, 
localized or generalized. These episodes of cephalalgia may be accompanied by dizzi- 
ness and tinnitus and may last for an hour to months or even years. 

Chief Signs. Muscle contraction; muscle nodules in some cases; local tenderness; 
may be limitation of motion; psychosomatic personality. 

Infectious Disease (Pyrexial Headache). Characteristics. The headache is a dull, 
throbbing, aching, ultimately, as a rule, generalized pain aggravated by bodily mo- 
tion. It tends to be worse toward evening or when the patient is most exhausted. 
Compression of the common carotid artery tends to decrease its intensity. 

Chief Signs. Those of any febrile disease. 

Arteriosclerosis. Characteristics. The headache is often diffuse, more or less con- 
tinuous, not severe, the sensation being of pressure rather than pain. It is particularly 
common in cases with advanced cerebral arteriosclerosis. 

Chief Signs. Occurrence usually after middle age; thickened arteries; may be dizzi- 
ness; may be confusion or lack of attention; later may be progressive dementia; tran- 
sient paralysis and aphasia, or cerebral hemorrhage; sclerosis of the retinal vessels 
(ophthalmoscopy) ; other signs of senescence. 

Acute Alcoholism. Characteristics. The headache follows a debauch and is known 
as katzenjammer or hangover. It may be neuralgic in character. 

Chief Signs. History of overindulgence in alcohol. 

Subdural Hematoma. Characteristics. The headache is a steady, full, diffuse pain 
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following head injury and lasts for weeks or months. It may be unilateral initially but 
eventually becomes generalized due to diffuse brain displacement. There may be 
local scalp tenderness and edema over the hematoma. 

Chief Signs. History of head injury; pupil changes (enlargement on affected side) ; 
overactive tendon reflexes (same side); xanthochromic spinal fluid with elevated 
pressure; papilledema; ventriculography; craniotomy. 

Cerebral Syphilis (Cerebrospinal Syphilis). Characteristics. The headache is usu- 
ally very disagreeable and of a migratory nature. It is usually dull, at times boring. 
It is inconstant, intermittent, often worse at night. It may disappear for weeks or 
months, then suddenly reappear. It may also be the only sign of cerebral syphilis for 
months or even years. The location is often frontal or parietal. 

Chief Signs. History of syphilis (two to five years before); mental symptoms (from 
fretfulness to dementia); insomnia; attacks of somnolence; vertigo; cranial nerve 
palsies (especially second, third, and sixth); may be epileptiform attacks, transient 
aphasia, or paralysis; positive serologic tests; spinal fluid (positive tests for syphilis, 
lymphocytosis, increased globulin, colloidal gold reaction with luetic curve). 

Nasal Obstruction (Polyps; Spurs; Septal Deviation; Turbinate Thickening; Bony 
Ridges; Chronic Rhinitis). Characteristics. The headache is usually similar to that of 
the psychogenic, a sense of pressure, though it may take any form. It tends to be more 
severe in the early morning. See Rhinitis, page 3, and Deviations or Deflections of 
the Nasal Septum, page 171. 

Chief Signs. Nasal discharge; disturbance of the sense of smell; neurasthenic symp- 
toms; rhinoscopy revealing the cause of the obstruction. 

Cerebral Thrombosis. Characteristics. Pain is frequently a prodromal accompany- 
ing symptom, together with vertigo and transient aphasia. 

Chief Signs. Onset rather gradual as compared with hemorrhage or embolism; in- 
complete or slow loss of consciousness; gradually developing hemiplegia. 

Tuberculous Meningitis. Characteristics. The pain may be intense and agonizing. 
The patient puts his hand to his head and occasionally, when the pain becomes worse, 
gives a short, sudden cry, the so-called hydrocephalic cry. See Meningitis, page 8. 

Chief Signs. Insidious onset; change of disposition; irregular pulse and fever; signs 
of meningeal irritation; palsies; coma; discovery of a tuberculous focus; spinal fluid 
examination (clarity, lymphocytosis, tubercle bacilli, positive Levinson test, in- 
creased pressure ). 

Fracture of the Skull. Characteristics. Headache occurs during the stage of irrita- 
tion. 

Chief Signs. History of injury; signs of cerebral irritation developing into those of 
compression; possibly blood in the spinal fluid (spinal puncture) ; X-ray. 

Traumatic and Post-traumatic Headache. Characteristics. Most patients suffering 
a head injury have local pain and tenderness in the area of trauma for a few hours or 
days and thereafter become asymptomatic. Post-traumatic headache is a common 
sequel in 30 to 50 per cent of persons suffering severe head injury. It is intermittent 
and has an aching, throbbing, or pressure quality. Physical and mental activity and 
fatigue aggravate or may precipitate it. The pain may be generalized or may have a 
temporal, frontal, or occipital localization. Local scalp tenderness at the site of initial 
injury is not uncommon. Vertigo, personality changes, photophobia, and emotional 
instability are common. 

Chief Signs. History of injury; vomiting; varying degrees of consciousness or com- 
plete unconsciousness; signs of cerebral irritation, all in the acute phases; rarely ob- 
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jective findings in post-traumatic cephalalgia; occasionally abnormal electroencepha- 
logram; pneumoencephalography, revealing cerebral atrophy (rare). 

Cerebral Tumor. Characteristics. See Brain Tumor, page 4. 

Cerebral Abscess. Characteristics. Headache in brain abscess comes on typically 
as One symptom in a sudden and stormy onset, often with rigidity of the neck. A 
period of relative quiescence and apparent improvement follows, corresponding to 
the stage of recovery from the diffuse initial onslaught. Usually after several weeks 
there is a relapse from extension of the trouble. 

Chief Signs. History of antecedent infection, frequently of the ear; stormy onset; 
restlessness; chills, fever, leukocytosis, sweats; delirium; convulsion; spinal puncture 
at the onset (evidence of meningitis) ; X-ray. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Headache is of- 
ten among the initial symptoms but is not characteristic. It may be accompanied by 
generalized pain and aching and disappears with the onset of stupor. 

Chief Signs. Sudden onset with slight nasal discharge, fever, and sweating, followed 
in a day or two by restlessness, anorexia, constipation, often vomiting, possible 
nocturnal delirium, subsiding in 3 to 14 days, followed by abnormal drowsiness; 
drowsiness, passing in a week into lethargy or stupor, appearance of ptosis or other 
cranial nerve palsies, diplopia, may be meningeal symptoms; muscular hypertonia 
or rigidity; coarse tremor; choreo-athetoid movements; emotionalism; whispering 
monotonous speech or dysarthria; may be paralysis; psychic manifestations; moder- 
ate leukocytosis (9,000 or higher); spinal fluid normal or slightly altered. 

Sunstroke (Insolation; Thermic Fever). Characteristics. The most usual form 
comes on during exposure, with pain in the head, dizziness, feeling of oppression, and 
sometimes nausea and vomiting. 

Chief Signs. History of exposure to the sun’s rays or high external temperature; 
hyperpyrexia; unconsciousness; hot, dry, red skin; full, rapid pulse; stertorous respira- 
tion; dilated pupils which later become contracted. 

Abscess of the Scalp (1, Subcutaneous; 2, Subaponeurotic;, 3, Subpericranial). 
Characteristics. There are local pain and tenderness. 

Chief Signs. Those of local inflammation: local swelling, heat, redness, and fluctu- 
ation. 

Cranial Caries (Necrosis; Periostitis; Osteitis; Osteomyelitis). Characteristics. 
The pain is localized and often worse at night. 

Chief Signs. Those of local inflammation, frequently a history or signs of either 
tuberculosis or syphilis; x-ray. 

Less Common Causes. Congestive heart failure; aortic regurgitation; acute gas- 
tritis; chronic gastritis; bacterial endocarditis; acute, subacute, or chronic nephritis; 
uremia; anemia; postspinal headache due to sterile meningitis; high cervical cord 
tumor; mediastinal tumor (passive congestion) ; intracerebral hematoma; polycythe- 
mia rubra vera; focal infections; secondary syphilis; acute poliomyelitis; psychoses 
(particularly those associated with depression) ; general paresis; cerebral hemorrhage 
(may be a prodromal symptom); epilepsy (may be part of the aura or sequelae) ; 
pachymeningitis haemorrhagica (associated with injury, alcoholism, or insanity ) ; 
acute cerebral leptomeningitis; hydrocephalus, acquired (acute or chronic) ; multiple 
sclerosis; thrombosis of the superior longitudinal sinus; oxycephalia; cinchonism 
(sense of fullness) ; carbon monoxide poisoning; lead poisoning (saturnism ) : chronic 
arsenic poisoning; chronic pulmonary tuberculosis; nervous dyspepsia, enteroptosis, 
hyperacidity, hyperventilation syndrome (all causing psychogenic types of head- 
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ache); jaundice; gout; helminthiasis (headache resembling that of anemia); chronic 
cholecystitis; cirrhosis of the liver; thoracic aneurysm; cervical adenitis; thrombosis 
of the veins of the neck; acute yellow atrophy of the liver; pellagra; Meniere’s disease; 
leontiasis ossium; miner’s nystagmus; hypopituitarism; Addison’s disease; diabetic 
acidosis; exophthalmic goiter; hypoglycemia; anoxia; nitrite exposure; inhalation of 
toxic exogenous substances (carbon dioxide, coal gas, and other poisonous gases), 
persistent noises (gun headache ) ; menstruation; hypotension. 


LOCALIZED TENDERNESS OF THE SCALP 
(See also Swellings on the Head, page 18.) 


Trauma and infiammation are naturally the most common causes of scalp tender- 
ness, in which case the etiologic and visible evidence make diagnosis relatively easy. 
In addition, it may be the result of: 1, local disease of the skin or underlying struc- 
tures; 2, disease in adjacent areas, such as the eyes, teeth, nasal and paranasal 
structures, ears, or neck; and 3, a psychosomatic disturbance. 

Psychosomatic (Psychogenic) Disturbances. Characteristics. Tenderness on pres- 
sure in different localities is a characteristic feature of psychosomatic disturbances, 
and it is to be distinguished from hyperesthesia, which also may exist to very light 
touch. The tender areas are usually limited in extent. Sometimes they are found upon 
the head, but they are more common in other regions (inguinal, inframammary, 
epigastric, and spinal). 

Chief Signs. See page 9. 

Syphilis. Characteristics. Local scalp and skull tenderness on pressure may be seen 
in congenital or acquired syphilitic periostitis and in gumma of the pericranium. 

Chief Signs. See pages 13 and 19. 

Occipital Neuralgia. Characteristics. The tender point found most frequently is 
the occipital point between the tip of the mastoid and the first cervical vertebra. Dull 
pain on pressure is usual as a paroxysmal occurrence. This tends to make the sufferer 
hold his head in a stiff position. The tenderness may be so acute that ruffling of the 
hair will start a paroxysm. 

Chief Signs. See page 8. 

Lateral Sinus Thrombosis. Characteristics. There are tenderness, pain, and edema 
along the course of the sinus, from the base of the mastoid to the occipital protuber- 
ance. The mastoid and jugular vein, if involved, are usually tender. 

Chief Signs. History of suppurative middle ear disease; cessation of offensive dis- 
charge from the ear; chills, fever, sweats, leukocytosis; may be paralysis of the vagus, 
glossopharyngeal or spinal accessory nerve from pressure on the jugular foramen. 

Brain Tumor. Characteristics. Local tenderness on percussion may sometimes be 
elicited, but it is an uncertain guide to the situation of the tumor. The general drift for 
localized pain and tenderness is, however, in favor of a similarly located neoplasm. 

Chief Signs. See page 4. 

Mastoiditis. Characteristics. In acute cases, accompanying the first symptom, which 
is intense pain involving the mastoid and often the whole side of the head, there is 
tenderness on pressure over the mastoid. 

Chief Signs. See page 146. 

Cerebral Abscess. Characteristics. During the stage of latency or remission when 
the headache diminishes, the fever abates, and the patient is fatigued, somnolent, 
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and indifferent, percussion may reveal local tenderness over the side of the abscess. 

Chief Signs. See page 11. 

Less Common Causes. Hydrocephalus; Jacksonian epilepsy; meningitis; sub- 
arachnoid hemorrhage; meningioma; migraine; trigeminal neuralgia; herpes zoster; 
lupus erythematosus; scleroderma; acute seborrhea; von Recklinghausen’s disease; 
otitis media; rickets; post-traumatic headache; furunculosis of the ear canal; temporal 
arteritis; glaucoma; iritis; errors of refraction; frontal sinusitis; dental disease; cervi- 
cal arthritis. 


ABNORMAL SIZE AND SHAPE OF THE HEAD 


The normal circumference of the head at birth is about 14 inches, and at the end 
of one year, about 18 inches. 

Hydrocephalus. Characteristics. The head is large and spherical, the fontanels and 
sutures wide, and the face small. There are two main causes for this condition, dis- 
regarding syphilis: 1, failure of proper development of the foramen of Magendie or 
the duct between the fourth ventricle and the subarachnoid space; 2, hypersecretion 
from the choroid plexus. 

Chief Signs. History of gradual enlargement two or three months after birth; 
somnolence, lethargy; sharp cries (the hydrocephalic cry); headache; spasticities; 
contracted and sluggish pupils; impaired hearing; visible scalp veins; difficulty in 
raising the eyelids; less marked symptoms if the enlargement is gradual; associated 
anomalies (spina bifida, encephalocele, spinal meningocele, harelip, cleft palate). 

Rickets (Rachitis). Characteristics. The head appears quadrilateral in profile; the 
forehead is high, square, and prominent. The cranium viewed from above is elonga- 
ted, large, and square, and the vertex flattened. The anterior fontanel may be open 
until the third or fourth year, and there are areas of softness in the skull due to im- 
perfect ossification. 

Chief Signs. Insidious development beginning about the period of dentition; noc- 
turnal restlessness; head sweating; constipation; enlarged abdomen; painful joints, 
epiphyseal enlargements; rachitic rosary; pigeon breast with Harrison’s groove in the 
lower chest; spinal deformity; late walking; catarrhal conditions; tendency to tetanic 
convulsions; phosphaturia. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The sutures are de- 
pressed and surrounded by bosses termed Parrot’s nodes, the bossing chiefly affecting 
the frontal prominences of the skull. The head assumes shapes to which the terms 
“hour glass” and “hot cross bun” have been applied. Soft areas may occur (cranio- 
tabes). 

Chief Signs. Old appearance; snuffles in three to eight weeks; skin affections 
(roseola, desquamating palms, ulceration of the corners of the mouth called rhag- 
ades) appearing in 3 to 12 weeks; bone affections (epiphysitis); positive serology. 
At second dentition or at puberty: keratitis; iritis; choroiditis; thickening of the long 
bones, especially the tibia; Hutchinson’s teeth. 

Cretinism. Characteristics. The head is large and flat-topped, the anterior fontanel 
open, even as late as the tenth year; with failure of the orbitonasal bones to develop 
properly, the bridge of the nose is flat and the eyes far apart. The forehead is low, and 


the mouth open with the tongue protruding. 
Chief Signs. Characteristics not noticeable until the sixth or seventh month; prog- 
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nathic face; large tongue; short body; flat chest; pot belly; scanty hair; lack of sexual 
development; slow metabolism; mental defects; thyroid gland not palpable; delayed 
dentition; myxedematous skin; elevated cholesterol; hypercarotinemia with low se- 
rum vitamin A; low protein-bound iodine. 

Achondroplasia (Chondrodystrophy ). Characteristics. The head has a large vault, 
and there is depression of the nose and prognathism due to early closure of the 
sutures of the base of the skull and delayed closure in the vault, so that the individual 
resembles a bulldog. 

Chief Signs. Congenital nature; short arms and legs with body of normal length; 
short stature (micromyelia); trident hands; lumbar lordosis with prominent abdo- 
men; sexual precocity. 

Microcephalic Idiocy. Characteristics. The head is small, under 17 inches in cir- 
cumference, is triangular with a rapidly receding forehead and flat occiput, and the 
apex is at the crown. 

Chief Signs. Sutures closed frequently at birth; paresis; paralysis; convulsions; tics; 
atrophies; strabismus; deafness; mental deficiency. 

Infantile Cerebral Paralysis (Cerebral Diplegia and Hemiplegia). Characteristics. 
The head is smaller than normal in all of its diameters (diplegia), or there may be 
asymmetry (hemiplegia). 

Chief Signs. History of difficult labor; muscular weakness dating from infancy; 
tendency to retraction of the head; rigidity of one or both lower extremities with in- 
creased knee jerks; may be epileptiform attacks or choreiform movements; imperfect 
mental development; may be scissor gait. 

Mongolism (Mongolian Idiocy). Characteristics. The head is brachycephalic, 
diminished in its anteroposterior diameter, flattened on the face and occiput, but 
without recession of the supra-occipital regions as in the microcephalic. 

Chief Signs. Characteristics noticeable from birth: palpebral fissures oblique, up- 
ward and outward; strabismus; epicanthus; mottled complexion; tongue large and 
coarsely papillated, frequently protruded and drawn back; thyroid gland palpable; 
deferred closure of the fontanels; retarded puberty; delayed dentition; large hands 
and feet with incurving little finger and rudimentary middle phalanx of the middle 
finger (x-ray); mentality of 4 years. 

Acromegaly. Characteristics. The bones of the face particularly are enlarged, 
especially the inferior maxillas. The soft parts are also hypertrophied, the brows 
heavy, the tongue, nostrils, eyelids, and ears thickened and hypertrophied. The face 
is broadened and elongated, so that it is ovoid with the large end downward on 
account of the large maxillas. The teeth are widely separated. 

Chief Signs. Onset between 20 and 40 years of age; history of gradual enlargement 
of the feet, hands, face; thick, dry, loose, wrinkled skin; heavy growth of hair; en- 
larged tongue; difficulty of speech; cerebral symptoms (headache, dullness, optic 
neuritis); genital disturbance; glycosuria; x-ray of the sella turcica showing enlarge- 
ment. 

Erythroblastic Anemia (Cooley’s Anemia; Thalassemia). Characteristics. The 
head is large, with thickened cheeks and cranial bones. The bridge of the nose is 
small, and there may be an epicanthal fold. 

Chief Signs. Microcytic hypochromic anemia with nucleated erythrocytes; x-ray 
changes in the skull and frontal bones; splenomegaly; Mongoloid facies. 

Myxedema (Hypothyroidism). Characteristics. The head is large with a “full 
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moon” face. The features are coarse, the nostrils and lips thick, and the skin rough 
and dry. 

Chief Signs. Occurrence in adult life; symptoms of lowered metabolism (mental 
and physical sluggishness); myxedematous swelling of the face and extremities; 
obesity; rheumatic pains; low basal metabolic rate; result of therapeutic test with 
thyroid medication; low protein-bound iodine; increased cholesterol and phospholi- 
pids. 

Osteitis Deformans (Paget’s Disease). Characteristics. The head is enlarged, usu- 
ally symmetrically, and triangulated, the forehead being prominent and extremely 
broad, with the posterior part bulging less than the front and sides. There is no 
enlargement of the bones of the face. The thickened bones are usually smooth 
though there may be nodules. 

Chief Signs. Onset in middle life; bending and bulging of the long bones forward, 
with gradual loss in height; stooping with round shoulders; head held forward with 
the chin raised; chest sunken toward the pelvis; abdomen pendulous; slow, awk- 
ward gait; may be pain; x-ray (fuzzy outline and thickening of the skull, changes in 
other bones, especially the long bones and the pelvis). 

Acrocephaly and Oxycephaly (Tower Skull; Steeple Head). Characteristics. The 
head is forced into a conical shape from premature closure of the coronal and sagit- 
tal sutures. The eyes are prominent and slant downward and outward. 

Chief Signs. Optic atrophy with impairment of vision and headache; loss of the 
sense of smell; exophthalmos; strabismus; nystagmus. 

Scaphocephaly. Characteristics. The head is narrow and elongated from before 
backward. 

Chief Signs. Optic atrophy with impairment of vision; loss of smell; sometimes 
exophthalmos; intelligence normal or only slightly impaired. 

Hypertelorism. Characteristics. There is a great increase in the breadth of the 
skull associated with amentia. The eyes are widely spaced with a wide bridge of the 
nose and brachycephaly. 

Arachnodactyly. Characteristics. Skull abnormalities usually of the dolicho- 
cephalic type are found in 80 per cent of such patients. There are often supra-orbital 
prominence, frontal bosses, and prognathism. At times the anterior fontanel remains 
patent, and there may be poor development of the facial bones and inferior maxilla. 

Chief Signs. Typical lengthening of the bones of the hands and feet; muscle 
atrophy; ocular abnormalities; congenital heart disease. 

Progressive Facial Hemiatrophy. Characteristics. The face looks like two lateral 
halves of different individuals, with a defined vertical line of junction. The hair of 
the smaller side is thin or absent. The eyes are sunken, 

Chief Signs. Skin shiny and pigmented, with yellowish brown patches; atrophy of 
the whole side of the face, especially of the bones; eyebrows and hair on one side 
gray or thin; half of the tongue and one ear wasted. 

Leontiasis Ossium. Characteristics. The cranial and facial bones are hypertro- 
phied, usually symmetrically, and with nobby excrescences, the process starting, as 
a rule, in the superior maxilla. 

Chief Signs. Onset at puberty; slow progress; violent headache; nasal obstruction; 
optic atrophy. 

Flattening due to Lying on the Back. Characteristics. The occiput is flattened due 


to lying on the back during the first year of life. 
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Less Common Causes. Cleidocranial dysostosis; porencephalic idiocy (asym- 
metrical with flat forehead); osteogenesis imperfecta; Morquio’s disease; pituitary 
infantilism (Laurence-Moon-Biedl) ; gargoylism; craniofacial dysostosis of Crouzon; 
hereditary ectodermal dysplasia. 


DELAYED CLOSURE OR ENLARGED FONTANELS 


Normally the posterior fontanel closes about the second month, the anterior be- 
tween the 14th and 22nd months. The anterior fontanel should not exceed one inch 
in diameter at the end of one year. 

Rickets (Rachitis). Characteristics. The anterior fontanel may be open until the 
third year. 

Chief Signs. See page 13. 

Cretinism. Characteristics. The anterior fontanel may be open until the tenth year 
or may be open even in adults. 

Chief Signs. See page 13. 

Frontal Bone Defect. Characteristics. A defect of the frontal bones along the sagit- 
tal suture gives an extension of the anterior fontanel which may delay its closure as 
long as three years. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The anterior fontanel 
closes late. 

Chief Signs. See page 13. 

Malnutrition. Characteristics. The anterior fontanel may be open until late in the 
second year. 

Chief Signs. History of tardy development; underweight; nervous manifestations; 
gastroenteric disturbances. 

Achondroplasia (Chondrodystrophy). Characteristics. The anterior fontanel may 
not close until the fourth or fifth year. 

Chief Signs. See page 14. 

Congenital Hydrocephalus. Characteristics. The anterior fontanel may never close. 

Chief Signs. See page 13. 

Mongolism (Mongolian Idiocy). Characteristics. The anterior fontanel closes late. 

Chief Signs. See page 14. 

Less Common Causes. Osteogenesis imperfecta; infantile scurvy; cleidocranial 
dysostosis; arachnodactyly; gargoylism. 


BULGING FONTANELS 


The anterior fontanel bulges and pulsates with each beat of the heart in all cases 
of acute fevers occurring in infancy. 

Chronic Primary Hydrocephalus. Characteristics. The anterior fontanel bulges. 

Chief Signs. See page 13. 

Cerebrospinal Meningitis in Infants. Characteristics. The anterior fontanel is tense 
and bulging whether due to meningococcal, influenzal, pneumococcal, or tuberculous 
origin. 

Chief Signs. See page 8. 
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Meningeal Hemorrhage in Infants. Characteristics. The anterior fontanel is bulging 
if the hemorrhage is large, and the sutures are separated. 

Chief Signs. History of difficult labor; feeble or irregular respiration; feeble, slow 
pulse; pupils at first contracted, then dilated; stupor; convulsions; increased reflexes; 
localized paralysis if the baby lives; lumbar puncture (bloody fluid). 

Cerebral Tumor in Infancy. Characteristics. The anterior fontanel may bulge. 

Chief Signs. Headache; vomiting; choked disk; fretfulness; general convulsions; 
paralysis; x-ray. 

Less Common Causes. Oxycephaly; spina bifida (on pressing the swelling); 
cerebral abscess in infancy; subdural hematoma in infancy; meningism in infancy; 
lymphocytic choriomeningitis in infancy. 


SUNKEN FONTANELS 


Wasting Diseases (Marasmus; Athrepsia; Gastrointestinal Atrophy). Character- 
istics. The fontanel becomes sunken as emaciation progresses. 

Chief Signs. Loss of weight or stationary weight; pinched face; wrinkled thighs; 
general emaciation with the exception of the “sucking pads”; aphthae; erosion of 
the buttocks; gastroenteric disturbances. 

Dehydration. Characteristics. The fontanel becomes sunken from dehydration of 
the tissues due to persistent vomiting, diarrhea, or fever. 

Chief Signs. Fever; vomiting; diarrhea which is usually first yellow, then green; 
prostration; stools mucoid and blood-tinged, especially in enterocolitis. 

Less Common Cause. Spurious hydrocephalus. 


PREMATURE CLOSURE OF THE SUTURES 


The main sutures of the cranium commonly ossify between the sixth and ninth 
months. 

Microcephalus. Characteristics. The sutures may be completely ossified at birth, 
though at times ossification may be late. 

Chief Signs. See page 14. 

Oxycephaly. Characteristics. The coronal and sagittal sutures may ossify pre- 
maturely. 

Chief Signs. See page 15. 

Scaphocephaly. Characteristics. As in oxycephaly. 

Chief Signs. See page 15. 


DELAYED CLOSURE OF THE SUTURES 


Delay in closure of the sutures occurs in those diseases in which there is delayed 
closure of the fontanels. In addition the following conditions deserve mention. 

Prematurity. Characteristics. The sutures are late in closing. 

Chief Signs. Premature labor; general underdevelopment. 

Cerebral Tumor in Infants. Characteristics. The sutures may remain open from 
pressure of the tumor. 

Chief Signs. See above. 
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SWELLINGS ON THE HEAD 


This section applies to swellings limited to the region of the scalp or skull, from 
the brows to the occiput, and from one mastoid to the other. 

Sebaceous Cyst (Wen; Steatoma). Characteristics. The most common situation 
is on the scalp. Wens vary greatly in size (from a pea to a fist in exceptional in- 
stances); they may occur singly, or the scalp may be crowded with them. They are 
rounded or dome-shaped, freely movable on the deeper parts unless inflamed, and 
invariably attached to the skin at one point, where the orifice of the obstructed duct 
can often be seen, from which sebaceous matter can occasionally be expressed. As 
the skin over the swelling becomes thinned and stretched it becomes shiny, bluish, 
or congested, and the hair follicles atrophy, so that bald prominences result. Depend- 
ing on their size, tension, and the character of the contents, they are firm but elastic, 
or soft and fluctuating. They occasion no discomfort unless inflamed or infected, 
when they swell, become tender, and the contents liquefy and rupture, with dis- 
charge, often fetid, the process subsiding to be repeated over again. When ulceration 
occurs, they have been mistaken for epithelioma, and, in fact, they occasionally 
undergo carcinomatous degeneration. 

Hematoma of the Scalp (Subcutaneous, Subaponeurotic, and Subpericranial). 
Characteristics. The subcutaneous variety is small, sharply localized, movable, and 
often associated with ecchymosis. The subaponeurotic form appears as a large 
fluctuating swelling, often reaching from the eyes to the occiput. In subpericranial 
hematoma, the swelling covers a part or the whole of one bone, usually the parietal, 
but does not extend beyond the margins of the bone. It is not associated with 
ecchymosis and is immovable, soft in the center, and hard at the margin. The margin 
is regular, pits on pressure, sometimes with moist crepitation, and is above the con- 
tour of the head. 

Chief Signs. History of a blow upon the head; x-ray. 

Local Phlegmon of the Scalp (Furuncle or Carbuncle). Characteristics. There is 
a local, inflammatory, painful swelling, situated especially on the occipital portion 
of the scalp. Carbuncles more often originate on the neck below the hair margin and 
invade the latter by extension. These may extend deeply, and when their central 
slough is removed, the bared bone may be exposed. 

Subpericranial Abscess. Characteristics. These collections of pus are swellings 
limited in extent to the surface of a single cranial bone and are often the result of the 
infection of a subpericranial hematoma. 

Chief Signs. History of the existence of a previous hematoma or osteomyelitis or 
otitic or mastoid disease. 

Mastoiditis. Characteristics. If the infection spreads outward there will be redness 
and edema of the skin over the mastoid and possibly the formation of a subperiosteal 
abscess, which may perforate and form a subcutaneous collection of pus with swelling 
or spread downward into the neck. In neglected cases the retro-auricular fold just 
behind the concha becomes obliterated by the swelling. 

Chief Signs. See page 6. 

Osteoma (Exostosis). Characteristics. These bony outgrowths of the skull appear 
as slowly growing, single or multiple, flat, rounded or knoblike projections, usually 
sessile and densely hard. They rarely grow larger than a walnut. The larger the 
growth the more its tendency to become roughened and even pedunculated. An 
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x-ray picture will be valuable. An osteoma may overlie a meningioma which may 
eventually cause serious intracranial disturbance. 

Cranial Syphilis (Gumma). Characteristics. Gummas often appear upon the fron- 
tal region as tender, elastic, slightly elevated swellings over which the scalp may 
move freely. These chronic, painless swellings rarely attain a large size and are 
often multiple. When left to themselves, they cause a slight, permanent, local thicken- 
ing of the bone, sometimes extending over wide surfaces. They may break down, 
leaving chronic ulcers with ragged, undermined edges, exposing areas of more or 
less honeycombed bone with sequestra. Should healing take place, the resulting de- 
pressed scar, white, thin, attached, covered by dilated vessels, and surrounded by an 
irregular, elevated, bony ridge, tells the story. 

Chief Signs. History of syphilis; more or less pain, with nocturnal exacerbations; 
X-ray; positive serology; therapeutic test. 

Caput Succedaneum. Characteristics. The swelling is a soft painless tumor situated 
over the occipital or parietal bones near the posterior fontanel of some newborn 
children following vertex deliveries, due to molding of the infant’s skull during the 
birth process. It does not conform in outline to one of the bones, as does a cephal- 
hematoma; it can be pitted on pressure; it does not fluctuate; and it disappears in a 
few days after birth. 

Cephalhematoma. Characteristics. This swelling, on the cranium of the newborn 
child, as a rule does not manifest itself until a day or two after birth, when it appears 
as a tumor the size of a hazelnut to an orange. It may be rounded, elongated or kidney- 
shaped, and is usually limited in outline to one, or occasionally both parietal bones. 
Since the hemorrhage is subperiosteal it never extends across a suture line or over the 
fontanel. The swelling is soft, elastic, and irreducible; it does not increase with crying 
nor does it pulsate. Uncomplicated cases begin to subside by the first or second 
week, or more rarely, deformity, cyst, or abscess may result. 

Dermoid Cyst. Characteristics. This is a swelling, usually single, occurring in the 
young and enlarging with age. This tumor is common in or near the orbit, and upon 
the skull it is found at the glabella or external angular process of the frontal bone, 
more rarely over the mastoid process or in the midline over one of the fontanels. 
Cranial dermoids are usually deep-seated, having a close attachment to the peri- 
cranium, and lie in saucer-shaped depressions of bone which give them their relative 
immovability. They may occasionally pulsate when there is a skull defect. 

Cranium Bifidum. Characteristics. This is a congenital anomaly due to imperfect 
closure of the skull. It is almost invariably associated with an external mass which 
may be a sac formed by meninges and filled with cerebrospinal fluid (cranial menin- 
gocele) or may contain brain tissue (encephalomeningocele ). The local manifesta- 
tion is a saclike protrusion situated in the midline of the skull. The common sites 
of occurrence are the occipital and frontal regions, the former being the more 
common. These swellings may be pedunculated or sessile and are usually smooth, 
soft, and fluctuating swellings, but may be irregular, lobulated, and quite firm and 
not uncommonly surmounted by true benign tumor growth. The protrusion increases 
in size when the child cries or strains and often shows visible pulsation, spontaneous, 
or brought out by pressure. Attempted reduction may slow the pulse, lead to breath- 
ing difficulties, vomiting, convulsions, or unconsciousness. A large sac may be trans- 
lucent if mostly fluid, and the overlying tissues may become thinned and excoriated. 

Lipoma. Characteristics. There is a flat, disklike, semifluctuating, unlobulated 
tumor with a broad base, situated, as a rule, under the occipitofrontal aponeurosis, 
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often appearing to occupy a depression in the bone. It rarely becomes pedunculated. 

Hernia Cerebri. Characteristics. The tumor is a protrusion of the brain tissue 
beneath the scalp, through a traumatic defect in the skull after operation. It pulsates, 
gives an impulse on coughing, and is partly reducible, causing symptoms of com- 
pression of the brain. If there is a defect in the scalp it is called prolapsus cerebri. 
Following wounds of the brain there may be a swelling due to exuberant and 
edematous neurogliar granulations which goes by the name of fungus cerebri. 

Thrombosis of the Lateral Sinus. Characteristics. The swelling is due to a painful 
edema along the line of the sinus over the mastoid and along the jugular if the latter 
is invaded. 

Chief Signs. History of antecedent suppurative middle ear disease; chills, fever, 
sweats, leukocytosis; paralysis of the pneumogastric, glossopharyngeal, and spinal 
accessory nerves at times; engorgement of the jugular veins. 

Vascular Tumors of the Scalp (Aneurysm; Telangiectasis; Plexiform Angioma; 
Arteriovenous Fistula; Cavernous Angioma). Characteristics. In simple aneurysm 
there is a small, soft swelling situated usually over an artery in the temporal region. 
Prominent angiomal telangiectases first appear as fairly distinct, outlined tumors. 
The growths are made up of arteries or veins or a combination of both and usually 
originate from congenital telangiectases, although rarely they may be secondary to 
trauma. The growing tumors eventually affect large arterial trunks, causing twisting 
and dilatation of these structures. Similar changes are eventually observed in the 
veins. Plexiform angiomas usually arise from simple congenital angioma and are of 
three types. They may appear as pure arteriectasia, i.e., a plexus of abnormal, dilated, 
coiled, tortuous arteries; as an area of phlebectasia in which the tumors are formed 
of dilated, tortuous, intercommunicating veins; or as phlebarteriectasia in which the 
tumor mass is made up of both arterial and venous radicals (cirsoid aneurysm). The 
skin covering such an angioma is thinned, dissolved, and adherent, forming a flat- 
tened tumor. Pulsation, bruit, and murmurs are present except in pure phlebectasia. 
Atrophic skin overlying such areas may break down, leaving obstinate ulcers with 
a tendency to hemorrhage and infection. Arteriovenous fistula is an acquired, usually 
traumatic, vascular communication arising between vessels normal to the area and is 
entirely different from plexiform angiomas. It is usually situated in the temporal 
region but sometimes in the occipital region. There is a progressively developing 
swelling due to the ballooning of the arteries and veins which intercommunicate, 
manifesting itself ultimately in the development of enormously dilated, pulsating 
vessels lying in palpable grooves. The tumorlike swellings have a systolic hum and 
thrill. Pressure on the swelling may temporarily obliterate it. Cavernous angioma is a 
soft, elastic, honeycombed, meshlike swelling with thin overlying skin which, in 
patches, allows the dusky color of the tumor to show through. It occurs on top of 
the head, about the orbit, and from the glabella. It is composed of irregular, large 
or small blood spaces which freely communicate with each other and which are lined 
with endothelium formed by a connective tissue stroma containing elastic fibers. 

Sarcoma. Characteristics. Sarcomas of the scalp may appear: 1, as elevated, soft, 
nodular tumors, with overhanging edges and a more or less ulcerated surface, with- 
out deep invasion of the tissues; 2, as softer, more rapidly growing, more easily 
bleeding swellings, with a tendency to rapid extension and metastasis; or 3, as dark 
melanotic growths arising from pigmented moles. Pulsating sarcomas arise from 
the perithelial cells of blood vessels. Sarcoma of the skull may arise in any situation 
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or at any age (from the diploé, dura, or pericranium). There is a progressively 
growing tumor, pushing up the scalp as a sessile, domelike swelling with large, 
radiating, subcutaneous veins through the scalp in the involved region, finally break- 
ing down into a denuded, bleeding, fungating, sloughing, ulcerating surface. Metas- 
tases and death occur within two years. X-ray examination will disclose the nature 
of the growth. 

Carcinoma. Characteristics. Epitheliomas arising from warts, excrescences, cica- 
trices, or ulcers of the scalp occur as fungating, ulcerating growths. Carcinoma of 
the skull occurs only as a metastasis or extension from the scalp or elsewhere (breast, 
prostate ). 

Less Common Causes. Papilloma (wart); diffuse cellulitis (phlegmon of the 
subaponeurotic layer following wounds); vascular nevi (hemangioma simplex, port- 
wine stain) ; elephantiasis nervorum (occurring with von Recklinghausen’s disease ) ; 
pneumatocele cranii; sinus pericranii (varix simplex communicans); traumatic or 
spurious meningocele (cerebrospinal fluid tumor following fracture, usually in a 
child); fibroma, keloid (observed in the suboccipital region in the Negro race); 
leontiasis ossium; gigantism; osteitis deformans; osteomyelitis; tuberculous osteitis 
of children (affects usually the temporal bone secondary to ear disease); echino- 
coccus cyst; meningioma; multiple myeloma (may be a swelling of a cranial bone; 
albumosuria, negative serology, and x-ray will demonstrate it); chloroma (rapid 
growth in leukemic children); epidermoid tumor of the skull with break through 
external table; xanthomatosis (reticuloendotheliosis ) . 


ROLLING OF THE HEAD 
(The head cannot be supported. ) 


(See also Spasmodic Movements of the Head, page 22, and Tremor or Shaking of 
the Head, page 23). 


The head cannot be lifted normally in the infant under two months of age. 

Rickets. Characteristics. The head is sometimes too large and heavy, due to 
thickening of the cranial bones, for the infant to move it freely. 

Chief Signs. See page 13. 

Idiocy. Characteristics. The head may roll due to weakness and lack of control 
of the neck muscles. 

Chief Signs. Delayed development; stupid expression; open mouth and drooling; 
protruding tongue; aimless movements of the hands; defective mentality (under 3 
years). 

Hydrocephalus. Characteristics. The head may be too large for the muscles to 
sustain and move it freely. 

Chief Signs. See page 13. 

Head Shaking (Head Nodding; Spasmus Nutans). Characteristics. This affection 
consists in a side-to-side oscillation of the head, which may be slow or rapid and 
in some cases is almost continuous. Some children have at times the nodding spasm 
also (vertical nodding), and in others this is the only movement seen. 

Chief Signs. Occurrence in infancy between the third and eighteenth months; may 
be nystagmus of one or both eyes; occasional convergent strabismus; bad hygienic 
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surroundings (poorly lighted rooms); improvement in several months and ultimate 
recovery. 

Friedreich’s Ataxia. Characteristics. Irregular swaying movements of the head and 
shoulders, some of which are choreiform in character, may occur early and produce 
a tendency for the head to fall forward onto the chest. 

Chief Signs. Onset insidious; may be familial; clumsy and unsteady walking (sway- 
ing); ataxia of voluntary movements; early loss of the deep reflexes; lateral nystag- 
mus; altered speech (slurring and explosive); pes cavus; scoliosis; slow progressive 
course. 

Myasthenia Gravis. Characteristics. The head may show a tendency to fall forward 
upon the chest, due to weakness of the muscles of the neck. 

Chief Signs. Normal muscular movement followed on repetition by rapid weaken- 
ing and paresis; bilateral ptosis; strabismus and diplopia; may be coarse nystagmoid 
movements; “lost” facial expression; mouth open; dribbling; weak mastication, may 
be nasal speech and regurgitation; may be dyspnea; myasthenic muscular reaction 
(quick loss of faradic stimulation) ; tendency to remissions. 

Less Common Causes. Amyotonia congenita; amaurotic family idiocy; polio- 
myelitis; severe wasting diseases; pyknolepsy (myoclonic epilepsy, epilepsy nutans) ; 
Pelizaeus-Merzbacher form of cerebral sclerosis; multiple neuritis. 


SPASMODIC MOVEMENTS OF THE HEAD 


(See also Rolling of the Head, page 21, and Tremor or Shaking of the Head, 
page 23.) 


Habit Spasm. Characteristics. In some cases this affection takes the form of sudden, 
spasmodic twisting of the head. These movements are at first infrequent, but as the 
habit becomes more firmly fixed the spasm recurs every few minutes. The eyes may 
wink at the same time. 

Chief Signs. Occurrence at any age after 5 years, most commonly beginning in 
youth; evidence of exaggerated nervousness; may be neuropathic heredity or eccen- 
tricity; may be history of mimicry or brain fag; history of gradual development; 
chronicity. 

Head Banging. Characteristics. The head of the infant is thrown against the crib, 
sometimes so violently as to cause contusions. It may be repeated almost every night 
and ceases when the infant sits up. It is an expression of extreme nervous irritability. 

Chief Signs. Occurrence in infants and very young children who have rickets or 
whose nutrition is below normal; may be latent or evident otitis media; absence of 
nystagmus. 

Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. The head is 
jerked about spasmodically. The movements are irregular, arrhythmic, of varying 
intensity, not under control of the patient’s will, increased by excitement, but cease 
during sleep. 

Chief Signs. Occurrence usually between 5 and 15 years; spasmodic movements 
of hands, face, legs, whole body, or one side; may be endocarditis; irritability; dura- 
tion 6 to 10 weeks. 

Neurosis (Rhythmic Hysterical Spasm). Characteristics. Clonic contractions of 
the sternocleidomastoid muscles or of the rotatory muscles of the neck may produce 
rhythmic movements of the head. Rhythmic movements of the arms, legs, and jaws 
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may likewise occur, and in some instances there is a bowing movement—the salaam 
convulsion. 

Chief Signs. See page 9. 

Head Shaking. See page 21. 

Less Common Causes. Friedreich’s ataxia (sometimes choreiform) ; Huntington’s 
chorea; progressive lenticular degeneration; myoclonic nystagmus; hysterical myo- 
clonus; encephalitis lethargica; epilepsy nutans. 


TREMOR OR SHAKING OF THE HEAD 


Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. Shaking 
of the head may occur and is usually vertical, not rotary. The rate of oscillation is 
about five per second. 

Chief Signs. Occurrence after middle life; gradual onset; typical tremor in the 
hands, regular and rhythmic (“pill rolling”), later extending to the arms and legs; 
involvement first of one side, later the other; general muscular rigidity; bent attitude 
with arms flexed at the elbows; masklike facies; festinant or propulsion gait; palpable 
cogwheel contraction of biceps on extension of forearm after flexion. 

Senility. Characteristics. The tremor may be limited to the head. It is slow, fine, 
and regular, is not affected by rest, but is aggravated by voluntary movement and 
excitement. 

Chief Signs. Occurrence late in life; may be tremor of the entire body of similar 
type; always bilateral; absence of rigidity; arteriosclerosis; wrinkled skin; loss of 
teeth; feebleness; mental changes. 

Aortic Regurgitation. Characteristics. A rhythmic nodding of the head, synchro- 
nous with the heartbeat, occurs in some cases due to extreme arterial throbbing. 

Chief Signs. See page 501. 

Less Common Causes. Progressive lenticular degeneration; encephalitis lethargica; 
arteriosclerosis; Meniere’s disease; epilepsy; cerebellar tumor; rickets; Friedreich’s 
disease; neoplastic or vascular lesions of the lenticular nucleus; encephalomyelitis 
following specific infectious diseases of childhood; hereditary cerebellar ataxia. 


FORWARD DISPLACEMENT OF THE HEAD 


(The head is displaced forward in the median line. ) 


Fracture-Dislocation of the Upper Cervical Vertebrae. Characteristics. In forward 
fracture-dislocation, the head is displaced forward and bent toward the chest. In pro- 
file the neck appears wider than normal. 

Chief Signs. History of injury; shock; local evidence of fracture; abnormal widen- 
ing of the spaces between the spinous processes; symptoms of cervical cord compres- 
sion; X-ray. 

Tuberculosis of the Cervical Vertebrae. Characteristics. The head is displaced 
forward in the median line with gradual rigidity of the neck muscles. 

Chief Signs. Occurrence in childhood; pain rarely severe or absent, increased by 
local pressure, movements, and jarring; may be irritation of cervical nerve roots; 
rigidity in the early stages due to muscle spasm, later to ankylosis; resistance to move- 
ments of the head; may be chronic retropharnygeal abscess; tuberculin test; x-ray. 
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HEAD TURNED TO ONE SIDE 
(Head Tilted To One Side) 


Torticollis (Wryneck). For causes see page 310. 

Unilateral Dislocation of the Cervical Vertebrae. Characteristics. The head is bent 
toward the dislocated side and the face turned toward the uninjured side. 

Chief Signs. History of injury; resistance to opposed movement; pain on motion 
and tenderness on pressure; X-ray. 

Cerebellar Tumor. Characteristics. When standing or sitting, the head is generally 
tilted so that the occiput approximates the shoulder on the side of the lesion and the 
chin is deviated to the opposite side; but the converse position has been described. 

Chief Signs. See page 98. 

Cerebral Hemorrhage (Apoplexy). Characteristics. The eyes and head may be 
turned strongly toward the side of the lesion (conjugate deviation). 

Chief Signs. See page 96. 

Paralytic Strabismus (Squint). Characteristics. The head is turned toward the side 
of the-paralytic muscle and in the direction in which the paralyzed muscle would, if 
acting, move the eye. 

Chief Signs. Limitation of the movement of the eye on the side and in the direction 
of the paralyzed muscle; false projection of the visual image; diplopia; vertigo; 
nausea; uncertain gait improved by covering the paralyzed eye. 

For causes see page 93. 

Oculomotor Paralysis (Complete). Characteristics. The face is directed upward 
toward the sound side, and the head is inclined to the shoulder of the paralyzed side. 

Chief Signs. Immobility of the eyeball; deviation of the eye downward and out- 
ward; dilated and immobile pupil; paralysis of accommodation; crossed diplopia; 
slight exophthalmos. 

Otitis Media. Characteristics. The head is often tilted to the side of the diseased 
ear. 

Chief Signs. See Ear Disease, page 6. 

Occipital Neuralgia. Characteristics. Tilting of the head is often seen in this syn- 
drome. 

Chief Signs. See page 8. 


RETRACTION OF THE HEAD 


(See also Convulsions, page 769, Torticollis, page 310; and Opisthotonos, page 
858). 


Meningitis. Characteristics. Marked and sustained retraction of the head is a promi- 
nent sign in all forms of meningitis (meningococcal, suppurative, tuberculous, and 
aseptic). 

Chief Signs. See page 8. 

Subarachnoid Hemorrhage. Characteristics. Retraction of the head with nuchal 
rigidity is often seen as a result of the rupture of a congenital aneurysm or an atherom- 
atous vessel in the circle of Willis or one of its branches. 

Chief Signs. See page 8, 
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Meningismus (Meningism; Syndrome of Dupré). Characteristics. The head is re- 
tracted as in meningitis. 

Chief Signs. Occurrence during an acute specific fever, especially typhoid and 
pneumonia, sometimes in alcoholism and middle ear disease; spinal fluid examination 
(some increase in pressure with a slight increase in lymphocytes). 

Retropharyngeal Abscess. Characteristics. After an interval of about a week the 
head is drawn far backward to relieve the pressure on the larynx; the chin is forward 
and the mouth open. 

Chief Signs. Occurrence in infants (up to 2 or 4 years); fever; prostration; altered 
voice (nasal tone); dyspnea; unilaterally enlarged cervical nodes; deficient nursing; 
fluctuating tumor in the midline of the pharynx, visible or palpable. 

Tetanus. Characteristics. The head is retracted to a varying degree. Late in the 
disease, following a period in which the slightest irritation causes a spasm (opistho- 
tonos), the body may remain continuously in the position of opisthotonos with the 
head drawn far back. 

Chief Signs. History of a puncture wound (8 to 12 days previous); stiffness of the 
neck; locking of the jaws (trismus); risus sardonicus; fever; convulsions and stiffen- 
ing (opisthotonos, orthotonos) with rigidity between paroxysms; duration not over 
7 to 10 days; culture from the wound and inoculation of mice. 

Cerebellar Abscess. Characteristics. Retraction of the head with rigidity of the 
neck is present. 

Chief Signs. History of middle ear disease; headache (occipital); persistent vomit- 
ing; choked disk; drowsiness and apathy; slow pulse and respiration; fever and chills 
if acute; leukocytosis; vertigo; nystagmus to the side of the lesion; reeling gait; ataxia 
and paresis on the side of the lesion; decubitus (on the opposite side with the face 
turned to the side of the lesion). 

Less Common Causes. Cerebellar tumor (middle lobe or vermis); cerebellar hem- 
orrhage (middle lobe); paramyoclonus multiplex; thrombosis of the superior longi- 
tudinal sinus; epilepsy (during the tonic stage) ; severe dyspnea in children regardless 
of cause (bronchopneumonia, laryngeal obstruction, diphtheria); rabies; acute en- 
cephalitis; strychnine poisoning; Schilder’s disease (diffuse sclerosis); amaurotic 
family idiocy; poliomyelitis; tortion spasm; spasmodic torticollis; leptothrix sep- 
ticemia. 


ENLARGED VEINS OF THE HEAD 


Congenital Hydrocephalus (Chronic Primary Hydrocephalus). Characteristics. 
The veins are visible beneath the skin and may be enormously distended. 

Chief Signs. See page 13. 

Rickets (Rachitis). Characteristics. The veins of the scalp are often prominent. 

Chief Signs. See page 13. 

Congenital Syphilis. Characteristics. In infants the veins are very prominent over 
the forehead and scalp. 


Chief Signs. See page 13. . gud 
Less Common Causes. Mediastinal tumor; sinus thrombosis (superior longitudinal, 


lateral, cavernous); tuberculous meningitis; tumor of the neck; orbital aneurysm 
(unilateral) ; arteriovenous aneurysm (pulsating veins ). 
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BALDNESS OR THIN HAIR 


(Alopecia ) 
(See also Bald Patches on the Scalp, page 27.) 


Loss of hair may vary in extent from slight thinning to complete baldness. After 
fevers, notably typhoid and epidemic meningitis, other severe systemic diseases, 
childbirth, or surgery, rapid hair shedding (defluvium capillorum, alopecia symp- 
tomatica) is not infrequently observed, but it rarely progresses to baldness, and the 
hair usually grows out again unless there is a family tendency to baldness. Rarely 
thin hair and baldness are observed as a congenital condition. In men, general thin- 
ning of the hair often develops with advancing years (senile alopecia), usually pre- 
ceded by graying of the hair; or there may be a general thinning with complete 
baldness at the vertex. In some men baldness develops prematurely (idiopathic pre- 
mature alopecia), probably as an hereditary affection, with an endocrine factor as at 
least a partial incitant. It begins often at the vertex or at the temple and gradually 
extends backward in an elliptical shape, encroaching on the sides and middle of the 
scalp and accompanied by a general thinning. Alopecia liminaris (alopecia margin- 
alis) is a loss of hair along the edges of the scalp due to trauma from hats or metal 
curlers. Severe psychic shock and lightning stroke have been handed down as causes 
of falling out of the hair, but this is doubtful. 

Pityriasis Simplex Capitis (Dandruff; Alopecia Seborrhoeica). Characteristics. In 
persistent cases there is a loss of hair, moderate or considerable in extent. This is 
known as alopecia pityroides when occurring in women. In them the hair becomes 
more sparse, shorter, less abundant and luxuriant, and with open spaces interspersed. 

Chief Signs. Occurrence usually in adults; dry scales on the hair and scalp, easily 
brushed off; absence of inflammation. 

Secondary Syphilis. Characteristics. In the active stage of syphilis, several weeks 
or so following the initial lesion, there is usually a general thinning out of the hair, 
commonly limited to the scalp, but sometimes on other parts as well. This loss of 
hair often occurs in patches. The hair grows out again after treatment. 

Chief Signs. History of chancre (five or six weeks previous) ; rash (duration three 
to six weeks) ; condylomas; general enlargement of the lymph nodes; anemia; fever; 
headache; insomnia; positive serology. 

Cretinism (Infantile Myxedema). Characteristics. The hair is scanty, coarse, and 
dry. 

Chief Signs. See page 13. 

Myxedema. Characteristics. The hair is coarse, sparse, and dry. 

Chief Signs. See page 14. 

Chronic Arsenic Poisoning. Characteristics. The hair falls out. 

Chief Signs. History of prolonged use; headache; puffy eyelids; watering of the 
eyes; nausea, vomiting, and diarrhea; pigmentation of the skin (yellow to deep 
brown); keratosis of the soles and palms; herpes; eruptions of various kinds; brittle 
nails; may be peripheral neuritis or cirrhosis of the liver. 

Progeria. Characteristics. There is loss of hair as in old age. 

Chief Signs. Occurrence in children; incomplete development; premature decay; 
dry skin; attitude of old age; general decrepitude; arteriosclerosis; early death. 

Less Common Causes. Hypothyroidism; exophthalmic goiter; anemia; facial hemi- 
atrophy (on the wasted side); tuberculosis; gout; action of thallium acetate or tin; 


Bald Patches on the Scalp 27 


chronic internal hydrocephalus; Mongolian idiocy; tabes dorsalis; thallium poison- 
ing; radiodermatitis and x-ray depilation; toxicity to gold therapy; Hodgkin’s disease; 
monilethrix; trichorrhexis nodosa; pili torti; alopecia universalis; Sjogren’s syndrome; 
Werner’s syndrome (dyshormonal dermatosis ) ; moniliids; hypervitaminosis A; con- 
genital ectodermal defect; mycosis fungoides. 


BALD PATCHES ON THE SCALP 


Alopecia Areata. Characteristics. Circumscribed, round patches of baldness ap- 
pear suddenly or gradually upon the scalp, without any obvious lesion of the skin. At 
first there is no change in the appearance of the skin, but later it may become pale and 
atrophied. Occasionally the eyebrows and beard are involved. Later lanugolike hairs 
may reappear in the patch. They may repeatedly fall out, but hair may eventually 
return, though frequently depigmented. In ophiasis, a form of alopecia areata, bald- 
ness progresses in a serpentine manner. 

Tinea Capitis (Tinea Tonsurans; Ringworm). Characteristics. One or more 
rounded areas are present, varying in size from a fraction of an inch to a few inches 
in diameter, grayish in color, somewhat scaly, and covered by broken hairs and 
stumps. The loss of hair is temporary unless suppuration (tinea kerion) has occurred. 

Chief Signs. See page 28. 

Scars (Cicatrices). Characteristics. Hair is absent in the area of the scar. 

Rickets (Rachitis). Characteristics. The hair is frequently worn from the occiput 
owing to restlessness during sleep. 

Chief Signs. See page 13. 

Erysipelas. Characteristics. When the scalp is involved, the hair may fall out in the 
affected area, but the loss is seldom permanent. 

Chief Signs. See page 59. 

Folliculitis Decalvans. Characteristics. The lesions may be discrete or scattered 
and are usually located on the anterior portions of the scalp. There is a central, dime 
to silver-dollar-sized or larger, irregularly rounded, depressed, bald, cicatricial patch, 
white and often glistening, usually smooth, and the peripheral portion studded here 
and there with minute red follicular elevations, pustules, or crusted points. The 
baldness is usually permanent. 

Lupus Erythematosus. Characteristics. When the disease occurs upon the scalp, 
usually secondarily from the face, there are one to several variously sized patches in 
which the skin presents the appearance of a scar with permanent and generally com- 
plete loss of hair. 

Chief Signs. See page 61. 

X-ray Depilation. Characteristics. The hair falls out 20 to 30 days after exposure 
and begins to grow out again two and a half months after the exposure unless there is 
an actual radiodermatitis. The regular rounded shape of the bald area is characteristic. 

Chief Signs. History of x-ray exposure. 

Impetigo Contagiosa. Characteristics. The hair may fall out in the diseased area, 
but only after the lesions have healed. The patches are generally circumscribed in 
more or less well-defined islets. 

Chief Signs. History of impetigo (see page 29); scarlike fibrous condition of the 
scalp in the affected areas. 

Favus. Characteristics. The disease may gradually invade more or less of the en- 
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tire scalp. The hairs are involved early; they become brittle, lusterless, break off, 
some splitting up and many falling out. The spot is covered by scattered yellowish 
points, cup-shaped disks, or small confluent crusted lesions. At the border of the area, 
the disease is still active. The loss of hair is permanent. 

Chief Signs. See page 29. 

Less Common Causes. Chronic eczema (not permanent); psoriasis (not perma- 
nent); facial hemiatrophy; gummas; ichthyosis; keratosis; morphea; scleroderma; 
menopause (frontal and parietal irregular patches which grow out in one or two 
years) ; chronic tuberculosis (occipital and circumferential) ; trichotillomania; incon- 
tinentia pigmenti; lichen planus; milium congenitale; alopecia cicatrisata (pseudopel- 
ade of Bracq). 


SKIN AFFECTIONS OF THE SCALP 
(See also Swellings on the Head, page 18.) 


Pityriasis Simplex Capitis (Dandruff; Seborrhea Sicca). Characteristics. The hair 
and scalp are more or less covered with dry scales which can be easily brushed off; 
the skin is not inflamed. The hair is often dry. Alopecia is moderate. 

Chief Signs. See page 26. 

Alopecia Areata. See Bald Patches, page 27. 

Eczema. Characteristics. Two types of eczema are common upon the scalp, the 
vesicular eczema of children (milk crust), and the impetiginous or pustular eczema 
associated with pediculi. The former begins as an erythematous patch which burns 
and itches intensely; small vesicles soon develop, become confluent, rupture, and 
become covered by a mass of yellowish crusts or scales, beneath which the exudation 
continues. In the latter the discharge is purulent rather than serous. 

Chief Signs. Occurrence in infants and children; intense itching; chronicity. 

Tinea Capitis (Tinea Tonsurans; Ringworm). Characteristics. One or more 
rounded, scaly, elevated, grayish colored patches are present, through which project 
dry, brittle, lusterless, broken-off hairs. The patches spread peripherally, and several 
patches may coalesce, forming one large lesion. See page 27. 

Chief Signs. Occurrence in children; chronicity; history of contact; spontaneous 
termination at puberty; demonstration of the microsporum or trichophyton on broken 
hairs. 

Pediculosis Capitis. Characteristics. Itching of the scalp is usually the first sign, 
then a search discloses nits on the hairs and the parasites at the base of the hairs near 
the scalp. 

Chief Signs. May be pustules on the neck and enlarged lymph nodes. 

Seborrheic Dermatitis. Characteristics. The least severe phase on the scalp, pityria- 
sis sicca, is manifest by a fine, branny, slightly greasy, white or grayish scale beginning 
in small patches and rapidly involving the entire surface. A more oily type of dan- 
druff, pityriasis steatoides, is also encountered wherein there is erythema and an 
accumulation of thick crusts through which the hairs penetrate. Hair loss occurs (see 
Pityriasis Simplex Capitis, page 26). Other varieties of seborrheic dermatitis are 
more severe and characterized by greasy, scaling patches with exudation and thick 
crusting so that at times the entire scalp is covered with a greasy, dirty, offensive- 
smelling crust. 

Chief Signs. Occurrence between 15 and 50 years; moderate itching; desquama- 
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tion; scales and crusts; may extend to the forehead, ears, postauricular area, and 
neck. 

Impetigo Contagiosa. Characteristics. Disseminated or later confluent (in patches ), 
shallow excoriations are present which secrete a serous fluid and are covered by thin 
lamellated crusts and associated with very little inflammation. The crusts appear to 
be stuck on. 

Chief Signs. Occurrence commonly in children; frequent association with pediculo- 
sis; occurrence of typical lesions on the face; infectious tendency. 

Psoriasis. Characteristics. The lesions of psoriasis upon the scalp form serpiginous 
areas and often extend down upon the forehead for the fraction of an inch. The 
lesions are of dull pink or red color, sharply defined, somewhat elevated, are sur- 
rounded by healthy skin, and covered by abundant, dry, pearly, overlapping scales 
which are readily detached. The hairs pass through these areas without being affected. 
The skin beneath is dry and slightly excoriated. 

Chief Signs. Onset usually in young adulthood; absence of itching; chronicity with 
improvement in summer, exacerbation in winter. 

Dermatitis Papillaris Capillitii (Acne Keloid). Characteristics. The eruption ap- 
pears at the back of the neck and in the lower portion of the back of the scalp, some- 
times as a more or less linear band and sometimes as an irregularly shaped patch. 
The primary lesions are hard papules situated at the bases of the hairs, frequently 
with pustular folliculitis of slight extent. There is always considerable hair loss be- 
tween the papules. The papules vary from 44 to 14 inch in diameter, the largest 
being due to coalescence. They protrude considerably above the level of the skin as 
semiglobular swellings, and are firm and hard. Many of them contain small pustules 
and some may be surmounted by crusts. 

Chief Signs. Occurrence usually in Negroes; absence of subjective symptoms, but 
slight itching may be present. 

Favus. Characteristics. There is at first a superficial scaly macule. The follicles are 
soon invaded and characteristic yellow crusts appear, surrounding the bases of the 
hairs. These crusts are usually 3 to 4 mm. in diameter, with the concave side upper- 
most. At first they are discrete but later confluent and there is simply a heavy yellow 
crust upon the scalp. The hairs are lusterless and brittle, and break, split, or fall so 
that areas of baldness, which may be permanent, are caused. 

Chief Signs. Commencement usually under 15; history of contact with Italian or 
Russian immigrants; chronicity; demonstration of the fungus (Tricophyton schoen- 
leinii). 

Less Common Causes. Occipital alopecia of infants; nevi; congenital alopecia; 
atrichosis; hypertrichosis; monilithrix; ichthyosis; trichotillomania; postimpetiginous 
alopecia; postfuruncular alopecia; lupus erythematosus; lichen planus; postinfectious 
alopecia; syphilis of the scalp; alcoholic pruritus of the scalp; necrotic acne; cicatrices; 
molluscum contagiosum; warts; sebaceous cyst; epithelioma; cornu cutaneum; 
erysipelas; turban tumor (cylindroma of the scalp). 


SKIN AFFECTIONS OF THE EYEBROWS 


The eyebrows may be congenitally underdeveloped (atrichosis); in other cases 
they may be redundant and come together in the middle (hypertrichosis ). 
Seborrheic Dermatitis (Pityriasis Steatoides; Seborrhea Oleosa). Characteristics. 
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The eyebrows are covered with yellow greasy scales. It is usually accompanied with 
alopecia which may be permanent. It may also lead to eczema. 

Chief Signs. Usually association with a similar condition of the scalp; chronicity 
with exacerbations. 

Syphilitic Alopecia. Characteristics. The eyebrows appear ragged as though cut 
transversely at different points by a scissors. It is especially pronounced over the inner 
half of the eyebrows (as opposed to myxedema). 

Chief Signs. Other signs of secondary syphilis. 

Less Common Causes. Alopecia areata; sycosis; cyst; keratosis pilaris; leprosy; 
eczema (following pityriasis steatoides); myxedema (scanty eyebrows); Werner’s 
syndrome (scanty eyebrows, absence of eyelashes). 


Sil 
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(Asa Whole) 
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For jaundice, pigmentation, and cyanosis of the face, see under General Symptoms, 
pages 829, 898, and 776, respectively. 


PAIN IN THE FACE 


(See also various subdivisions of Face and Headache. ) 


Pain in the face is most often a result of some pathologic lesion involving the nasal, 
paranasal, ocular, or oral structures. Less frequently it is caused by disease or dis- 
turbance of the trigeminal nerve and its root. Trauma and inflammation are obvi- 
ously common causes of facial pain, in which case the etiologic and visible evidence 
make the diagnosis relatively easy. 

Dental Caries. Characteristics. With inflammation and destruction of the pulp 
there is a severe aching pain referred to a segmental area on the surface of the face, 
varying with the particular tooth implicated. After the pulp is dead, local suppuration 
may start a neuralgia which may not only spread along the nerve branch supplying 
the tooth socket, but may extend into neighboring branches and into the divisions of 
the trigeminal nerve. 

Chief Signs. Dental examination (visible carics, increased sensibility to mechan- 
ical, electric, and thermal stimuli). 

Maxillary Sinusitis (Antritis; Empyema of the Antrum of Highmore). Character- 
istics. At the beginning of an attack there is a sense of fullness and pressure beneath 
the orbit, and pain, sometimes agonizing in character, intermittent and neuralgic, in- 
volving the whole side of the face. The pain is constant in acute cases until the advent 
of free discharge from the sinus. In chronic cases the pain is less constant, except 
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during exacerbations. The teeth of the upper jaw may be painful, and the pain may 
radiate to the orbit, supra-orbital region, or toward the ear. 

Chief Signs. Heat, swelling, and redness over the antrum (acute cases ); discharge 
of pus from one nostril, periodic in character; painful mastication, the teeth feeling 
as if elongated and crowded out of their sockets; tenderness upon pressure or per- 
cussion over the antrum; transillumination and x-ray (opacity of the antrum) ; rhinos- 
copy (revealing the source of the pus). 

Trigeminal Neuralgia (Tic Douloureux ). Characteristics. There are paroxysms of 
acute pain in the distribution of one or more of the trigeminal nerves, usually on one 
side only. The pain is described as beginning in spots beneath the skin and radiating 
along the peripheral branches of the nerve. The intervals between the paroxysms vary 
from seconds to months, according to various factors, but they tend to become 
shorter and the paroxysms more severe and more extensive in their distribution. The 
pain may be agonizing, and begins and ends suddenly, with complete relief between 
attacks. See page 4. 

Chief Signs. Onset after 35 years of age; tender points at the exit of the nerve from 
the skull; hyperesthesia along the course of the nerve; excitability by peripheral 
stimuli; facial spasm; flushing; photophobia; lacrimation and salivation during a 
severe attack; may be unilateral furrowing of the tongue. 

Atypical Facial Neuralgias (Sphenopalatine Neuralgia; Lower-Half Headache; 
Sluder’s Headache; Vidian Neuralgia; Autonomic Faciocephalalgia; Syndrome Vaso- 
dilatation Hemicephalique). Characteristics. Although there is moderate variation 
as to location, timing, glandular, and muscle involvement in this group of neuralgias, 
they appear to have a common etiology and a number of common characteristics. 
These disorders tend to occur in a younger age group than the typical facial neu- 
ralgias. The pain is steady, aching, deep, and diffuse and does not strictly follow the 
distribution of the fifth or ninth cranial nerve but usually has an accompanying 
cervical radiation. The pain is unilateral and usually is below the level of the ear. 
The principal sites of pain are the eye, bridge of the nose, and postauricular area, 
with radiation to the neck, occiput, shoulder, and lower part of the jaw. There is 
an accompanying unilateral nasal obstruction and profuse nasal discharge. Trigger 
zones are not encountered. 

Chief Signs. Onset between 30 and 50 years; absence of excitability by peripheral 
stimuli; swelling of the nasal mucous membrane; continuous pain hours to days; 
lacrimation; facial erythema and edema; partial relief with vasoconstrictor agents. 

Histaminic Cephalalgia. Characteristics. See page 6. 

Herpes Zoster. Characteristics. The pain usually precedes the herpetic eruption by 
some days and is distributed along the course of a branch of the trigeminal nerve, 
usually the ophthalmic. The pain is severe, usually of a neuralgic character, and per- 
sists after the herpes has disappeared, often lasting for months or years. 

Chief Signs. Malaise; may be fever; vesicular eruption along the course of the 
branches of the ophthalmic nerve (clear vesicles on red bases, becoming cloudy, rup- 
turing, and forming crusts which, dropping off, leave scars). 

Less Common Causes. Erysipelas (sensation of burning, tension, or stiffness) ; 
cerebral tumor (at the base of the brain in the middle fossa); tumor of the cranial 
nerves; hemorrhage in the pons; sclerosis of the pons; tumor at the base of the skull 
in the region of the foramen ovale and rotundum; gummatous meningitis; gummatous 
periostitis; lesions of the tongue; tabes dorsalis (lightning pains) ; psychalgia (pseu- 
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doneuralgia); supra-orbital neuralgia; geniculate neuralgia; painful tic convulsive; 
glaucoma; iritis. 


PERMANENT PALLOR OR SALLOWNESS OF THE FACE 


Some individuals are normally paler than others, especially those who have in- 
sufficient sunlight. Sallowness is normal in brunettes and in natives of hot climates. 
Anemia due to any cause is accompanied by pallor, which affects not only the skin 
but also the conjunctivas and mucous membranes. In many of the diseases below, the 
pale skin is due to anemia; but pallor is not a synonym for anemia. In nearly all 
acute febrile diseases there is pallor, and the complexion is pale or sallow in most 
chronic intoxications, suppurative and wasting diseases. The presence of pallor does 
not aid greatly in the diagnosis but serves to give the general impression of serious 
illness. Throughout the cold season city dwellers, who spend most of their time in 
stuffy, overheated houses, may become paler than normal (so-called winter anemia). 

The yellowness of the sallow face is easily distinguished from the yellow tint of 
slight jaundice by the absence of color in the sclera and, of course, of bile pigment in 
the urine. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Morning pallor is 
often very noticeable in the incipient stage but is apt to be masked in the afternoon by 
flushing of the cheeks. In the second and third stages pallor may or may not be 
marked. 

Chief Signs. Insidious onset; loss of weight, strength, and appetite; persistent 
cough, worse in the morning; may be hemoptysis; night sweats; afternoon pyrexia; 
rapid pulse; crepitant rales at one apex brought out by coughing (incipient stage) 
with changes in the breath sounds and slightly impaired resonance; diminished ex- 
pansion; later, signs of consolidation or cavitation and involvement of the other 
lung; tubercle bacilli in the sputum; tuberculin reaction; x-ray. 

Arteriosclerosis. Characteristics. In some patients there is marked pallor, in others 
the complexion is florid. 

Chief Signs. See page 9. 

Aortic Regurgitation. Characteristics. Pallor is often a marked feature, the face 
especially presenting a pale grayish color. 

Chief Signs. See page 501. 

Mitral Stenosis. Characteristics. While there is malar flush and deep redness of 
the lips, the remainder of the face exhibits a yellowish pallor. 

Chief Signs. See page 472. 

Rheumatoid Arthritis (Arthritis Deformans; Chronic Infectious Arthritis). Char- 
acteristics. Pallor is usual and there may be irregular areas of yellow pigmentation. 

Chief Signs. See page 836. 

Acute Glomerulonephritis. Characteristics. A waxy pallor and puffiness of the 
face or ankles are usually the first symptoms noted. The blood count, however, may 
be normal. 

Chief Signs. Onset variable, acute or insidious; headache; puffiness of the eyelids, 
face, and ankles; nausea and vomiting; fever 102° to 103°; dry skin; furred tongue; 
scanty urine; may be increased blood pressure; urinalysis (dark or smoky, high 
specific gravity, large amount of albumin, blood cells, debris, and casts of all kinds) ; 
may be nephritic retinitis (ophthalmoscopy ). 
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Subacute and Chronic Glomerulonephritis. Characteristics. The patient becomes 
pale and there is a puffiness under the eyes, especially in the morning. 

Chief Signs. See page 51. 

Pyonephrosis. Characteristics. Pallor is present as one of the manifestations of 
suppuration, 

Chief Signs. Renal enlargement; fever; chills; sweating; pus in the urine unless 
complete obstruction; often a history of stone; retrograde pyelography; x-ray. 

Cretinism. Characteristics. Yellowish pallor is associated with bradycardia, general 
mental and physical retardation, constipation, and characteristic facies. See page 43. 

Chief Signs. See page 13. 

Menorrhagia and Metrorrhagia. Characteristics. Pallor is often present, the degree 
depending upon the amount of blood lost and the frequency of the hemorrhages. 

For causes see page 645. 

Cancer. Characteristics. Except in carcinoma of the stomach and ascending colon 
where early blood loss occurs, the complexion may show little change until the late 
stages when cachexia is said to exist. At this time there is developed a dirty yellowish, 
yellowish-brown, or brownish-green color associated with marked debility and emaci- 
ation. 

Chief Signs. Local evidence of tumor growth; symptoms dependent on the site; 
biopsy; X-ray. 

Duodenal Ulcer. Characteristics. Pallor may be extreme from anemia due to re- 
peated hemorrhages, slow oozing of blood, inadequate diet, or sudden acute blood 
loss. 

Chief Signs. Epigastric pain two hours after eating and often at night, eased by 
food and soda; may be tenderness; melena (occult blood or tarry stools); flatulence 
and heartburn; hyperacidity; tendency to long remissions; gastrointestinal x-ray 
study (deformity or niche of the duodenal cap, hypermotility ). 

Gastric Ulcer. Characteristics. Anemia of all degrees may occur dependent on the 
bleeding and the nature of the diet. In acute ulcer the patient appears pale, and in 
chronic ulcer flabby, more cachectic. Wasting is present but not extreme. 

Chief Signs. Epigastric pain after eating; dyspepsia; epigastric tenderness; vomit- 
ing at the height of pain with relief; hematemesis; hyperacidity; constipation; gastros- 
copy; gastrointestinal x-ray study (constant niche in the stomach wall). 

Congestive Heart Failure. Rapid dilatation of the right chambers of the heart 
removes a pre-existing cyanosis and gives rise to a striking pallor. Marked pallor 
with at times a cyanotic tinge is usually seen in cases of forward failure. 

Chief Signs. Dyspnea on exertion or constantly; dizziness; edema, beginning in 
the feet; cough; oliguria; large heart; basal pulmonary rales; may be various mur- 
murs and arrhythmias; greatly enlarged liver, which may pulsate; may be ascites and 
hydrothorax; x-ray; electrocardiography. 

Subacute Bacterial Endocarditis (Vegetative Endocarditis). Characteristics. Ane- 
mia, with pallor, is often marked, especially when the infection is severe. Later in 
the disease a brownish pigmentation may develop. 

Chief Signs. Often a history of acute rheumatism or previous endocarditis; varying 
symptomatology of septicemia; cardiac and embolic phenomena; markedly irregular 
or continuously high pyrexia; profuse sweats; rigors; progressive weakness; enlarged 
spleen; various rashes, often petechial; variable cardiac murmurs; rapid or irregular 
pulse; leukocytosis; blood culture. 
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Acute Fibrinous Pericarditis. Characteristics. In acute rheumatism, pericarditis 
is suggested by dyspnea, pallor, a pinched expression, and a feeble, rapid pulse. 

Chief Signs. Substernal pain (may be mild); feeble, rapid pulse; fever; dyspnea; 
pericardial friction rub (superficial, to-and-fro with the heartbeat, near the center 
of the heart or close to the sternum, varying from time to time). 

Septicopyemia. Characteristics. Great pallor of the skin is present which later may 
become bile-tinged. 

Chief Signs. Presence of a focus of infection; intermittent chills, fever, sweats; 
emaciation; manifestations of disturbance in various organs which may be attacked; 
splenic enlargement. 

Empyema (Purulent Pleurisy). Characteristics. If in a child there will be gradually 
developing pallor and weakness, with sweats and irregular fever. 

Chief Signs. Often history of preceding pneumonia; insidious onset; irregular 
pyrexia, malaise, sweating, chills; leukocytosis; physical signs of pleural effusion 
(bulging, flatness, absence of breath sounds, or tubular breathing in children); para- 
centesis, X-ray. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. In the great majority 
of cases the infant appears healthy at birth and continues so for a variable time. Then 
as local symptoms of syphilis develop the infant’s nutrition suffers, and it becomes 
extremely anemic. The skin develops a peculiar sallow color which has been well 
described as “‘café au lait.” 

Chief Signs. Aged appearance; snuffles in three to eight weeks; skin affections 
(roseola, desquamating palms, ulceration of the corners of the mouth called rhag- 
ades) appearing in 3 to 12 weeks; bone affections (epiphysitis); positive serology; 
at second dentition or at puberty, keratitis, iritis, choroiditis; thickening of the long 
bones, especially the tibia; Hutchinson’s teeth; prominent frontal bosses. 

Acquired Syphilis (Secondary Syphilis). Characteristics. In the primary stage the 
general condition of the patient is usually good. In the secondary stage, in many cases 
the syphilitic poison causes a pronounced anemia which gives to the face a muddy 
pallor and there may even be a light yellow tingeing of the conjunctivas or of the 
skin. This syphilitic cachexia may in some instances be extremely severe. 

Chief Signs. History of chancre (five to six weeks previous); rash (duration three 
to six weeks); sore throat; mucous patches; condylomas; general enlargement of 
the lymph nodes; anemia; fever; headache; insomnia; positive serology. 

Cirrhosis of the Liver (Portal). Characteristics. Late in the disease the patient 
has an unmistakable hepatic facies; the complexion is muddy and icteroid, and the 
face is thin, with eyes sunken, conjunctivas watery, and the nose and cheeks showing 
distended venules. 

Chief Signs. Occurrence in middle age; may be history of alcoholism; liver small 
or enlarged, surface hobnailed or smooth; dyspnea; hematemesis; slight or absent 
jaundice; ascites; hepatic facies; spleen usually palpable; venules along the costal 
margin; may be slight fever; later, toxic symptoms. 

Chronic Lead Poisoning (Plumbism; Saturnism). Characteristics. Pallor of an 
ashen gray hue is often present; a condition known as saturnine cachexia may occur. 

Chief Signs. Occupation; constipation; general lassitude; blue line on the gums; 
may be history of lead colic; may be wristdrop; basophilic degeneration and stippling 
of the red cells with anemia; arteriosclerosis; presence of lead in the urine and feces; 


may be encephalopathy. 
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Acute Alcoholic Coma. Characteristics. Pallor is often present associated with 
sweating, collapse, diminished reflexes, and stertorous breathing. 

Chief Signs. See page 38. 

Cachexia. Characteristics. Pallor or sallowness of the face is present regardless of 
etiology. 

Chief Signs. See page 754. 

Marasmus. Characteristics. The face has a grayish pallor. 

Chief Signs. Senile facies; sunken eyes and anterior fontanel; generalized wasting 
and dehydration; secondary to starvation, chronic infection, syphilis, tuberculosis. 

Erythroblastic Anemia (Cooley’s Anemia). Characteristics. Pallor with a yellowish 
tint to the skin is present. 

Chief Signs. Children of Mediterranean stock; protruding abdomen due to spleno- 
megaly; Mongoloid facies; hepatomegaly; physical retardation; hypochromic anemia 
with many nucleated red blood cells; characteristic x-ray findings in the bones. 

Scurvy (Scorbutus). Characteristics. Early symptoms are loss in weight, progres- 
sive weakness, marked pallor, and the skin becomes rough and dry. 

Chief Signs. Insidious onset; general weakness; anemia; swollen, bleeding gums; 
hemorrhages from the mucous membranes and into the skin; albuminuria; inquiry 
into dietetic deficiency (lack of fresh foodstuffs ) . 

Infantile Scurvy (Barlow’s Disease). Characteristics. Profound anemia is the most 
marked of the constitutional symptoms, and is proportional to the amount of limb 
involvement. A certain earthy-colored or sallow tint is developed, after which bruise- 
like ecchymoses may appear. 

Chief Signs. Occurrence in infants; use of proprietary foods or condensed milk; 
may be sudden appearance of severe symptoms; swelling and severe pain in the lower 
ends of the femurs, less often the upper ends of the tibia and upper extremities; may 
be swelling of the gums; occasionally orbital hemorrhage with proptosis; fractures 
at epiphyses; hematuria; fever. 

Pernicious Anemia (Addisonian Anemia). Characteristics. The combination of 
pallor with good nutrition is striking. The skin, instead of presenting the white, death- 
like appearance commonly seen in severe anemias, is usually of a peculiar lemon- 
yellow tint. In some instances there is actual jaundice. Very rarely areas of brownish 
pigmentation, suggestive of Addison’s disease, are present. 

Chief Signs. Insidious onset usually after the age of 45 years; great weakness; 
gastrointestinal disturbances; faintness; palpitation; dyspnea on exertion; edema of 
the feet; tingling and numbness of the feet or the hands; may be symptoms of poste- 
rior or posterolateral sclerosis (loss of deep sensibility, spasticity); blood examina- 
tion (low red cell count, color index | plus, deformity of erythrocytes, polychromato- 
philia, normoblasts, megaloblasts, volume index 1 plus, increased mean corpuscular 
volume and mean corpuscular hemoglobin). 

Idiopathic Hypochromic Anemia. Characteristics. Pallor is a constant feature. 

Chief Signs. Occurrence in women between 25 and 45 years old; easy fatigue; 
dyspnea; weakness; may be achlorhydria; may be splenomegaly; koilonychia (spoon 
nails ); menstrual disturbances; may be neurologic disorders; blood examination (low 
hemoglobin, low color index, microcytic erythrocytes). 

Ankylostomiasis (Hookworm Disease). Characteristics. Pallor is often marked, 
anemia with general lethargy being essential symptoms. 

Chief Signs. Occurrence in the Southern States; chronicity, anemia; emaciation; 
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weakness; anorexia; perversion of the appetite; epigastric pain; ground itch; eosino- 
philia; examination of the feces (revealing the ova, occult blood). 

Splenic Anemia. Characteristics. The anemia may cause only a slight pallor, or 
it may be as intense as that of progressive pernicious anemia. 

Chief Signs. Insidious onset; progressive course; enlargement of the spleen; anemia 
(decreased red cells and hemoglobin, leukopenia, relative lymphocytosis); may 
develop enlarged liver, ascites, and jaundice, recurring hematemesis (splenomegalic 
cirrhosis ). 

Chronic Myeloid Leukemia. Characteristics. A gradually developing pallor to- 
gether with other symptoms of anemia may be the first symptoms noted. As the 
disease progresses pallor becomes more marked. 

Chief Signs. Occurrence usually between 25 and 40 years; insidious onset; enlarge- 
ment of the abdomen (by the spleen); wasting; retinal hemorrhages; cough; attacks 
of diarrhea; periods of fever; deafness, often sudden; edema of the legs; may be 
palpable liver; may be various hemorrhages (especially from the nose and gums); 
blood cell examination ( greatly increased leukocytes, myelocytes, myeloblasts, and 
transitional white cells; increase of granulocytes, normoblasts, and megaloblasts). 

Addison’s Disease. See Pigmentation of the Skin, page 898. 

Chlorosis. Characteristics. The complexion is pale with a curious yellow-green 
tinge (green sickness) which combined with plumpness and puberty constitute the 
characteristic syndrome. This disease is now rare. 

Chief Signs. Easy fatigue; shortness of breath; giddiness and faintness; palpitation; 
disturbances of menstruation; constipation; headache; cold feet; emotional insta- 
bility; appetite variable and capricious; blood examination (hemoglobin markedly 
reduced, red cells about 4,000,000, color index minus 1, may be changes in erythro- 
cytes). 

Less Common Causes. Acute and subacute leukemias; purpura haemorrhagica; 
focal infections; tabes dorsalis; neurasthenia; aortic stenosis; amenorrhea; ovarian 
disease (agenesis); hyperlactation; atony of the stomach; colitis; duodenal erosion; 
amyloid disease; pulmonary thrombosis; bronchiectasis; arsenic poisoning; salicylism; 
mercurialism; brominism; sodium fluoride poisoning; phosphorated hydrogen poison- 
ing; typhoid fever; trichinosis; plague; relapsing fever; dysentery; Bilharzia; cholera; 
abscess of the liver; mediastinitis; Hodgkin’s disease; status lymphaticus; tabes mes- 
enterica; chloroma; Gaucher’s anemia; myxedema; epilepsy; pernicious malarial 
fever; hydatid disease; facial hemiatrophy; periarteritis nodosa; aplastic anemia, 
pseudoleukemia infantum, intestinal helminthiasis; benign gastric tumor; lipoid 
nephrosis; multiple myeloma; chronic gastritis; constipation. 


SUDDEN OR TRANSIENT PALLOR OF THE FACE 


Sudden pallor accompanies sudden fright, excessive use of tobacco, and poisoning 
by depressant drugs. Gastric irritation due to overindulgence or rapid eating may 
also cause sudden pallor and is accompanied by vertigo, nausea, and epigastric dis- 
tress. Severe pain such as colic is often accompanied by pallor. 

Syncope (Fainting). Characteristics. There is a more or less profound state of un- 
consciousness, accompanied by pallor of the face and lips, marked weakening of the 
pulse, cold sweat, and cold extremities. 

For causes see page 929. 
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Shock and Collapse. Characteristics. The usual symptoms are pallor; cold sweat; 
pinched face; dilated and feebly reacting pupils; weak and usually accelerated pulse; 
shallow, irregular breathing; mental apathy; subnormal temperature; impaired sen- 
sation of the skin; retention of urine; and restlessness. 

For causes see page 869. 

Autonomic Storm. Characteristics. Pallor is a common sign associated with acute 
substernal pain, bradycardia, visible sweating, and frequent sighing. 

Chief Signs. Bradycardia; normal blood pressure; point tenderness, left submam- 
mary area; neurosis; occurrence usually after some physical or emotional stress or 
strain. 

Acute Hemorrhage. Characteristics. The pallor increases with the loss of blood. 

Chief Signs. Presence of hemorrhage, internal or external; great restlessness, 
anxiety, and foreboding; air hunger; thirst; large, rapid, easily compressible pulse; 
loss of vision. 

Chills or Rigors. Characteristics. Pallor develops suddenly during a chill, accom- 
panied by a marked tremor of the whole body. 

For causes see page 755. 

Bronchial Asthma (Spasmodic Asthma). Characteristics. During a paroxysm 
there is pallor, which, however, may be masked by the duskiness of the cyanosis. 
The countenance is anxious. 

Chief Signs. Onset commonly under 10 years, persisting to old age; recurring parox- 
ysms: sudden onset, frequently nocturnal; slow, violent respiratory movements with 
all accessory muscles; short inspiration with long, wheezy expiration; cold sweat; 
small pulse; hyperresonance; numerous rales and noises; cough at the end with ex- 
pectoration of viscid sputum containing Curschmann’s spirals, eosinophils, and 
Charcot-Leyden crystals; eosinophilia; interval: may be bronchitis and emphysema; 
may be associated hay fever. 

Minor Epilepsy (Petit Mal). Characteristics. The expression becomes fixed, the 
pupils dilate, and the face is pale. 

Chief Signs. Recurring attacks of transient unconsciousness without convulsions; 
micturition during the attack; may be automatic actions, especially undressing; dura- 
tion a few seconds. 

Less Common Causes. Trance; tuberculous meningitis; Meniere’s disease; hyper- 
insulinism. 


FLUSHED FACE 


(See also Sudden or Transient Flushing of the Face, page 40.) 


A flushed face is common in many fevers and especially in children. In pneumonia 
the redness may be confined to, or more marked in, the cheek on the diseased side. 
In these cases the presence of fever readily explains the flushing. Some individuals 
are normally possessed with a more florid countenance than others. This is particu- 
larly true of those of a robust, plethoric build. 

Acute Alcoholism. Characteristics. The face is flushed, sometimes slightly cya- 
nosed, in the early stage, although in coma there may be pallor. 

Chief Signs. History of overindulgence; dilated pupils; mental disturbance; mus- 
cular incoordination and ataxic gait; deep respiration; full pulse; later narcosis; 
alcoholic odor of the breath. 
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Chronic Alcoholism, Characteristics. The face is congested, causing a dusky red- 
ness with dilated venules; the nose is often large and red, and the conjunctivas watery 
and often icteroid. 

Chief Signs. History of prolonged abuse; mental changes (deficiency of concentra- 
tion, memory, and judgment; irritability or brutality; carelessness of clothes) ; tongue 
furred; breath heavy; headache; nausea; morning anorexia; constipation; husky voice; 
tremor of the hands and tongue; may be multiple neuritis; cirrhosis of the liver. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. A hectic flush is 
common in the afternoon even in patients who have a very slight rise in temperature. 
The flush is usually confined to the side affected, or if both lungs are involved, will 
be most marked on the side having the most marked disease. 

Chief Signs. See page 33. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The face is injected, some- 
times cyanotic, but may be of an ashen gray hue. 

Chief Signs. See page 96. 

Mitral Stenosis. Characteristics. An appearance of ruddy health is often present, 
due to the congestion of the fine capillaries over the cheek bones. 

Chief Signs. See page 472. 

Sunburn. Characteristics. Redness of the face associated with local burning and 
heat follows hours of exposure to sun or wind. 

Chief Signs. History of exposure; dry, erythematous skin; blister formation; facial 
edema; sometimes herpes simplex; solar urticaria, eventual desquamation. 

Sunstroke (Insolation; Thermic Fever). Characteristics. The face is flushed and 
the skin hot and dry. 

Chief Signs. See page 11. 

Carbon Monoxide Poisoning (Coal Gas Poisoning). Characteristics. Coma due to 
poisoning by carbon monoxide is sometimes obvious from the patient’s bright cherry- 
red color. 

Chief Signs. Generally direct evidence of the mode of poisoning such as the fact 
that the patient is found in a room with the gas turned on or has been subjected to 
fumes of slow combustion (stove, brazier, limekiln). 

Unilateral Paralysis of the Cervical Sympathetic. Characteristics. Homolateral 
hyperemia of the skin of the face and head is present. 

Chief Signs. Myosis of the homolateral pupil; retained pupillary reflexes; narrow- 
ing of the palpebral fissures; enophthalmos; usually presence of some intrathoracic 
or cervical cause of pressure, or injury of the neck. 

Polycythemia Rubra Vera (Erythremia; Vaquez’s Disease; Osler’s Disease). 
Characteristics. The superficial blood vessels, capillaries, and veins look full so that 
the skin is always congested, in warm weather a brick-red or plum color, in cold 
weather cyanosed. The engorgement of the face may be extreme, extending to the 
conjunctivas. 

Chief Signs. Headache; giddiness; cyanosis in cold weather; vasomotor instability; 
enlarged spleen; increase in total blood volume; red cells 7 to 12 million per cu. 
mm.; hemoglobin, 130 to 160 per cent; low color index; albuminuria; high blood 
pressure; may be hemorrhages from the mucous membranes or under the skin; may 
be ascites. 

Less Common Causes. Belladonna poisoning; cerebral concussion; dyspepsia; 
pleurisy; acute pneumonia (affected side); uterine myomas; hyoscyamus poisoning; 
migraine (unilateral) ; myxedema (may be red splotches on the cheeks); chlorosis 
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rubra; cirrhosis of the liver; hysteria; arteriosclerosis (in plethoric individuals) ; 
Mongolian idiocy (florid mottled complexion); aneurysm of the ascending aorta (be- 
tween the pericardium and the innominate artery); acne rosacea; Cushing’s syn- 
drome; recovery stages of general anesthesia. 


SUDDEN OR TRANSIENT FLUSHING OF THE FACE 
(See also Flushed Face, page 38.) 


Blushing which arises invariably from emotion (shyness, shame, modesty) is a 
form of flushing often seen and easily recognized. Flushing partakes of the same 
nature as palpitation of the heart and occurs in many of the same conditions. The 
subjective sensation accompanying the flushing varies and is sometimes painful. It is 
usually a feeling of heat and is followed by a cold stage and various other subjective 
phenomena. It may occur in the course of pregnancy and lactation and with men- 
struation. Indigestion, feeble circulation, and general debility are nonspecific condi- 
tions in which it is not uncommon. 

Menopause (The Climacteric; Change of Life). Characteristics. Paroxysms of 
flushing of the face and head with a sensation of heat occur (hot flashes). These may 
occur infrequently or many times a day. 

Chief Signs. Age 45 to 50; menstrual irregularity or amenorrhea; palpitation; 
weakness; perspiration; anemia; mental depression; emotional instability; insomnia. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. An erythematous flush- 
ing is common, accompanied by other vasomotor phenomena, such as forcible throb- 
bing of the arteries, flushes of heat, and profuse perspiration. 

Chief Signs. See page 41. 

Neurosis. Characteristics. Flushing is prominent in some cases, associated with 
rapid, vigorous heart action, pounding in the ears or temples, and disturbances in 
sweat-gland secretion. 

Chief Signs. See page 558. 

Less Common Causes. Tuberculous meningitis; constipation; amenorrhea; chloro- 
sis; dysmenorrhea; typhoid fever; trifacial neuralgia; nitroglycerin and amyl nitrite 
effect; epilepsy (aura); paroxysmal hypertension (pheochromocytoma); carcinoid 
syndrome. 


CHARACTERISTIC OR PECULIAR FACIES 
(See also Abnormal Size and Shape of the Head, page 13.) 


In many diseases a study of the physiognomy will often give a clue to the diagnosis. 

Dyspnea. Characteristics. The mouth is open, the lips and tongue are dry, the 
nostrils dilate with each inspiration, and the face presents a bluish pallor of cyanosis. 
The expression is anxious. 

For causes see page 428. 

Typhoid Status. Characteristics. At the height of the fever the expression is dull 
and apathetic, the cheeks are flushed, the eyes are bright, the tongue is dry, the teeth 
are covered with brownish sordes, and the lips are tremulous. 

For causes see page 942. 
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Impending Death. Characteristics. The hippocratic facies is present: “A sharp 
nose, hollow eyes, collapsed temples, the ears cold, contracted, and their lobes turned 
out; the skin about the forehead being rough, distended, and parched; the color of 
the whole face being brown, black, livid, or lead-colored.” 

Adenoids. Characteristics. The expression is stupid or even idiotic, the nostrils 
are pinched, the mouth large and open, the lips thick and dry, and the eyelids droop- 
ing. 

Chief Signs. Audible breathing during the day, snoring at night; toneless voice; 
impaired hearing; susceptibility to colds; backward development; deformed thorax; 
examination with the finger or nasopharyngoscope. 

Acute Glomerulonephritis. Characteristics. A pale, puffy face with baglike swell- 
ings beneath the eyes is seen. 

Chief Signs. See page 51. 

Chronic Glomerulonephritis. Characteristics. The face is expressionless, puffy, 
and putty-colored. 

Chief Signs. See page 51. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. In the late stages (after 
10 or 12 years of age), the facies is distinctive. There is an overhanging forehead, 
often with frontal bosses, a depressed nasal bridge (saddle nose), striated scars 
radiating from the lips (rhagades), Hutchinson’s teeth, often corneal opacities, and 
a muddy complexion. The face may be wizened and old looking. 

Chief Signs. History of a syphilitic mother; saber shins; deafness; painless, sym- 
metrical, effusive arthritis, usually of the knees; may be palpable liver and spleen; 
may be mental deficiency; may be physical infantilism; may be dactylitis; positive 
serology. 

Lobar Pneumonia. Characteristics. The face is flushed, with a deeper tint on one 
cheek, and the alae of the nose dilate with each inspiration; the breathing is hurried 
and often accompanied by an expiratory grunt; herpes is usually present on the lips 
or nose; the eyes are bright, the pupils often unequal; the expression is anxious. 

Chief Signs. Abrupt onset with chill and fever; pain in the chest; short, dry painful 
cough; increased respirations; later, blood-tinged, tenacious sputum; pulse-respira- 
tion ratio disturbed; physical examination revealing lobar consolidation; leuko- 
cytosis; X-ray examination. 

Acute General Peritonitis. Characteristics. The expression is one of extreme anx- 
iety. The teeth are uncovered by the raising of the upper lip, and the countenance 
suggestive of extreme pain and disquiet. 

Chief Signs. Rigor; intense abdominal pain; habitus (the patient lies on his back 
with the thighs drawn up and the shoulders elevated) ; superficial respiration; abdom- 
inal tenderness and rigidity; tympanites; pulse rapid, small, hard; fever; vomiting; 
leukocytosis. 

Exophthalmic Goiter. Characteristics. The expression is one of wide-eyed staring. 
The eyeballs protrude, retraction of the lids causing exposure of the sclera above 
and below the cornea. The patient winks less frequently than in health, and there 
may be a marked tremor of the lids. The picture is one of excitation. 

Chief Signs. Onset subacute; occurrence usually in females (5 to 1); enlargement 
of the thyroid; tachycardia and circulatory disturbances; exophthalmos; tremors; 
nervousness; heat intolerance; sweating; myasthenia; wasting; may be toxic crises; in- 
creased basal metabolic rate; increased protein-bound iodine; increased radioactive 


iodine uptake. 
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Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In advanced cases 
the facies is unmistakable. The wide-open, appealing eyes with white sclerotics, the 
emaciated face, the general pallor with red spots over the malar bones, the dilating 
alae and panting respiration give the impression of a fugitive. 

Chief Signs. See page 33. 

Cirrhosis of the Liver (Portal). Characteristics. Late in the disease the facies is 
unmistakable. The patient is thin, the eyes are sunken, the conjunctivas watery, the 
nose and cheeks show distended venules, and the complexion is muddy or icteroid. 

Chief Signs. See page 35. 

Tetanus. Characteristics. The characteristic facies is the so-called risus sardonicus. 

Chief Signs. See page 46. 

Leprosy. Characteristics. The face may be distorted and leonine in appearance 
due to thickened ridges of skin. The expression is somber. 

Chief Signs. Nodules; anesthetic areas; ulcerations; histologic examination. 

Neurosis. Characteristics. The expression is habitually one of worry and anxiety. 

Chief Signs. Easy fatigability; headache; backache; insomnia; anxiety. 

Hysteria. Characteristics. A silly and vacuous but very amiable smile may greet 
the physician’s introduction to the patient or accompany the answer to every question 
asked. On the other hand, a peculiarly intense frowning may appear in response to 
every remark involving the patient’s symptoms, the face clearing and smoothing 
when the subject is changed to one of outside interest. In the coma of hysteria the 
face is immovable but with its natural coloring and a quivering resistance of the 
upper eyelid on any attempt to raise it. 

Chief Signs. Occurrence in females; morbid motor, sensory, and psychic phenom- 
ena, such as paralysis without wasting of the muscles; characteristic convulsive 
seizures; anesthesia or hyperesthesia; special sense palsies; suggestibility and emo- 
tionalism. 

Idiocy; Imbecility. Characteristics. The facies is dull, expressionless, unintelligent, 
birdlike. 

Chief Signs. Receding forehead and chin; small stature; absent or defective mental 
or special sense development (idiocy, mental development of 3 years; imbecility, 7 
years ). 

Schizophrenia (Dementia Praecox). Characteristics. The facies in the catatonic 
type is expressionless, the eyes closed, the whole picture being one of deep abstrac- 
tion. In the hebephrenic type there is a silly and meaningless grin associated with lip 
movements. 

Chief Signs. Withdrawal from reality; seclusiveness; delusions and hallucinations; 
negativism; odd grimaces, contortions, mannerisms, and stereotyped movements; 
emotional or intellectual deterioration. 

Dementia Senilis. Characteristics. The face is wrinkled and inelastic with a vacant 
expression. 

Chief Signs. Advanced age; gradual loss of memory, especially for recent events; 
periodic excitement; confusion; mental and emotional deterioration; physical deteri- 
oration. 

Manic-Depressive Psychosis. Characteristics. The facies during the manic stage 
has an aggressive animated expression with heightened color, while in depression it 
is often apprehensive. 

Chief Signs. Alternating periods of emotional depression and exaltation; psycho- 
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motor activity, flight of ideas, and distractibility during the manic stage; depression 
during the depressive stage. 

General Paresis. Characteristics. The facies has a peculiar stability, and in speak- 
ing there are marked tremors of the lips and facial muscles. 

Chief Signs. History of syphilis; change of character; mental exaltation; tremors; 
Argyll Robertson pupils; speech defects; altered reflexes; convulsive seizures; ex- 
amination of the cerebrospinal fluid (increased globulin, increased lymphocytes, 
paretic curve in the colloidal gold reaction, positive serology). 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The face 
is stiff as if starched, and the appearance is masklike. The eyelids are retracted and 
the eyeballs restless. 

Chief Signs. Middle age; general rigidity; progressive weakness; characteristic 
“pil-rolling” tremor of hands; nodding head; festinating or propulsive gait. 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. The face is 
masklike as in paralysis agitans. 

Chief Signs. History of encephalitis lethargica; occurrence in young adults; general 
rigidity; increased reflexes; bent attitude; slowness of action; may be tremor. 

Cretinism. Characteristics. The head as compared to the body is relatively large. 
The face is broad, the lips and eyelids thick, the nose broad and flat, and the ears 
large and coarse. The mouth is usually open and expressionless, the tongue more or 
less constantly protruded, and the chin poorly developed. 

Chief Signs. Characteristics not noticeable until the sixth or seventh month; prog- 
nathic face; large tongue; short body; flat chest; pot belly; scanty hair; lack of sexual 
development; slow metabolism; mental defects; delayed dentition; thyroid gland 
absent or enlarged; low protein-bound iodine. 

Myxedema. Characteristics. The features are coarse and broad, the lips thick, the 
nostrils broad and thick, and the mouth enlarged. Over the cheeks there is a reddish 
patch. The face is moon-shaped and expressionless; the hair of the head and eye- 
brows is scanty, coarse, and dry. 

Chief Signs. Firm inelastic swelling of the skin which does not pit on pressure; 
slowness of thought and movement; intolerance to cold; muscle fatigue; dry hair; 
pallor; characteristic tendon reflexes; low basal metabolic rate; low protein-bound 
iodine. 

Acromegaly. Characteristics. The brow 1idges are prominent and arched; the 
mastoid, zygomatic, malar, and nasal processes are hypertrophied, and the lower 
jaw is greatly enlarged. The forehead is wrinkled and receding, the tongue large, 
fissured, and indented, and the lower teeth project and are set wide apart. 

Chief Signs. Gradual enlargement of the bones of the face, hands, and feet, with 
thickening of the soft tissues; bitemporal hemianopsia; may be optic atrophy with 
increasing blindness; polyuria; glycosuria; x-ray of the sella turcica. 

Hydrocephalus (Congenital Hydrocephalus). Characteristics. The diagnosis is 
made by inspection. The head is large and spherical and the face comparatively 
small. The eyeballs protrude slightly and are rotated downward, leaving some of the 
sclera visible above. 

Chief Signs. History of gradual enlargement two or three months after birth; 
somnolence; lethargy; sharp cries (the hydrocephalic cry); headache; spasticities; 
contracted, sluggish pupils; impaired hearing; visible scalp veins; difficulty in raising 
the eyelids; less marked symptoms if the enlargement is gradual. 

Mongolian Idiocy. Characteristics. The head is brachycephalic; the palpebral 
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fissures slant obliquely inward and downward toward the broad, flat nose; the ears 
are large and pitcher-shaped; the lips are fissured and open, allowing the large, 
flabby, fissured tongue to protrude; the forehead is downy, the hair of the head scanty, 
wiry, and mouse-colored; and the complexion is florid and mottled. 

Chief Signs. Characteristics noticeable from birth; palpebral fissures oblique, up- 
ward and outward; strabismus; mottled complexion; tongue large and coarsely papil- 
lated, frequently protruded and drawn back; thyroid gland palpable; deferred closure 
of the fontanels; retarded puberty; delayed dentition; large hands and feet with in- 
curving little finger; mentality of 4 years. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. In many cases there is a 
slight drooping of the upper eyelids with some wrinkling of the forehead, giving the 
face a sad expression. The contracted pupils, if present, give the eyes a steel-like 
look. 

Chief Signs. History of syphilis (6 to 15 years previous) ; lightning pains; absence 
of the knee jerks; Argyll Robertson pupils; Romberg’s sign; later ataxic gait; sensory 
changes; trophic lesions; hypotonia; visceral crises; difficulty in micturition; optic 
atrophy; ocular palsies; positive serology; spinal fluid examination (positive serol- 
ogy, increased globulin, lymphocytosis, colloidal gold reaction with tabetic curve). 

Facial Paralysis (Bell’s Palsy). Characteristics. See page 48. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
The facial expression is vacant or blank, but may be broken in upon by smiles and 
laughter aroused by trivial circumstances. 

Chief Signs. Onset between 15 and 30 years; marked remissions in symptoms; 
spastic paraplegia; increased deep reflexes with Babinski’s sign; absent abdominal 
reflexes; transient amblyopia or diplopia; disturbance of the sphincters; numbness 
and tingling; emotionalism; intention tremor; nystagmus; scanning speech; optic 
atrophy and pallor of the temporal half of the disks (ophthalmoscopy ). 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. The facies has 
a vacant expression, and the mouth looks large, with drooping lips and drooling of 
saliva. 

Chief Signs. Gradual onset; difficulty in mastication and deglutition; indistinct 
articulation; inability to protrude the tongue into the cheeks; inability to pout the 
lips as in blowing and whistling; regurgitation of food into the nostrils. 

Pseudobulbar Paralysis. Characteristics. The facies has an immobile, stupid ex- 
pression, with the mouth continuously open. 

Chief Signs. History of hemiplegia, first on one side, then on the other; disturb- 
ances of phonation and deglutition; paralysis of the muscles of the cheeks, lips, 
tongue, palate, and mastication, with atrophy; apoplectiform seizures; optic neuritis; 
spasmodic attacks of laughing or crying; mental defectiveness. 

Amyotrophic Lateral Sclerosis. Characteristics. Bulbar paralysis not uncommonly 
occurs in the late stages, giving the facies described for that affection. 

Chief Signs. Occurrence in adults (25 to 40 years old) ; insidious onset; wasting and 
weakness in the upper limbs beginning in the small muscles of the hands; spasticity of 
the lower limbs and weakness without wasting; exaggerated deep reflexes (jaw jerk, 
ankle clonus, Babinski) ; diminished electric excitability. 

Myasthenia Gravis. Characteristics. There are two types of facies, one in which the 
patient can hardly keep the eyes open and whose chin tends to drop exhausted to the 
chest, and the other in which there is a characteristic smile which might be described 
as a unilateral sneer. 
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Chief Signs. Normal muscular movement followed on repetition by rapid weaken- 
ing and paresis; bilateral ptosis; strabismus and diplopia; may be coarse nystagmoid 
movements; mouth open; dribbling; weak mastication; may be nasal speech and re- 
gurgitation; may be dyspnea; myasthenic muscular reaction (quick loss of faradic 
stimulation ) ; tendency to remissions. 

Facioscapulohumeral Muscular Atrophy (Landouzy-Dejerine Type). Character- 
istics. The muscles of the face are wasted, the lips thickened and weakened. The lips 
cannot be firmly closed so that the large mouth and wasted face give a peculiar ex- 
pression to the face known as the tapir mouth. The patient smiles with straight lips, 
causing the transverse smile (rire en travers). 

Chief Signs. Often hereditary; onset in infancy, with weakness and wasting of the 
muscles of the face; inability to close the eyes, to blow, or to whistle; later involve- 
ment of the muscles of the shoulders and upper arm, possibly the trunk, thighs, and 
pelvis. 

Osteitis Deformans (Paget’s Disease). Characteristics. When the cranium is en- 
larged the face and chin appear comparatively small; the face is triangular with the 
base upward. The head is held forward with the chin raised. 

Chief Signs. Onset in middle life; bending and bulging of the long bones forward 
with loss in height; gradual stooping with round shoulders; chest sunken toward the 
pelvis; abdomen pendulous; slow awkward gait; may be pain; x-ray (fuzzy outline 
and thickening of the skull; changes in other bones, especially the long bones and the 
pelvis). 

Scleroderma. Characteristics. When the face is involved there is an absolute lack 
of expression, the features appearing to be ironed out. 

Chief Signs. Thickening (diffuse or circumscribed) of the skin, which is bound 
down to the underlying tissues; when involving the limbs, stiffness suggesting rheuma- 
tism; increase or decrease of pigment; surface dry and smooth. 

Progressive Lenticular Degeneration (Wilson’s Disease ). Characteristics. A char- 
acteristic facies develops late. The appearance is one of fixed emotion, any effort at 
conversation producing the expression of exaggerated mirth, which takes a long time 
to wear off. 

Chief Signs. Onset in youth; tremors; muscular weakness; spasmodic contractions; 
spasticity; contractures; emotional and mental changes; difficulty in articulation and 
swallowing; cirrhosis of the liver; progressive course with emaciation. 

Leontiasis Ossea. Characteristics. The face has a lionlike appearance. 

Chief Signs. Diffuse hypertrophy of the bones of the skull; hyperostosis; neuralgic 
symptoms from pressure. 

Progeria. Characteristics. The face is that of a wizened old man with the head bald 
or covered sparsely with gray hair. The ear lobule is absent and the nasal cartilages 
conspicuous. 

Chief Signs. Occurrence in children; incomplete development; premature decay; 
dry skin; attitude of old age; general decrepitude; arteriosclerosis; early death. 

Less Common Causes. Mikulicz’s disease (broadened cheeks with external 
ptosis); uncompensated mitral disease (anxious expression, puffy cyanotic com- 
plexion); ovarian disease (painful, pinched expression); syringomyelia (when bul- 
bar paralysis develops); acute poliomyelitis (with bulbar paralysis); progressive 
muscular atrophy (with bulbar paralysis); chloroma (froglike); chorea; gargoylism; 
achondroplasia (large head, flat nose, prognathism) ; pituitary infantilism; Cushing’s 
syndrome (moon face); female virilism (familial, menopausal, androgen therapy, 
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adrenal, ovarian, or pituitary tumor); celiac infantilism (infantile facies ); manganese 
poisoning (masklike face) ; rickets. 


RISUS SARDONICUS 
(The Sardonic Grin) 


This fixed, unhappy smile is a result of facial muscle spasm. The eyelids are raised 
and the corners of the mouth drawn outward as a result of tonic muscle spasm. 

Tetanus (Lockjaw). Characteristics. The typical risus sardonicus occurs in this 
disease. 

Chief Signs. History of a puncture wound (8 to 12 days previous); stiffness of the 
neck; locking of the jaws (trismus ) ; may be retraction of the head; fever; convulsions 
and stiffening (opisthotonos, orthotonos) with rigidity between the paroxysms; dura- 
tion not over 7 to 10 days; culture from the wound and the inoculation of mice. 

Strychnine Poisoning. Characteristics. The grin is much like that of tetanus. 

Chief Signs. History of overdose or the taking of rat paste; jaw and neck not spe- 
cially affected; tonic convulsions producing opisthotonos, induced by the slightest 
stimulus, with complete relaxation between spasms; temperature normal; quick 
death or rapid subsidence of the symptoms; examination of gastric contents. 

Acute General Peritonitis. Characteristics. Sometimes the hippocratic facies seen 
in this condition may be mistaken for the risus sardonicus. 

Chief Signs. See page 513. 

Catalepsy. Characteristics. Should the facies be that of smiling, then the smile is a 
fixed one. 

Chief Signs. Chronicity; maintenance for hours at a stretch of some attitude that 
would rapidly fatigue an ordinary person; history and associated mental symptoms of 
melancholia or dementia. 

Acute Tetany. Characteristics. In severe cases facial spasm may produce rigidity 
and stiffness of the face with the corners of the mouth drawn downward. 

Chief Signs. Carpopedal and laryngeal spasm; positive Erb’s, Chvostek’s, and 
Trousseau’s signs; presence of an etiologic factor (hypoparathyroidism, hypocal- 
cemia from any cause, alkalosis from any cause). 

Less Common Causes. Abdominal carcinoma; inflammation of the diaphragm; 
facioscapulohumeral muscular paralysis (transverse smile); contraction of scars; 
scleroderma; spasms of the facial nerves; ulcerative enteritis; progressive lenticular 
degeneration; malingering; hysteria; caffeine poisoning. 


FACIAL SPASM, TWITCHING, GRIMACING 


During general convulsions, convulsive twitchings of the face may occur (for 
causes of convulsions, see page 769). Blepharospasm is a tonic persistent closure of 
the eye (for causes of blepharospasm, see page 75). 

Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. The face is con- 
tinuously being twisted into grimaces. Twitching movements of one or more muscles 
may also be observed, and it is not uncommon for ticlike movements to develop out 
of an attack of chorea and persist for some time. They are confined sometimes chiefly 
to the face. 
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Chief Signs. Occurrence between 5 and 15 years (females 70 per cent); may be 
history of or association with acute rheumatic arthritis, acute endocarditis, tonsillitis; 
irregular, involuntary, purposeless, spasmodic movements of the hands, face, legs, 
the whole body or half the body, ceasing during sleep; jerky speech; may be fever; 
may be aphasia; dullness and irritability; may be cardiac involvement; may be sub- 
cutaneous nodules; duration rarely over two months; relapses and recurrences com- 
mon. 

Habit Spasm (Tic; Habit Chorea). Characteristics. Facial tics are seen in blinking 
of the eyelids or brows, smiling, grimacing, mimicry, winking, tonic closure of the 
eyelids, and smacking movements of the lips. Tics of the jaws are observed in teeth 
grinding, abnormal movements of the lower jaw, biting the lips, and trismus. 

Chief Signs. Occurrence at any age after S years, most commonly beginning in 
youth; evidence of exaggerated nervousness; unstable personality; may be neuro- 
pathic heredity or eccentricity; may be history of mimicry or brain fag; history of 
gradual development; chronicity. 

Cryptogenic Facial Spasm. Characteristics. This type of facial spasm begins in- 
sidiously and tends to be intractable. 

Chief Signs. Occurrence in middle life or later; predominance in females; absence 
of any etiologic factor. 

Reflex Spasm. Characteristics. A reflex spasm, unlike a tic, begins locally, perhaps 
in a single muscle, and spreads to adjacent muscles. When the exciting stimulus is 
unilateral, the reflex spasm is unilateral also, but not invariably so. During a parox- 
ysm the face, usually on one side, is thrown into strong tonic contraction, the eye is 
closed and the mouth drawn up. Sometimes a reflex spasm may persist as a habit 
spasm long after the original cause has passed away. 

Chief Signs. Existence of a source of peripheral irritation in the distribution of the 
fifth or eighth nerve (conjunctival irritation, tic douloureux, otitis, decayed or non- 
erupted teeth, nasal polyp). 

Epilepsy. Characteristics. Twitching of the facial muscles may precede an attack. 
During the clonic stage of the attack twitching commences and involves the face, 
body, and limbs, mainly on one side. 

Chief Signs. Onset before 20 years of age (75 per cent), commonly in infancy, 
puberty, and second dentition; may be aura (sensory, visceral, sensorial, psychic) ; 
loss of consciousness, suddenly with a cry; convulsions first tonic with rigidity, head 
retraction, or rotation; second, clonic progressing to violent convulsions with biting 
of the tongue and frothing (duration one to two minutes); coma with gradual return 
to consciousness, then sleep of variable duration; complete amnesia for the attack. 

Exophthalmic Goiter. Characteristics. A clonic spasm of the levator palpebrae 
superioris resulting in successive liftings of the upper eyelids (Abadie’s sign) is an 
occasional symptom. 

Chief Signs. See page 41. 

Trigeminal Neuralgia (Tic Douloureux). Characteristics. During a paroxysm of 
pain the face on the side of the pain is thrown into strong contractions, the eye is 
closed, the mouth is drawn up on the affected side, and the patient often presses his 
hand desperately over the site of the pain. This is not a tic but a reflex spasm (see 
above). 


Chief Signs. See page 32. nef 
Uremia. Characteristics. During the unconscious period of uremia, twitchings, par- 


ticularly of the face and hands, may occur. 


48 The Face 


Chief Signs. History of renal disease; mental dullness and apathy; severe head- 
ache and giddiness; may be anasarca; paroxysmal dyspnea; vomiting; oliguria or 
polyuria; albuminuria; cylindruria; hematuria; high blood urea (blood chemistry) ; 
retinal exudates and hemorrhages (ophthalmoscopy ). 

Facial Paralysis. Characteristics. Facial hemispasm may follow an attack of ordi- 
nary facial palsy; less commonly it may precede its onset. Postparalytic facial spasm 
is usually combined with contracture and may be a fibrillary spasm; a clonic, rhythmic, 
intermittent spasm; or a tonic variety consisting of a series of associated movements, 
as when opening the mouth the eye shuts. 

For causes see below. 

Chronic Progressive Chorea (Huntington’s Chorea). Characteristics. Grimaces of 
the face, accompanied by gesticulations, are common. The movements commence 
in the face and hands. 

Chief Signs. Onset between 30 and 40; hereditary tendency; gradual onset; move- 
ments as in chorea but slower and with marked incoordination, in the early stage 
controlled by the will, later severe and universal; speech difficult owing to tongue 
spasm; lurching gait; progressive tendency toward dementia with depression and 
delusions of persecution. 

Dementia Praecox (Hebephrenic Type). Characteristics. A silly and meaningless 
grimace or grin, associated with movements of the lips, is a symptom often seen. 

Chief Signs. See page 785. 

Less Common Causes. Hysteria; pontine lesions near the seventh nerve (vascular, 
meningitic, neoplastic) ; lesions along the course of the seventh nerve (disease of the 
petrous bone, middle ear, carotid gland; trauma; inflammatory lesions at the stylo- 
mastoid foramen); lesions of the fifth or eighth nerve reflexly (conjunctival or 
corneal irritation, otitis, decayed or nonerupted teeth, nasal polyps), see Reflex 
Spasm above; Friedreich’s ataxia; Gilles de la Tourette’s disease (spasmodic tic with 
echolalia); chronic torsion spasm; malingering; hereditary cerebellar ataxia; hydro- 
cephalus; encephalitis (median facial spasm); psychosis. 


FACIAL PARALYSIS 


Facial paralysis is almost always unilateral, very rarely bilateral. It is due to many 
causes and presents special characteristics dependent on the portion of the seventh 
cranial nerve affected. The characteristics, however, of facial paralysis are more or less 
constant in all forms. The affected side of the face has a smooth, expressionless appear- 
ance, due to obliteration of the natural wrinkles; the mouth is drawn to the sound 
side; there is inability to pucker the lips, as in whistling, and the labials are poorly 
enunciated. If the paralysis is of peripheral origin, the eye cannot be completely closed 
and the forehead cannot be wrinkled, while the tongue, though actually unaffected, 
is apparently deviated when protruded, due to the pulling of the mouth to the sound 
side. If ‘the paralysis is of central origin the power of closing the eye and wrinkling 
the forehead is largely retained, and the tongue actually deviates toward the sound 
side. To detect these facts the patient is requested to close the eyes tightly and to raise 
the upper lip so as to expose the teeth, or to attempt to whistle. The various sites at 
which the nerve may be affected are supranuclear, nuclear, and infranuclear, and in 
the latter either in the pons, at the base of the brain, within the temporal bone, or in 
the peripheral distribution. If the lesion is supranuclear (cortex, corona radiata, in- 
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ternal capsule, upper portion of the pons), hemiplegia is usually present, the upper 
branch is unaffected (the frontalis, orbicularis oculi, and corrugator escaping), and 
thus the paralysis is of the lower portion of the face, wrinkling of the forehead and 
closure of the eye being well preserved. Such lesions may be of neoplastic, vascular, 
inflammatory, or degenerative origin. Nuclear and infranuclear intrapontine lesions 
result in complete homolateral facial paralysis, although the eyelid may be raised by 
the levator palpebrae superioris because of its oculomotor innervation. Such lesions 
are rare but may result from polioencephalitis, progressive muscular atrophy, con- 
genital bilateral absence of the facial nuclei, syringobulbia, disseminated sclerosis, 
pontine tumor, or vascular lesions. Usually the lesion in this area affects adjacent 
structures so that the resultant clinical picture depends on the other nuclei and tracts 
involved. Extracerebral and intracranial lesions of the seventh nerve are often caused 
by cerebellopontile angle tumors, with the eighth nerve being the most common site 
of origin of such tumors. In such cases causing facial paralysis there are almost al- 
ways symptoms and signs of eighth nerve involvement. Other etiologic factors at this 
neurologic level include syphilis and surgical section of the posterior root of the 
trigeminal nerve by the temporal route. Lesions within the temporal bone may be 
produced by inflammation or suppuration involving the middle or internal ear or 
mastoid, or they may be a sequel to trauma from surgery. Facial paralysis not infre- 
quently follows a basal skull fracture and is often seen in geniculate ganglion herpes. 
Extracranial lesions producing facial paralysis include involvement of the nerve by 
tumor, trauma as in facial palsy in the newborn, and facial paralysis of unknown 
etiology (Bell’s palsy). 

Bell’s Palsy (Rheumatic Facial Paralysis). Characteristics. The paralysis is of the 
peripheral type (lower motor neuron type). The eye cannot be closed, and in attempt- 
ing closure the eyeball turns upward and outward. The forehead cannot be wrinkled. 
In showing the teeth the mouth is drawn over to the unaffected side. In smiling the af- 
fected side is unresponsive. Whistling is impossible. 

Chief Signs. Sudden onset; isolated seventh nerve involvement; absence of ear 
disease; recovery usual and may be complete. 

Trauma. Characteristics. Facial paralysis of the peripheral type may follow in- 
juries or blows close to the stylomastoid foramen, operations on tumors, forceps at 
birth, and occasional operations. Tumors involving the seventh nerve anywhere 
along its extracranial course may result in paralysis. The palsy is as described for the 
Bell type except that after mastoid operations it may be similar to that of otitis media 
(see below). 

Chief Signs. May be permanent with resulting contracture. 

Otitis Media (with Temporal Caries). Characteristics. F acial paralysis may occur 
due to involvement of the nerve in the aqueduct of Fallopius. There may be in addi- 
tion to the features described under Bell’s palsy, loss of taste in the anterior two 
thirds of the tongue, hyperacusis, and deficiency in salivary secretion on the same 
side. 

Chief Signs. Chronic foul-smelling, bloody and purulent aural discharge; any 
degree of deafness; tinnitus; may be pain, may be vertigo; otoscopy (revealing the 
pus coming from the perforated drumhead) ; probing (revealing the necrosis of the 
ossicles and tympanic walls ). 

Cerebral Syphilis. Characteristics. Facial paralysis is not as common as palsies of 
the second, third, and sixth nerves. It is usually accompanied by deafness, due to 
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associated involvement of the eighth nerve. Other cranial nerve paralyses also usually 
coexist. The facial palsy is of the peripheral type. 

Chief Signs. See page 10. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The hemiplegia of apoplexy 
is usually accompanied by partial facial paralysis on the same side. The frontalis, 
orbicularis oculi, and corrugator are unaffected. The paralysis is of the upper motor 
neuron type, and the tongue and palate are also affected. If conjugate deviation is 
present the head and eyes are turned toward the side of the lesion except in the early 
spasm. Vascular lesions of the brainstem more commonly than tumors give rise to a 
variety of described syndromes (see Cerebral Tumor below). The face may recover 
rapidly. 

Chief Signs. See page 339. 

Cerebral Thrombosis (Softening). Characteristics. As in apoplexy. 

Chief Signs. See page 339. 

Cerebral Embolism. Characteristics. As in apoplexy. 

Chief Signs. See page 339. 

Cerebral Tumor. Characteristics. The presence of facial paralysis depends natu- 
rally upon the situation of the tumor. If it is located in the lower third of the motor 
area there is facial paralysis of the supranuclear type on the side opposite the lesion; 
the frontalis, orbicularis oculi, and the corrugator escape and the tongue actually 
deviates toward the sound side. If it is in the pons, there is usually crossed paralysis 
(facial paralysis on the side of the tumor, conjugate deviation to the opposite side, 
and hemiplegia of the limbs on the opposite side) ; or there may also be nuclear palsy 
of the sixth nerve on the same side as the facial paralysis (Millard-Gubler syn- 
drome). When the lesion is in the brainstem there may be conjugate deviation of the 
eyes away from the lesion, and the contralateral hemiplegia may involve the lower 
half of the face with the entire face on the side of the lesion being paralyzed (pontine 
syndrome of Foville). Involvement of the medial lemniscus may produce contra- 
lateral hemiparesis including the lower face with homolateral paralysis of the third 
nerve (anterior peduncular syndrome of Weber). Homolateral third nerve palsy 
associated with contralateral tremor is seen in the posterior peduncular syndrome of 
Benedikt. In cerebellopontine tumors there is usually slight facial paralysis on the 
side of the tumor, associated with deafness and tinnitus. The seventh nerve may also 
be involved by extension in tumors arising from the base of the middle fossa of the 
skull, associated with deafness and ocular nerve palsies. 

Chief Signs. See page 4. 

Tuberculous Meningitis (Basal Meningitis). Characteristics. Of the cranial nerves 
the third and seventh are most commonly involved. Taste is usually not affected. 
Weber’s syndrome may occur, viz., third nerve palsy on one side and hemiplegia of 
the face, arm, and leg on the opposite. 

Chief Signs. See page 10. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Facial paralysis 
of the lower motor neuron type may occur, but usually in association with oculomotor 
nerve palsy, the latter being more common. 

Chief Signs. See page 11. 

Facioscapulohumeral Muscular Paralysis (Landouzy-Dejerine Type). Character- 
istics. There is bilateral facial paralysis, the facial muscles being earliest affected. The 
eyes cannot be closed, blowing and whistling are impossible, the lips are everted, and 
the patient smiles with straight lips (the transverse smile or rire en travers). The 
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electric reactions diminish in general with the wasting, but there is no reaction of 
degeneration. 

Chief Signs. See page 45. 

Less Common Causes. Tumor of the parotid gland; tumor of the face; cervical 
adenopathy; acute poliomyelitis; diphtheria; tetanus; hysteria; tabes dorsalis; multiple 
neuritis; multiple sclerosis; acute ascending paralysis; infantile hemiplegia; gumma of 
the brain; cerebrospinal meningitis; bulbar paralysis; fracture of the skull; facial 
muscle involvement in myasthenia gravis; muscular dystrophy and facial hemiatro- 
phy; uveoparotid fever; lymphatic leukemia; Paget’s disease of the bones; diabetes 
mellitus; tetanus; clonic facial spasm; Melkersson’s syndrome. 


FLAPPING OF THE CHEEKS DURING BREATHING 


In most forms of coma the cheeks are lax and puff outward with each respiration 
(for causes of coma, see page 758). The same thing is seen in toothless elderly per- 
sons during sleep. 

Apoplexy (Cerebral Hemorrhage). Characteristics. During the stage of coma the 
cheeks are blown out with each respiration, accompanied by sputtering of the lips. 

Chief Signs. See page 339. 

Facial Paralysis. Characteristics. The cheek of the affected side may flap with res- 
piration when the patient is asleep, emphasizing the flabbiness of the paralyzed 
muscles. 

For causes see page 48. 


GENERAL SWELLING OF THE FACE 


(See also Thickened Features, page 53.) 


Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. Puffiness 
of the eyes and face and of the ankles is present at the onset. Later as anasarca de- 
velops, the whole body, including the face, is markedly edematous, and the tissues pit 
on pressure. 

Chief Signs. Onset rapid or insidious; headache; nausea and vomiting; fever; com- 
plexion pasty; skin dry; tongue furred; urine scanty; anemia; general edema; may be 
increased blood pressure; urinalysis (deep or smoky colored, specific gravity 1.025 
to 1.035, large amount of albumin, blood cells, casts of all kinds, much debris) ; may 
be retinitis (ophthalmoscopy ). 

Subacute and Chronic Glomerulonephritis (Chronic Bright’s Disease). Charac- 
teristics. Edema may be marked and obstinate, and is earliest in the face and feet. 
The eyelids are puffy, especially in the morning. The edema may be general; the 
tissues pit on pressure. 

Chief Signs. Nausea and vomiting; increased arterial tension with accentuation of 
the second aortic sound; diminution in the output of urine when edema is present; 
albuminuria, cylindruria, hematuria; nephritic retinitis (ophthalmoscopy ); lowered 
kidney function (phenolsulfonphthalein or urea clearance); high blood urea (blood 
chemistry ) ; anemia. 

Lipoid Nephrosis. Characteristics. The edema is general, involving the face. It 
may persist for months or even years. 
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Chief Signs. General edema; blood pressure not increased; absence of anemia; ab- 
sence of nitrogen retention; urinalysis (marked albumin, casts). 

Trichinosis. Characteristics. Edema is an important sign. There is early transient 
edema of the face and eyelids about the eighth day. In the fourth or fifth week the 
edema is often extreme, involving the face, limbs, and entire body, though the genitals 
may escape. 

Chief Signs. History of eating pork and of others affected; onset with abdominal 
pain, vomiting, and often diarrhea; fever of remittent or intermittent type (seventh to 
fourteenth day); muscles swollen, hard, and tender; cough and dyspnea; aphonia; 
emaciation, anemia; eosinophilia and leukocytosis; duration two to eight weeks; 
examination of suspected food for larvae of trichina; examination of feces for the 
parasites; biopsy. 

Measles (Morbilli; Rubeola). Characteristics. The face is much swollen, especially 
about the eyes when the full eruption has developed, and the features are sometimes 
scarcely recognizable. 

Chief Signs. See page 205. 

Smallpox (Variola). Characteristics. The skin of the face is markedly swollen, 
sufficient to close the eyes when the lesions are confluent. 

Chief Signs. See page 879. 

Sunburn. Characteristics. The face may be swollen, red, painful, and hot. 

Chief Signs. History of exposure to the sun; fever. 

Eczema. Characteristics. The skin of the face is often much swollen. 

Chief Signs. See page 28. 

Acute Alcoholism. Characteristics. Puffiness of the face is noted when the dis- 
sipator awakes after his spree. 

Chief Signs. See page 38. 

Whooping Cough (Pertussis). Characteristics. The face is often bloated from the 
constant congestion and is most marked about the eyes. 

Chief Signs. See page 388. 

Mediastinal Tumor. Characteristics. The face, upper part of the thorax, and the 
arms may occasionally become swollen, edematous, and cyanosed as a result of pres- 
sure on the superior vena cava. 

Chief Signs. Insidious onset; dyspnea, often severe, and with paroxysms; cough, 
often severe and with paroxysms (may be brassy); may be chest pain radiating to 
the arms; cyanosis; dysphagia; weakness or hoarseness of the voice; sitting posture 
with the head thrown back; immobility or bulging of the affected side; distended 
veins of the chest, neck, and arms, often unilateral; diminished tactile fremitus, 
breath sounds, and vocal resonance, with dullness over the mediastinum; may be 
sternal pulsation, not expansile; may be pleural effusion; x-ray (showing an abnormal 
pulsating but not expansile mass in the mediastinum). 

Aneurysm of the Arch of the Aorta. Characteristics. If compression occurs sud- 
denly, it gives rise to varying degrees of edema of the head, face, neck, and arms, and 
cyanosis of the face. When the compression is exerted gradually, as it usually is, the 
collateral veins assume the burden and obliterate these symptoms. 

Chief Signs. May be history of syphilis; pain (mild to anginoid); brassy cough, 
often paroxysmal; hoarseness or aphonia; may be slight hemoptysis; dyspnea, often 
paroxysmal; may be dysphagia; palpable or visible pulsation (expansile ) ; inequality 
of the pupils; inequality of the pulses; tracheal tugging; dilated veins; increased area 
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of dullness; diastolic shock and sound over the sac; systolic thrill and murmur over 
the sac; x-ray (expansile tumor). 

Less Common Causes. Hodgkin’s disease; pericarditis with effusion; Ludwig’s 
angina; subcutaneous emphysema; exophthalmic goiter; pneumothorax; dengue; 
chronic drug intoxication; trypanosomiasis; scurvy; serum sickness; tuberculosis of 
the bronchial glands; chlorosis; cerebral thrombosis; tumor of the heart; nutritional 
edema; beriberi; equine encephalomyelitis; angioneurotic edema; crying bouts; con- 
tact dermatitis; erysipelas; anthrax; hypercortinism; superior vena caval syndrome 
(mediastinal lymphoma or lymphadenitis, chronic mediastinitis, metastases invading 
the vein, thrombosis from adjacent infection, hemorrhage into the mediastinum, 
hemorrhage into the thymus, rupture of an aortic aneurysm into the superior vena 
cava; and mediastinal tumor and aneurysm of the arch of the aorta—see above) ; 
chronic lymphedema, solid; dermatomyositis; Melkersson’s syndrome (persistent 
swelling of the face, recurrent facial paralysis, and lingua plicata); carcinoid syn- 
drome. 


THICKENED FEATURES 


(The skin of the face is thickened and does not pit on pressure. ) 


Myxedema. Characteristics. The skin is swollen, firm, and inelastic, not pitting on 
pressure. The surface is dry and rough. 

Chief Signs. Increase in body bulk; features coarse and broad, lips thick, nostrils 
broad and thick, mouth enlarged, expression dull, hair scanty and coarse; slowness of 
thought and movement; low basal metabolic rate; low protein-bound iodine. 

Cretinism. Characteristics. The face is broad and puffy and the eyelids swollen, 
the effect being one of edema which, however, does not pit on pressure. 

Chief Signs. Characteristic facies (see page 43); dry skin; delayed dentition; short 
body, flat chest, pot belly; scanty hair; lack of sexual development; slow metabolism; 
mental defectiveness; improvement with thyroid therapy. 

Acromegaly. Characteristics. Besides the changes in the bony structure of the 
face, the skin and soft tissues become thickened, especially the nose, eyelids, tongue, 
and ears. 

Chief Signs. Tall stature; enlarged feet and hands; face elongated and enlarged, 
especially the lower jaw, brows, malar bones, and zygoma; thick, dry, loose, wrinkled 
skin; heavy growth of hair; enlargement of the tongue with difficulty of speech; cere- 
bral symptoms (headache, dullness, optic neuritis); bitemporal hemianopsia; x-ray 
of skull (enlarged sella turcica, enlarged frontal sinus, irregular thickness of the 
calvaria, enlarged external occipital protuberances ) : 

Leprosy (Nodular or Tubercular). Characteristics. In the first stage there are 
attacks of fever with swelling and patchy erythema of the face, several attacks occur- 
ring yearly for one or two years. In the second stage the patches swell and become in- 
filtrated and hyperesthetic. The tubercles begin in the patches as papules which 
multiply and grow, coalesce, and form the typical flat masses of leprotic tissues which 
become anesthetic. When fully developed, the natural lines of the face are obliterated 
and replaced by creases between masses of growth. 

Chief Signs. Occurrence or history of residence in the tropics; chronicity; febrile 
attacks with malaise; development of nodular masses which become anesthetic, on 
the face (especially on the lobes of the ears), then forearm, limbs, thighs, buttocks; 
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involvement of the mucous membranes early (especially nasal) ; nasal discharge; loss 
of facial hair; hoarse voice; tongue infiltrated and ulcerated; conjunctivitis and 
keratitis; ulceration of the masses; exacerbations; presence of bacilli in the nasal 
secretion; biopsy; may be positive serology. 

Scleroderma. Characteristics. The face and upper body may be affected or at times 
the whole body. A brawny induration of the skin gradually develops, the surface be- 
coming glossy, dry, and smooth. 

Chief Signs. Premonitory pruritus; pain in the muscles and articulations; the tissues 
become thickened, hard, and appear edematous; skin cold, whitish or bronzed, and 
apparently glued to the skeleton; fingers and toes thin, stiff or hooked; variable pig- 
mentation; cyanosis of the hands or legs. 

Sclerema Neonatorum. Characteristics. The skin is indurated, especially in regions 
where adipose tissue is abundant. 

Chief Signs. Occurrence in feeble infants, usually in the first few days; subnormal 
temperature; fatal termination. 


INEQUALITY IN THE TWO SIDES OF THE FACE 


Facial Paralysis. Characteristics. In long-standing cases facial asymmetry is pres- 
ent. The affected side, however, is often mistaken for the sound side due to the fact 
that postparalytic contracture emphasizes the folds and lines on the affected side. An 
attempt to close the eye, however, is imperfectly carried out, and the angle of the 
mouth is strongly retracted at the same time. On asking the patient to show his teeth, 
he can only do so with an effort, and but slowly, while the eye is almost closed on 
the same side. The reaction of degeneration is present. 

For causes see page 48. 

Progressive Facial Hemiatrophy. Characteristics. The face presents an appearance 
as though it were composed of two lateral halves of different individuals, with the 
vertical line of junction sharply defined; and the hair of the smaller side is thin, white, 
or absent, the eye sunken and the skin altered in texture. 

Chief Signs. Insidious onset in childhood (commonly females); slow progress, 
beginning as a local wasting and gradually extending; unilateral atrophy of the skin, 
fat, subcutaneous tissues, and bones; may be falling out of the teeth on the affected 
side; may be hemiatrophy of the tongue; no effect on the facial muscles; no sensory 
or electric changes. 

Congenital Torticollis. Characteristics. The face on the affected side may not de- 
velop as rapidly as on the sound side. 

Chief Signs. Deformity present from birth; head turned toward the sound side with 
the chin uptilted; compensatory lateral curve of the cervical spine with the concavity 
toward the affected side. 

Less Common Causes. Congenital asymmetry; facial hemihypertrophy; infantile 
paralysis (long-standing); infantile hemiplegia; paralysis of the Cig sympa- 
thetic; acquired torticollis (long-standing). 


LOCAL SWELLINGS OF THE FACE 


(See also Swellings on the Head, page 18; Swellings of the Nose, page 167; Swell- 
ings of the Jaw, page 250; and Skin Affections of the Face, page 58.) 
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Trauma. Characteristics. Any blow or injury to the tissues of the face may cause 
local swelling and often ecchymosis. 

Abscess and Furuncle. Characteristics. In furuncle a small red papule forms, 
which increases in size, becomes more painful, and forms a conical elevation, deep 
red in color and very tender. It may subside, but as a rule the swelling increases, the 
color becomes more dusky, and a pustule forms which ruptures, exposing a core or 
slough. In abscess the inflamed area is larger than in furuncle or boil, the swelling is 
greater, edema is more marked, and there is more or less widespread heat, redness, 
and throbbing pain. As the abscess matures, signs of fluctuation become manifest, 
pointing occurs, and spontaneous evacuation of pus follows. 

Alveolar Abscess (Dental Abscess; Gum Boil). Characteristics. The starting point 
of a dental abscess is a carious spot about the fang of a tooth, and the swelling at first 
is in the gum. But as the suppurative process extends, the side of the face over the 
affected area often becomes visibly swollen. The swelling of the face may be the first 
manifestation. 

Chief Signs. Signs of local inflammation about the affected tooth; throbbing or even 
distracting pain at first; tenderness on percussion of the affected tooth and on pres- 
sure over the swollen gum; x-ray. 

Insect Bites and Stings. Characteristics. The stings of bees, wasps, hornets, and 
yellowjackets cause considerable swelling and pain, the bites of flies, fleas, gnats, and 
bedbugs less so. Ticks produce considerable local irritation (cellulitis). Spiders, 
tarantulas, and scorpions may cause great swelling and even constitutional symptoms. 
Usually there will be a history of exposure to guide the diagnosis. 

Milium. Characteristics. It is usually observed about the face, and consists of a 
collection of small, round, pearly elevations, especially under the eyes, which vary 
in size from a pinhead to a millet seed. The contents cannot be squeezed out until an 
opening is made, thus differing from comedo. 

Maxillary Antritis. Characteristics. In acute empyema of the antrum, close ob- 
servation will occasionally demonstrate swelling over the upper jaw of the affected 
side with some heat and tenderness. 

Chief Signs. Pain in the teeth or upper jaw, radiating over the side of the head, 
tenderness elicited by pressure over the canine fossa and exit of the infra-orbital 
nerve; feeling of elongation of the teeth with tenderness on tapping with a tongue 
depressor; painful mastication; may be lacrimation and photophobia; periodic dis- 
charge of pus from the nostril after the acute stage; transillumination, revealing 
opacity; rhinoscopy with catheterization of the sinus; x-ray. 

Erysipelas. Characteristics. There is a bright red, shiny swelling usually begin- 
ning in the neighborhood of the nose, which spreads upward and laterally. It is 
swollen and tense, and frequently ends in a sharply defined ridge. The surface of the 
inflamed patch is at first smooth and glazed but later is covered with minute vesicles 
or blebs. There is burning and tingling and the parts may become so edematous that 
the features are scarcely recognizable. 

Chief Signs. May or may not be history of a wound; rigor; fever; swollen lymph 
nodes; gradual subsidence beginning in 4 or 5 days, with eventual desquamation in 
10 to 14 days. ; Paes 

Mumps (Epidemic Parotitis). Characteristics. The child complains of pain just 
below the ear on one side, where a slight swelling is noticed, which increases gradu- 
ally, and within 48 hours there is great enlargement of the neck and the swelling ex- 
tends into the side of the cheek. The swelling passes forward in front of the ear, the 
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lobe of which is lifted, and back beneath the sternomastoid muscle. The other side 
usually becomes affected in a day or two. The enlarged gland is, as a rule, firm and 
somewhat elastic. 

Chief Signs. Pain under the ear, increased by opening the mouth, swallowing, and 
taking acids; fever; swelling of the parotid gland; stiffness of the jaws; diminished 
saliva; epidemicity. 

Uveoparotid Fever. Characteristics. There is painless enlargement of the parotid 
glands and uveal tract inflammation. 

Chief Signs. Slight fever; swelling of the lacrimal glands; facial paralysis; deafness 
and tinnitus; xerostomia; glossodynia; general lymphadenopathy and splenomegaly. 

Inflammation of the Salivary Glands. Characteristics. One gland, usually a pa- 
rotid, becomes swollen, tense, and tender. 

Chief Signs. Fever; toxemia; pain in the ear; difficulty in swallowing; eventual ab- 
scess formation; accompanying acute infectious diseases, injury, disease or operations 
upon the abdominal or genitourinary viscera; obstruction of the salivary ducts, facial 
paralysis, and xerostomia. 

Comedo (Blackhead). Characteristics. Small, blackish, sunken or slightly raised 
masses occur in the skin of the face at the orifices of the sebaceous glands. 

Chief Signs. Expression on pressure of a lump or wormlike mass of sebaceous 
material. 

Mole. Characteristics. There is a circumscribed elevation (hypertrophy of the 
skin), usually pigmented, and covered with hair. The surface may be papillary or 
infiltrated with fat. It may undergo malignant degeneration. Moles are usually con- 
genital, especially the pigmented variety, though hairless, white moles may be ac- 
quired. 

Urticaria (Hives). Characteristics. There is a sudden appearance of firm, rounded, 
pinkish or whitish elevations, surrounded by red areolae (wheals), which last a few 
hours and are succeeded by new ones in other places. Itching is intense. 

Chief Signs. See page 894. 

Simple Nevus (Hemangioma Telangiectaticum; Port Wine Mark; Birthmark). 
Characteristics. These are slightly elevated, bright or dusky-red tumors, usually lo- 
cated in the face or neck, and are commonly congenital. 

Sebaceous Cyst (Wen). Characteristics. There is a rounded swelling, usually firm 
but elastic, freely movable on the deeper tissues unless inflamed, and invariably 
attached to the skin at one point. They are much less common on the face than upon 
the scalp. 

Chief Signs. See page 18. 

Papilloma (Wart; Verruca). Characteristics. The only wart commonly observed 
upon the face is verruca filiformis, which is a threadlike overgrowth derived from the 
cutaneous papillae. 

Squamous-Cell Epithelioma (Prickle Cell Cancer). Characteristics. This is more 
common on the lip. The fully developed lesion is characteristic. For full description 
see under Skin Affections of the Face, page 60. 

Basal-Cell Epithelioma (Rodent Ulcer). Characteristics. This begins and con- 
tinues for a long time as a papule. For complete description see under Skin Affections 
of the Face, page 61. 

Parotid Tumor. Characteristics. These are usually mixed tumors. The retromaxil- 
lary fossa is soon filled up, and the side of the cheek and mastoid regions are invaded. 
They are usually lobulated and hard, but if myxomatous elements predominate, they 
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may present soft areas. The growth spreads forward beneath the masseters and down- 
ward into the neck. 

Simple Parotid Cyst. Characteristics. A swelling occurs in the cheek usually at or 
near the point of opening of Steno’s duct into the buccal cavity. It can be felt as a 
tense, somewhat fluctuating swelling embedded in the tissues of the cheek. 

Sarcoma of the Jaw. Characteristics. In the central sarcoma which grows from 
cells of the fetal marrow and is of more frequent occurrence in childhood and early 
life, the growth is rapid but lacks the characteristics of malignancy. The mucous 
membrane in the mouth covering the growth is brownish-purple and may ulcerate. 
The swelling when palpated gives rise to a characteristic “egg-shell crackling.” The 
peripheral type of sarcoma growing from the periosteum knows no limits and in its 
growth may fill the antrum and involve the cheek, mouth, and orbit. It grows rapidly 
and fungates. The local symptoms which ensue depend upon the parts invaded. X-ray 
will reveal its nature. 

Odontoma. Characteristics. A fibrous tumor (usually odontoma) of the upper jaw 
may slowly bulge on to the cheek, attaining, if left undisturbed, an enormous size. 
They are very hard. 

Chief Signs. See page 212. 

Dental Cyst. Characteristics. There is a slowly developing swelling by the side of 
the root of a carious tooth which may enlarge and be visible and palpable in the 
cheek over the alveolus. The skin is freely movable over it and there is absence of any 
local inflammatory reaction or tenderness. It may crackle slightly when palpated. 
X-ray will discover its nature. 

Dermoid Cyst. Characteristics. In the face the most common situation is just be- 
hind the external angular process of the frontal bone, but it may be encountered at 
the inner angle of the orbit, or in front of or behind the ear. The swelling is semiglobu- 
lar in shape and not movable with the skin (differing from sebaceous cyst), the base 
being invariably attached to deeper structures. They occur in infancy (rare for se- 
baceous cyst), childhood, and adult life. 

Angioneurotic Edema. Characteristics. Edema appears suddenly and is circum- 
scribed. The face, together with the hands and genitalia, are the parts most frequently 
affected. On the face it may involve the eyelid, lips, or cheek. 

Chief Signs. Sudden appearance of the swelling; hereditary history; itching, heat, 
redness, or urticaria preceding the attack; gastrointestinal disturbance (colic, pain, 
nausea, vomiting) accompanying the attack; occasional cardialgia and hemoglobin- 
uria; may be nervous manifestations; transient duration; recurrence of the edema in 
different parts. 

Emphysema of the Cheek. Characteristics. There is a swelling in the connective 
tissue of the cheek, which is soft and doughy, and fine cracklings may be recognized 
under gentle pressure of the finger. 

Chief Signs. History of fracture of the antrum, frontal sinus, or nose; increase of 
the emphysema on coughing, sneezing, or vigorous blowing of the nose. 

Anthrax (Malignant Pustule). Characteristics. At the site of inoculation, usually 
on an exposed surface, of which the face is a predilection site (others being the hands 
and arms), a papule forms which soon becomes vesicular. Brawny induration may 
be extreme and the concomitant edema produces great swelling of the part. 

Chief Signs. Occupation (usually workers in wool, hides, and animals); may be 
similar lesions on other sites, especially on the hands or arms; swelling of neighbor- 
ing lymph nodes; bacteriologic examination of the pus (showing anthrax bacilli). 
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Actinomycosis. Characteristics. The jaw has been affected in a number of cases in 
man. The patient comes under observation with swelling of one side of the face, or 
with a chronic enlargement of the jaw which may simulate sarcoma. 

Chief Signs. Examination ot the pus, revealing the ray fungus. 

Less Common Causes. Acromegaly (prominent cheek bones constitute protuber- 
ances which are striking) ; snakebite (great swelling and ecchymosis ) ; lipoma; fibro- 
lipoma; neurofibroma; angioma; multilocular cyst of the jaw; enchondroma of the 
jaw; leontiasis ossea; parotid abscess; acute glanders (great swelling of the nose); 
cavernous sinus thrombosis (swelling about the eye particularly); dacryocystitis 
(swelling near the inner canthus); scurvy; exophthalmic goiter; thrombosis of the 
superior longitudinal sinus; Mikulicz’s syndrome; salivary calculus; meningocele 
(swelling at the root of the nose); syphilis (gumma); neoplasm in the antrum of 
Highmore (swelling of the cheek with displacement of the eyeball); nodular leprosy; 
eosinophilic granuloma of the skin; rhinoscleroma; foreign body tumors (paraf- 
finomas); keloid; senile keratosis; leukemia cutis (lymphadenosis cutis circum- 
scripta); Sj6gren’s syndrome (keratoconjunctivitis sicca, xerostomia, parotid swell- 


ing). 


ULCERS OF THE FACE 


(See also Skin Affections of the Face, below.) 


Lupus Vulgaris. See page 60. 

Basal Cell Epithelioma (Rodent Ulcer). See page 61. 

Squamous Cell Epithelioma (Prickle Cell Cancer). See page 60. 

Syphilis (Late Secondary and Tertiary). Characteristics. Cutaneous lesions on the 
face, as elsewhere, are prone to ulceration. The whole structure of the skin is involved, 
the ulceration is deep, and the ulcers, while healing in the center, are prone to extend 
at the margins, and so assume the characteristic circinate or serpiginous form. When 
single they are round, punched out, and frequently covered with crusts. When a 
serpiginous sore is formed by coalescence of several ulcers, there is usually poured 
forth a thick, yellowish discharge. 

Chief Signs. History of syphilis; scars of earlier syphilitic lesions; positive serology; 
improvement by specific therapy. 

Less Common Causes. Delhi boil (tropical sore); glanders; blastomycosis; scrof- 
ula; anthrax; gangosa; solitary chancriform pyoderma; coccidioidomycosis; sporotri- 
chosis; rhinoscleroma (nose). 
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Freckles (Lentigines; Ephelides). Characteristics. Pigment deposits are present 
in the form of small, irregularly shaped, brownish macules. 

Acne Vulgaris. Characteristics. An aggregation of small papules, pustules, cysts, 
nodules, and comedones is present, most marked on the forehead and temples, on the 
maxillary portions of the cheeks, and on the chin. The pustules usually rupture spon- 
taneously without crust formation. Scarring may follow. 

Chief Signs. Onset about the time of puberty; involvement of the sebaceous glands; 
chronicity. 
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Impetigo Contagiosa. Characteristics. The eruption appears in crops, first as vesi- 
cles whicn grow and are soon converted into flat, slightly umbilicated pustules vary- 
ing in size from a pea to a large walnut. In a few days the blebs dry up and form thin, 
yellowish, lamellated crusts that, separating, leave a slightly excoriated surface. 
There is rarely any inflammation. 

Chief Signs. Occurrence commonly in children; infectious tendency. 

Atopic Dermatitis (Allergic Eczema). Characteristics. The vesicular form is com- 
mon upon the faces of infants and around the ears of both children and adults; small 
vesicles develop upon an erythematous patch, become confluent, and rupture with the 
formation of a mass of thick, yellowish crusts, beneath which the exudation con- 
tinues. The pustular or impetiginous type is common around the ears and upon the 
faces of poorly nourished children; the discharge is purulent rather than serous. The 
erythematous type is more common upon the faces of adults, commencing as ill- 
defined, reddish blotches that are covered by furfuraceous scales. 

Chief Signs. Intense itching; tendency to recur. 

Senile Keratosis. Characteristics. Flat, moderately adherent crusts, yellowish- 
brown or black in color, may appear on the face of elderly persons. When forcibly 
removed they show on their under surface horny prolongations. The surface of the 
skin is uneven, bleeds easily, is moist and red, and at times superficially ulcerated. 
These lesions may develop into a prickle cell epithelioma. 

Sycosis Parasitica (Tinea Barbae; Barber’s Itch). Characteristics. Ringworm of 
the beard begins as a red, scaly patch. Soon purplish nodules and pustules form 
around the openings of the hair follicles, and the hairs become lusterless, brittle, and 
loose. There may be considerable itching. 

Chief Signs. Occurrence in men in agricultural pursuits who are in contact with 
animals; chronicity; demonstration of the tricophyton; fluorescence test. 

Sycosis Nonparasitica (Sycosis Vulgaris). Characteristics. A number of conical, 
reddish papules, each pierced by a hair, appear in the bearded area. These papules 
soon become pustular. The hairs become lusterless and loose. At times there is con- 
siderable crusting. There is usually some smarting and burning. 

Chief Signs. Occurrence in men; chronicity. 

Erysipelas. Characteristics. The inflammation, due to acute streptococcal infection 
of the skin, usually begins in the neighborhood of the nose and spreads laterally and 
upward over the head to the neck, where it frequently stops. The affected part has a 
crimson hue, is swollen and tense, and frequently ends in a sharply defined ridge. The 
surface is at first smooth and glazed but later is covered with minute vesicles or blebs. 
There is burning and tingling. The surrounding parts are very edematous. Desquama- 
tion follows in a few days. 

Chief Signs. Acute onset with rigor and fever (104° to 105°); headache; anorexia; 
prompt response to antibiotic therapy. 

Syphilis. Characteristics. The lenticular papular syphilid of the secondary stage is a 
round or lens-shaped, slightly raised, deeply infiltrated reddish or coppery lesion, 
frequently distributed on the face. The annular syphilid is often located on the cheek, 
especially close to the angle of the mouth, where it may form in circles and gyrate 
patterns of delicate, slightly raised, scaling ridges. The nodular or tubercular syphilids 
of the tertiary stage are firm, reddish-brown or coppery, split-pea-sized or larger 
lesions, often covered by heavy scales which may or may not leave scars. Gummas 
may occur on the forehead, beginning as deep-seated nodes, which become necrotic 
and form round, punched-out ulcers; they may have thick laminated crusts (rupia). 
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Mucous patches may occur about the angles of the mouth, and in congenital syphilis 
leave radiating scars (rhagades). 

Acne Rosacea. Characteristics. Dilated venules appear upon the nose, cheeks, 
chin, and middle of the forehead, becoming steadily worse. Pustules may develop in 
the sebaceous glands. Later fibrous thickening of the nose with sebaceous gland en- 
largement and infection takes place (rhinophyma). 

Chief Signs. Occurrence in middle life; often present in drinkers. 

Milium. Characteristics. Small, white, horny concretions situated at the mouth of 
the sebaceous ducts are present about the eyelids and adjacent skin. 

Chloasma. Characteristics. An increased localized deposit of pigment in the skin 
occurs especially upon tne forehead, the temples, and the upper posterior parts of the 
cheeks. The areas are smooth, nonelevated, brownish or blackish patches. 

Chief Signs. Occurrence commonly in women, often in pregnancy, at the meno- 
pause, and in various ovarian derangements. 

Leukoderma (Vitiligo). Characteristics. Irregular white patches totally devoid of 
pigment, the borders of which are usually hyperpigmented for a quarter of an inch, 
appear and slowly increase in size. The patches always have convex edges. The hair 
growing from them is often white. 

Herpes Simplex. Characteristics. A small clump of vesicles, chiefly on the lips, 
occurs upon an inflammatory base, the contents of which become puriform, dry up, 
and form reddish-brown crusts that fall off in a few days. Burning and tingling pre- 
cede and accompany the eruption. 

Chief Signs. Acute onset; absence of glandular enlargement; duration a few days. 

Herpes Zoster (Shingles). Characteristics. Clusters of vesicles on an inflammatory 
base appear usually along the course of a supra-orbital nerve. The lesions are similar 
to those of herpes simplex. Sharp neuralgic pain precedes and accompanies the erup- 
tion. 

Chief Signs. Acute onset; fever and malaise; glandular involvement. 

Nevus (Birthmark; Pigmented Mole). Characteristics. The ordinary pigmented 
moles are flat or elevated, soft in consistency and vary in diameter up to half an inch 
or more, and may or may not have a tuft of coarse black hairs. 

Chief Signs. Occurrence from birth. 

Squamous-Cell Epithelioma (Prickle Cell Cancer). Characteristics. The lesion 
usually begins as a dry wartlike growth arising from an indurated, rounded, elevated, 
firm, frequently dull-red base. The horny outgrowth from its center in time is pulled 
or knocked off with the subsequent development of another horny outgrowth or an 
ulcer which is surrounded by an elevated, rolled, hyperemic border. On the lower 
lip, epithelioma often develops upon actinic cheilitis and mostly in men who are 
smokers. Local thickening is followed by the development of a firm nodule which 
may grow outward as a tumor or inward with destructive ulceration. 

Chief Signs. Occurrence in later life; sooner or later metastasis to the lymph nodes, 
the nearest first; rapid development after the primary lesion; chronicity; biopsy. 

Lupus Vulgaris. Characteristics. The lesion is a shallow irregular ulcer, overhung 
by the borders of skin. Growth is always slow, taking from three to six months to 
reach an inch in diameter. At the borders the individual tubercles appear as “apple 
jelly” nodules under pressure of a glass slide. A crust soon forms and after a year 
or more the center of the lesion heals, the ulceration advancing at the edges. There 
may be several centers of ulceration. Bones are never involved and there is little 
secretion. The most common site is the face near the nose. 
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Chief Signs. Occurrence in early life; absence of signs of syphilis; biopsy. 

Basal-Cell Epithelioma (Rodent Ulcer). Characteristics. The typical lesion is an 
ulcer occurring especially around the eyelids and in the nasofacial grooves but also 
common elsewhere on the face. It has an indurated margin of irregular outline and 
an uneven glazed base which exudes a sanious, viscid secretion. It begins as a papule 
which becomes scaly and later develops into an excoriation covered by a crust. The 
crust is knocked or picked off, then there is slight bleeding, and a new crust forms. 
This process repeats itself over and over for months and even years until an ulcer is 
formed by removal of the crust. It usually implicates the underlying bone as the 
crater deepens. 

Chief Signs. Occurrence in later life; development on a keratosis, scar, or papil- 
loma; slow growth; absence of metastasis or glandular involvement but extensive 
local destruction; biopsy. 

Dermatitis Venenata (Ivy Poisoning). Characteristics. The skin becomes red 
and swollen and soon minute papules and vesicles appear. 

Chief Signs. History of contact; burning and itching; duration a few days to several 
wecks. 

Lupus Erythematosus. Characteristics. Chronic reddish, slightly elevated patches 
occur usually upon the cheeks and nose, roughly symmetrical and few in number. 
They are scaly and spread peripherally, leaving scar tissue behind. The periphery of 
the patch is elevated, the center depressed and atrophied. Frequently a butterfly- 
shaped patch is seen involving the bridge of the nose and adjacent parts of both 
cheeks. The sebaceous glands often contain horny plugs. 

Chief Signs. Occurrence in adults; chronicity; absence of subjective symptoms; no 
tendency to ulceration. 

Benign Fibro-epithelioma (Congenital Wart; Nonpigmented Mole). Character- 
istics. A semiglobular growth is present from which a bunch of hairs may protrude. 
They vary in size from % to 4, inch in diameter and are clearly attached to the 
skin and not to any deeper structures. Another type is the filiform wart, and still 
another the large pedunculated growth. 

Chief Signs. Occurrence from birth. 

Angioma Simplex (Port Wine Mark). Characteristics. A nonelevated bright red 
or purple red patch is present which may cover an area of several inches. It is com- 
posed of a congeries of capillaries. 

Tinea Circinata (Ringworm of the Face). Characteristics. A sinall, red, slightly 
raised spot appears, gradually spreads at the edges, and becomes scaly. It fades away 
at the center as the circle enlarges, leaving a slightly discolored, brawny area which 
forms the inside of a red ring. In other cases the lesions appear as patches rather 
than rings. There may be several lesions. Minute papules and vesicles may be present 
at the edges. 

Chief Signs. May be considerable itching and some inflammation; presence of the 
microsporum or trichophyton. 

Seborrhea Oleosa. Characteristics. The skin of the forehead and the regions of 
the nose and face are bathed in oleaginous material that has exuded from the saba- 
ceous follicles. From irritation the parts are often red. 

Chief Signs. Occurrence at puberty or at the menopause; frequent association with 
comedones and acne. 

Erythema Multiforme. Characteristics. The face is one of the sites of predilection, 
the hands, legs, and forearms being the others. Crops of papules, macules, or vesicles 
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develop from time to time, irregular in shape, sharply circumscribed and varying in 
color from a pale pink to a bright red or even a yellow color. The macular variety 
often forms distinct rings, or there may be rings within rings (usually on the trunk). 

Chief Signs. Acute onset with malaise, fever, headache, joint pains; absence of 
itching (may be pain or burning); duration one to two weeks. 

Less Common Causes. Xeroderma pigmentosum; pityriasis alba facei; angioma 
cavernosum; telangiectasis (acquired); leprosy; seborrheic dermatitis (extending 
downward from the scalp); scrofula; papulonecrotic tuberculids; scleroderma; 
sclerema neonatorum; cornu cutaneum; molluscum contagiosum; blastomycosis; 
granuloma pyogenicum; sarcoid; dermatitis medicamentosa; vitamin A deficiency; 
pellagra; disseminated lupus erythematosus; multiple benign cystic epithelioma; 
adenoma sebaceum; leishmaniasis; pigmentation-polyposis syndrome; chloasma; 
poikilodermia of Civatte; noma; folliculitis ulerythematosa reticulata; hydroa vac- 
ciniforme; pemphigus. 
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PTOSIS 


(Falling or Drooping of the Upper Eyelids) 


Ptosis, caused by a paralysis of the levator palpebrae superioris muscle, is either 
congenital or acquired, unilateral or bilateral, myogenic or neurogenic. Congenital 
ptosis is frequently hereditary, is almost always bilateral, and is usually due to a 
defective development of the levator palpebrae superioris. It may be partial or com- 
plete and is frequently associated with superior rectus weakness, other extrinsic 
ocular muscle disturbances, or periorbital defects. Acquired ptosis may be caused 
by a lesion of the muscle or of the ocular motor nerve. Myogenic ptosis occurs from 
interruption or detachment of the levator muscle or tendon by injury, inflammation, 
tumor or surgery, or as a result of primary muscle atrophy. Neurogenic ptosis may 
be either unilateral or bilateral. It may arise from a lesion in the cortical supranuclear 
or infranuclear course of one or both of the ocular motor nerves. It may be an 
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isolated finding or coupled with other evidences of ocular motor palsy. Sympathetic 
ptosis results in slight narrowing of the palpebral fissure due to paralysis of the un- 
striated muscle in the lids (Horner’s syndrome). Hysterical ptosis is usually bilateral, 
may be acute or chronic, and is either pseudoparalytic or flaccid in type (see below). 
It is usually associated with other hysterical phenomena, such as amaurosis, ambly- 
opia, and narrowing of the visual fields. Ptosis is said to be voluntary or false when 
the lid is lowered to avoid diplopia. Pseudoptosis is the term generally used to 
designate ptosis resulting from mechanical factors such as inflammation or tissue loss 
(see below). 

Cerebral Syphilis. Characteristics. Ptosis, unilateral or bilateral, appears frequently 
and is usually associated with other manifestations of third nerve involvement 
(diplopia, pupillary disturbances, strabismus). Other cranial nerves, most com- 
monly the second, sixth, and seventh, are usually also implicated in the basilar 
meningitic process. 

Chief Signs. History of syphilis (two to five years before); mental symptoms 
(from fretfulness to dementia); insomnia; attacks of somnolence; vertigo; cranial 
nerve palsies (especially the second, third, and sixth); may be epileptiform attacks, 
transient aphasia, or paralysis; positive serology; spinal fluid (positive serology, 
lymphocytosis, increased globulin, colloidal gold luetic curve). 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Ptosis of an incomplete 
bilateral and permanent type is frequently seen in tabetics. Ptosis, pupillary abnor- 
malities, or fleeting muscle palsies may be the first symptom and may exist with the 
loss only of the knee jerk. 

Chief Signs. History of syphilis (6 to 15 years previous); lightning pains; absence 
of the knee jerks; Argyll Robertson pupils; Romberg’s sign; later ataxic gait; sensory 
changes; trophic lesions; hypertonia; visceral crises; difficulty in micturition; optic 
atrophy; ocular palsies; positive serology; spinal fluid examination (positive serol- 
ogy, increased globulin, lymphocytosis, colloidal gold tabetic curve). 

Facial Paralysis. Characteristics. When accompanied by ptosis and other cranial 
nerve palsies, facial paralysis suggests cerebral syphilis (see above). 

Hysteria. Characteristics. In pseudoparalytic hysterical ptosis the palpebral fis- 
sures are narrowed due to contraction of the orbicularis with resultant wrinkling of 
the lids. With flaccid hysterical paralysis the skin of the forehead is not wrinkled in 
an effort to raise the eyelid as in the pseudoparalytic variety. 

Chief Signs. See page 42. 

Brainstem Tumors. Characteristics. Tumors of the corpora quadrigemina (and of 
the pineal body) cause paralysis of upward conjugate movements of the eyes (Par- 
inaud’s syndrome) with at times bilateral ptosis. Involvement of the red nucleus 
causes third nerve palsy with ptosis on the side of the lesion and a slow rhythmic 
tremor of the limbs on the opposite side (Benedikt’s syndrome—see page 854). A 
tumor of the crusta or ventricular region of the crus cerebri produces third nerve 
palsy with ptosis on the side of the lesion and hemiplegia on the opposite side 
(Weber’s syndrome—see page 50). 

Chief Signs. See page 106. 

Tuberculous Meningitis. Characteristics. Ocular motor paresis is observed in 18 
per cent of patients, with ptosis being the only manifestation of such involvement in 
10 per cent. Photophobia, conjugate deviation of the eyes and head, nystagmus, and 
abducens paresis are also common. 

Chief Signs. Insidious onset; change of disposition; irregular pulse and fever; signs 
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of meningeal irritation; severe headache; various cranial nerve palsies; coma; dis- 
covery of a tuberculous focus; spinal fluid (clarity, lymphocytosis, tubercle bacilli, 
increased pressure ). 

Pseudoptosis. Characteristics. This general term is employed to designate ptosis 
resulting from lid inflammation or swelling, or lid or lid-muscle dystrophy. Sympa- 
thetic ptosis (Horner’s syndrome), consisting of drooping of one lid with contraction 
of the pupil on the same side, enophthalmos and homolateral thermal changes, is 
included in this designation as is ptosis adiposa of Sichel and blepharochalasis (see 
below ). Ptosis occurring as the result of trachoma is also so considered. 

Chief Signs. Occurrence with any lesion producing sympathetic fiber interruption 
in the neck or spinal cord: fractures, apical tuberculosis, goiter, syringomyelia, lym- 
phatic lesions, surgery, tabes dorsalis; or with lesions at a higher level: tumors, mid- 
brain hemorrhage, syringobulbia. History of chronic infectious conjunctivitis when of 
local origin. 

Encephalomyelitides. Characteristics. The encephalomyelitides may be character- 
ized by ptosis, other palsies of the cranial nerves, and optic neuritis with varying 
degrees of blindness, optic atrophy, and nystagmus. Measles, chickenpox, mumps, 
and the encephalomyelitis following rabies vaccination all have been reported as oc- 
casionally causing varying degrees of ptosis. 

Chief Signs. Fever; delirium; stupor; stiff neck; spinal fluid examination. 

Chronic Subdural Hematoma. Characteristics. Ptosis on the side opposite the 
hematoma is not uncommon. Other ocular signs include conjugate deviation, papille- 
dema, nystagmus, pupillary changes, retinal hemorrhages, visual field changes, and 
exophthalmos. 

Chief Signs. See page 9. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Ptosis, usually 
incomplete, is one of the most frequent oculomotor manifestations during the acute 
stage. It may occur as an isolated sign or in combination with other extraocular 
palsies. It may result from supranuclear lesions or muscle atony or be part of the 
somnolent state. 

Chief Signs. See page 11. 

Adiposa of Sichel. Characteristics. The skin of the upper lid hangs down over the 
free border of the eyelid as a result of relaxation of the bands of fascia connecting 
the skin with the tendons of the levator muscle and the upper margin of the orbit 
(pseudoptosis ). 

Blepharochalasis. Characteristics. The skin of the lid after recurrent episodes of 
angioneurotic edema is thin, red, wrinkled, and relaxed, producing a pouch (pseudo- 
ptosis). 

Septic Cavernous Sinus Thrombosis. Characteristics. In a fulminating thrombosis, 
ptosis comes on early as does paralysis of the extraocular muscles on the affected 
side. 

Chief Signs. Fever; chills; headache; nausea; vomiting; convulsions; ocular pain; 
lacrimation; conjunctival edema; exophthalmos; lid edema; tachycardia; evidence of 
sinus, ear, or gingival infection; meningitis; brain abscess. 

Ophthalmoplegic Migraine. Characteristics. Ptosis and loss of certain eye move- 
ments occur with or after a migraine attack on the same side as the lesion. It is 
transitory, and may or may not occur with each attack. 

Chief Signs. As in migraine, see page 95. 
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Acute Cerebrospinal Leptomeningitis. Characteristics. Ptosis as well as other 
cranial nerve palsies may occur. 

Chief Signs. As in cerebrospinal fever, see page 8. 

Myasthenia Gravis. Characteristics. Bilateral ptosis is rarely absent, and weakness 
of the orbicularis oculi prevents closure of the eyelids against slight resistance. Fatigue 
increases these phenomena. 

Chief Signs. Normal muscular movement followed on repetition by rapid weak- 
ening and paresis; tendency of the head to fall forward on the chest due to weakness 
of the muscles of the neck; strabismus and diplopia; may be coarse nystagmoid move- 
ments; “lost” facial expression; mouth open; dribbling; weak mastication; may be 
nasal speech and regurgitation; may be dyspnea; myasthenic muscular reaction (quick 
loss of faradic stimulation) ; tendency to remissions; subacute or chronic course for 
many years; prostigmine test. 

General Paresis. Characteristics. Ptosis or strabismus of the persisting kind occa- 
sionally occurs. 

Chief Signs. See page 105. 

Progressive Muscular Atrophy. Characteristics. The face often escapes but bilat- 
eral ptosis, associated with paralysis of the muscles of the face, is occasionally an 
early or a late manifestation. 

Chief Signs. See page 344. 

Chronic Progressive External Ophthalmoplegia. Characteristics. This rare affec- 
tion usually begins as a bilateral ptosis and slowly progresses to complete immobility 
of the eyeballs. Bulbar paralysis may also develop. 

Chief Signs. Chronic progressive course; exclusion of organic primary lesion. 

Less Common Causes. Acute ascending paralysis; apoplexy (cortical); botulism; 
bulbar paralysis; cerebral concussion; conium poisoning; gelsemium poisoning; diph- 
theritic paralysis; cerebral syphiloma; “jaw winkers”; Mikulicz’s disease; orbital 
disease; paralysis agitans; pellagra; syringomyelia; tetanus; trigeminal neuralgia 
(from orbicularis oculi spasm); vertigo; chronic atrophic ptosis; syphilitic hydro- 
cephalus; acute porphyria; cerebral tuberculoma; congenital facial diplegia; arach- 
nodactyly; corneal pseudopannus; cyclic oculomotor paralysis; cysticercous cysts; 
inverse Marcus Gunn phenomenon; myotonic dystrophy; ovarian agenesis; oxyceph- 
aly; platybasia; poliomyelitis; congenital aneurysm of the circle of Willis; Noth- 
nagel’s syndrome; cavernous sinus thrombosis. 


LAGOPHTHALMOS 
(The eyelids are always open.) 


Exophthalmic Goiter (Graves’ Disease). Characteristics. The palpebral aperture 
is wider than in health, owing to spasm or retraction of the upper lid, and the patient 
winks less frequently than in health (Stellwag’s sign). Exophthalmos or “stare” is 
present; also the upper lid does not follow the downward movement of the eye or 
lags behind (von Graefe’s sign). 

Chief Signs. See page 41. 

Facial Paralysis. Characteristics. The palpebral fissure on the affected side is 
widened by drooping of the lower lid, caused by paralysis of the orbicularis oculi 
muscle. The eye cannot be closed. 

For causes see page 48. 
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Ectropion. Characteristics. The eyelids are everted exposing the palpebral con- 
junctiva. There are four varieties: paralytic, spastic, senile, and cicatricial. The para- 
lytic variety is that seen in seventh nerve paralysis (see above). Spastic ectropion 
has blepharospasm secondary to inflammation or infection of the conjunctiva as its 
underlying cause. The thickened conjunctiva of gonorrhea and trachoma may so 
produce ectropion. Senile ectropion is due to relaxation of the fibers of the palpebral 
portion of the orbicularis muscle allowing the lower lid to evert. Cicatricial ectropion 
occurs as a result of contracting scar tissue following burns, lacerations, ulcerations, 
or contused wounds. 

Staphyloma. Characteristics. The protrusion of the bulging cornea in anterior and 
equatorial scleral ectasias may prevent the lids from closing. 

Chief Signs. See page 87. 

Tumor of the Orbit. Characteristics. The eyelids move sluggishly because of the 
proptosis and widening of the palpebral slit. This condition is unilateral. 

Chief Signs. See page 101. 

Less Common Causes. Facioscapulohumeral paralysis; leprosy; any enlargement 
of the eyeball or increase in the contents of the orbit (orbital abscess, orbital hemor- 
rhage); ablepharia (congenital absence of the lids); fracture of the base of the skull; 
congenital shortness of the eyelids; coma; exhaustion. 


ECCHYMOSIS OF THE EYELIDS 
(Black Eye) 


The commonest cause of ecchymosis of the lids, or black eye, is a direct blow on 
or near the eye. Severe straining, as in vomiting, convulsions, or at stool, may also 
produce the condition. The lids may swell from the capillary hemorrhage and soon 
become black. A gradual absorption of the effused blood takes place, requiring a 
week or longer for its completion, with evolution through various color changes. 

Fracture of the Skull. Characteristics. Fracture of the skull extending into the orbit 
or fracture of the roof of the orbit are frequently associated with ecchymosis of the 
eyelids and subconjunctival hemorrhage. The lower lid in such cases often has more 
blood which comes from the torn dura and bone and which may not appear for hours 
or days after injury. Fractures far distant from the orbit may at times also result in 
eyelid ecchymosis. A black eye appearing a day or two after an injury is indicative of 
basal skull fracture. 

Chief Signs. See Head Injury, page 106. 

Orbital Hemorrhage. Characteristics. The orbital hemorrhage associated with 
scurvy, hemophilia, pertussis, and bleeding from vascular or degenerative malignant 
tumors is frequently profuse enough to produce lid ecchymosis. In addition, isolated 
lid involvement may at times be encountered in some of these conditions (see 
below). 

Whooping Cough (Pertussis). Characteristics. After very severe paroxysms small 
extravasations into the cellular tissues beneath the eyes are occasionally seen, giving 
an appearance somewhat like an ordinary black eye. 

Chief Signs. See page 388. 

Infantile Scurvy (Barlow’s Disease). Characteristics. There sometimes develops a 
rather sudden proptosis of one eyeball, with puffiness and slight staining of the upper 
lid (orbital hemorrhage). 
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Chief Signs. See page 36. 

Scurvy (Scorbutus). Characteristics. The slightest bruise or injury causes hemor- 
rhage into the traumatized part. 

Chief Signs. See page 36. 

Epilepsy. Characteristics. Petechial hemorrhage in the eyelids, face, neck, and 
chest may follow a severe convulsive attack. 

Chief Signs. See page 47. 

Purpura Haemorrhagica. Characteristics. After a few days of weakness and de- 
bility, purpuric spots appear on the skin (including at times the eyelids) and rapidly 
increase in number and size. 

Chief Signs. See page 903. 

Hemophilia. Characteristics. A slight injury, of no moment in a normal person, 
determines a hemorrhage. The eyelids may thus be involved by a trifling bruise. 

Chief Signs. See page 950. 

Less Common Causes. Bacterial endocarditis; malignant measles; cerebral throm- 
bosis; malignant smallpox; malignant typhus. 


SWELLING OF THE EYELIDS 
(Puffiness; Edema) 


(See also Localized Swellings of the Eyelids, page 70; General Swelling of the 
Face, page 51; and Thickened Features, page 53.) 


Edema of the eyelids is inflammatory or not inflammatory in origin and is either 
localized in the eyelids or involves the conjunctiva and eyeball as well. It may result 
from trauma, in which case the lid is usually markedly ecchymotic (black eye); or 
from the sting of insects, in which event the history is important; and it is seen with 
severe inflammations of the conjunctiva, the cornea, the uvula, and especially with 
infections of the globe, e.g., panophthalmitis, and in association with glaucoma, in 
all of which it is easily recognized as a secondary involvement of the inflammatory 
eye condition. Puffiness may also follow severe vomiting, bouts of crying, and pro- 
longed attacks of coughing. 

Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. Puffiness of 
the eyelids and face, and of the ankles, is present at the outset. Later general ana- 
sarca develops with marked edema of the lids. 

Chief Signs. See page 51. 

Subacute and Chronic Glomerulonephritis (Chronic Bright’s Disease). Char- 
acteristics. The eyelids are puffy, especially in the morning, and may partake of a 
general edema of the face. 

Chief Signs. See page 51. 

Lipoid Nephrosis. Characteristics. Edema is general, involving the eyelids and 
face. 

Chief Signs. See page 52. 

Measles (Morbilli; Rubeola). Characteristics. With the full eruption there is a con- 
siderable swelling of the eyelids and face. Persistent noninflammatory edema some- 
times follows the disease in children, 

Chief Signs. See page 205. 

Whooping Cough (Pertussis). Characteristics. The face is often bloated from the 
constant congestion and is most marked in the eyelids, possibly associated with 
ecchymosis. 
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Chief Signs. See page 388. 

Ethmoiditis. Characteristics. Orbital cellulitis resulting from such disease begins 
with edema of the eyelids and is usually associated with limitation of ocular move- 
ments, decrease in visual acuity, and pyemic processes in panophthalmitis. Sinusitis 
is the principal cause for orbital cellulitis in children. Ethmoid mucocele will fre- 
quently cause displacement of the lacrimal apparatus. 

Chief Signs. Fever; chills; leukocytosis; discharge of creamy, tenacious mucus 
from the nose; proptosis; exacerbation of dull, heavy pain between the eyes with 
tenderness on pressure against the roof of the nose or inner canthus; rhinoscopy 
(revealing the origin of the pus) ; x-ray. 

Maxillary Sinusitis (Antritis; Empyema of the Antrum of Highmore). Character- 
istics. Marked edema of the eyelids may occur which in long-standing cases assumes 
a positive brawny consistency. 

Chief Signs. Discharge of pus from one nostril; pain beneath the orbit or involving 
the whole side of the face; heat, swelling, and redness over the affected sinus; tender- 
ness of the cheek; painful mastication; rhinoscopy (revealing the source of the pus); 
transillumination; puncture; x-ray. 

Frontal Sinusitis. Characteristics. Mucocele of the frontal sinus produces displace- 
ment of the eye downward, forward, or upward. Orbital cellulitis resulting from such 
disease is ushered in with lid edema. 

Chief Signs. Tenderness beneath the eyebrow (Ewing’s point) or over the sinus; 
supra-orbital pain and headache; discharge from the nose; opacity of the sinus by 
transillumination and x-ray. 

Erysipelas. Characteristics. Both eyelids are usually involved, and there may be 
extension to the surrounding tissues. The edema and erythema are uniform in the 
firm, hard, thickened skin. Lid abscesses may develop. The orbital tissues may be- 
come involved. The lids may be closed by the swelling. 

Chief Signs. See page 55. 

Acute Arsenic Poisoning. Characteristics. Puffiness of the eyelids or above the eye- 
brows is common and may be the first symptom of poisoning. 

Chief Signs. History of ingestion; abdominal pain, vomiting, diarrhea. 

Trichinosis. Characteristics. Edema is a feature of great importance and may occur 
as an early symptom in the face, particularly about the eyes. 

Chief Signs. History of several people affected after a feast in which some form 
of pork is eaten; colicky pains with nausea, vomiting, and serous diarrhea on the 
second or third day; intense muscular soreness with edema and remittent or inter- 
mittent fever developing 7 to 10 days later; presence of trichina in the stools; marked 
leukocytosis with eosinophilia; biopsy of muscular tissue; examination of suspected 
food. 

Infantile Scurvy (Barlow’s Disease). Characteristics. The eyelids are edematous, 
sometimes in the early stages. 

Chief Signs. See page 36. 

Syphilitic Tarsitis. Characteristics. The tarsal portion of the eyelid is thickened 
and indurated owing to diffuse gummatous infiltration. There may be crusts and 
ulcers at the mouths of the hair follicles. 

Chief Signs. Presence of syphilis; chronicity. 

Meningitis. Characteristics. Severe swelling of the eyelids, almost invariably as- 
sociated with conjunctival hemorrhage, may be seen in meningococcal meningitis, 


Chief Signs. See page 8. 
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Angioneurotic Edema (Quincke’s Disease). Characteristics. There is a sudden 
marked edematous swelling, often of both eyelids, unaccompanied by redness. The 
appearance is much like that of acute nephritis. 

Chief Signs. Sudden appearance of local edematous swellings (face, eyelids, lips, 
cheeks, hands, genitalia) with itching, heat, redness, urticaria; gastrointestinal dis- 
turbances (severe colic, pain, nausea, vomiting); sometimes hemoglobinuria; tran- 
sient duration; hereditary character. 

Orbital Cellulitis (Phlegmon). Characteristics. One or both eyelids are swollen 
and edematous according to whether the involvement is unilateral or bilateral. There 
is associated hyperemia and chemosis of the conjunctiva, exophthalmos, diplopia, 
and limitation of movement of the eyeball. 

Chief Signs. Chills and fever; deep-seated orbital pain; headache; presence of an 
exciting cause (trauma, osteomyelitis, erysipelas, brain abscess, sinus thrombosis, 
actinomycosis, pyemia); later optic neuritis followed by atrophy; anesthesia and 
ulceration of the cornea; may be intraocular changes; finally fluctuation with pointing 
below the inner portion of the supra-orbital ridge. 

Cavernous Sinus Thrombosis. Characteristics. Edema of the eyelids and chemosis 
of the conjunctiva are present, with proptosis, haziness, anesthesia of the cornea, and 
partial or complete ophthalmoplegia. 

Chief Signs. Presence of an infected lesion on the face, nostrils, eyelids, sinuses, 
ear; sudden onset; fever, rigor, sweats; headache; drowsiness; involvement of the 
ocular nerves and first division of the fifth nerve; corneal ulceration; may be optic 
neuritis. 

Myxedema. Characteristics. There is a nonpitting subcutaneous thickening of the 
eyelids, occurring as part of a general phenomenon. 

Chief Signs. See page 53. 

Cerebral Thrombosis. Characteristics. There is sometimes a swelling of one or both 
eyelids with some protrusion of the eyeballs, the puffiness subsequently extending to 
the face. 

Chief Signs. See page 339. 

Less Common Causes. Glanders; emphysema; filariasis; allergy; acute coryza; 
mediastinitis; tenonitis; trachoma; thrombosis of the longitudinal sinus; herpes; 
leprosy; anthrax; essential edema of the eyelids; iodism; chlorosis; urticaria; mi- 
graine; syphilis; mediastinal tumor; aneurysm of the arch of the aorta; solid edema 
of the eyelids; Mikulicz’s disease; serum sickness; anthrax; cirsoid aneurysm; arach- 
nodactyly; malignant nasopharyngeal tumor; malignant paranasal sinus tumor; infec- 
tious mononucleosis; chloroma, chronic orbital myositis (pseudo-tumor of the orbit) ; 
American trypanosomiasis; elephantiasis in neurofibromatosis and plexiform neu- 
roma; leukemia; malaria; scleroderma; sensitivity to sulfonamides; acute conjunctivi- 
tis (purulent, nonpurulent, phlyctenular) ; acute iridocyclitis; glaucoma; panophthal- 
mitis; orbital tumor; chronic eczema; dermatomyositis; arsenic hypersensitivity; borax 
and boric acid sensitivity; sulfur sensitivity; contact dermatitis; carcinoid syndrome. 
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Stye (Hordeolum). Characteristics. A red swelling appears at the margin of the lid, 
accompanied by pain, tenderness, and often by considerable edema. Very soon a yel- 
lowish point will be seen indicating suppuration. 
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Chief Signs. Occurrence commonly in young adults; tendency to appear in crops; 
association with derangement of general health, constipation, and uncorrected errors 
of refraction. 

Chalazion (Meibomian Cyst). Characteristics. A slowly developing, practically 
symptomiless swelling, the size of a small or large pea, develops near the edge of the 
lid. It is hard and is adherent to the tarsal cartilage but not to the skin. On everting 
the lids its situation is shown by a red or grayish discoloration of the conjunctiva. It 
is single or multiple and may suppurate. 

Abscess (Phlegmon). Characteristics. A localized red elevation appears and is 
often a severe form of furuncle or hordeolum. The entire lid is hyperemic. 

Chief Signs. Edema and injection of the conjunctiva; considerable pain; headache 
and fever; history of injury, exposure, orbital disease, or debility; may be thrombosis 
of the orbital veins or the cavernous sinus. 

Cysts of Moll’s Glands. Characteristics. Small cysts with transparent contents due 
to obstruction in the outlet of the sweat glands are often seen on the lid border; they 
give rise to considerable irritation. 

Warts and Horns (Papilloma and Cornu Cutaneum). Characteristics. Warts or 
papillomas are common and similar to those occurring elsewhere. Cutaneous horns 
(fibroma, molluscum fibrosum) are either sessile or pedunculated connective-tissue 
new growths, sometimes associated with numerous similar tumors elsewhere on the 
body. A cornu cutaneum may grow from the margin of the lid. 

Furuncle (Boil). Characteristics. There is a localized inflammation of the skin 
and subcutaneous tissue with the formation of a small abscess which goes on to the 
formation of a central slough or core. The surrounding and overlying tissues may 
become gangrenous. 

Sebaceous Cyst. Characteristics. This may occur on the outer part of the eyelid as 
a spherical semifluctuating swelling attached to the skin at one point and containing 
a cheesy material. 

Milium. Characteristics. A small yellowish-white elevation about the size of a 
pinhead occurs at the orifice of a sebaceous gland. 

Angioma (Nevus). Characteristics. Congenital nevi occur either as bright red 
spots (capillary angiomas) or in the form of elevated, bluish, somewhat lobulated 
cavernous growths, which may assume large proportions and extend from the lid to 
the forehead and temple. 

Xanthoma (Xanthalasma). Characteristics. This is a flat or slightly raised yel- 
lowish discoloration beneath the skin, usually multiple, found most frequently near 
the inner canthus in elderly women. 

Acute Dacryocystitis. Characteristics. The skin over the lacrimal sac becomes 
reddened, swollen, and brawny; this condition spreads to adjacent portions of the 
lids and conjunctiva. After two or three days, a yellow discoloration appears at a 
point usually somewhat below the sac, indicating the formation of an abscess. The 
pus may be evacuated, followed by healing, ora fistula may form. 

Chief Signs. Fever; local pain and tenderness. 

Foreign Body in the Eyelid. Characteristics. Fragments of glass, pieces of steel or 
iron, shot, particles of stone, splinters of wood, etc., may penetrate the tissues of the 
eyelid and become encysted or cause abscess formation. 

Chief Signs. History of entrance of the foreign body. 

Molluscum Contagiosum. Characteristics. Several small, white, rounded tumors, 
about the size of small peas, occur upon the eyelids and face. The center is depressed 
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and reveals the dark aperture of a follicle. When squeezed they may exude a soft 
cheesy material. 

Chief Signs. Occurrence usually in children; absorption after several weeks’ dura- 
tion. 

Sarcoma. Characteristics. A slightly elastic growth appears, covered by freely 
movable skin, which grows rapidly, ulcerates, and involves the orbit. 

Less Common Causes. Blastomycosis; Mikulicz’s disease (of the lacrimal glands) ; 
Parinaud’s conjunctivitis; gouty tophi; trachoma; neuroma; lipoma; fat hernia; 
lymphoma; condyloma; tuberculous tarsitis; myoma; adenoma; ecchondroma; acan- 
thosis nigricans; sarcoid; Hand-Schiiller-Christian disease; molluscum simplex (fi- 
brous molluscum) ; dermoid cyst; atheromas; enchondroma; glomic tumor, menin- 
gocele; plexiform neuroma; dacro-adenitis; granuloma pyogenicum. 


ULCERS OF THE EYELIDS 


Basal-Cell Epithelioma (Rodent Ulcer). Characteristics. The inner end of the 
lower lid margin is most often affected. It begins as a small pimple or wart covered 
by acrust which soon changes to an ulcer with indurated walls and slowly spreads, in- 
volving all the tissues. 

Squamous-Cell Epithelioma (Prickle Cell Cancer). Characteristics. This lesion 
usually begins at the lid margin, more often the lower lid, and not infrequently at the 
outer commissure, involving both lids. A deep ulcer develops from a tubercle; its 
edges are everted, indurated, and of a reddish-purple color; its base is granular; and 
it secretes a blood-stained yellow fluid. 

Lupus Vulgaris. Characteristics. The eyelids may be involved secondarily to the 
condition on the face. Variously shaped reddish tubercles appear, which ulcerate 
and undergo extensive cicatrization. The ulcers are shallow and their edges soft and 
red. 

Chief Signs. Onset often before puberty; slow course; “apple jelly” nodules at the 
edges (seen by pressing with a glass slide ) ; biopsy. 

Syphilis. Characteristics. Chancre may occur on the eyelid, usually on the margin 
near the canthus, as a small, moist, slightly ulcerated patch with considerable indura- 
tion and swelling. Gumma is uncommon. It breaks down into a deep, inflamed, 
punched-out ulcer. 

Chief Signs. In chancre: history of contagion, enlarged preauricular and submax- 
illary nodes, darkfield examination (spirochetes); in gumma: positive serology, 
therapeutic test. 

Sarcoma. Characteristics. This uncommon neoplasm of the eyelid undergoes rapid 
and extensive ulceration with destruction of the orbit. 

Chief Signs. Occurrence at any age; biopsy. 

Chancroid (Soft Chancre). Characteristics. Primary extragenital involvement of 
the eyelid with this infectious, ulcerative, venereal disease is not uncommon. An 
inflammatory macule or pustule ulcerates after a few days yielding a ragged, soft, 
punched-out, friable ulcer, the base of which is covered with a purulent, dirty exu- 
date. | 

Chief Signs. History of contagion; identification of the organism (Haemophilus 
ducreyi) ; positive skin tests with Ducrey vaccine (Ito-Reenstierna test). 

Vaccinia. Characteristics. Accidental inoculation of the eyelids presents as an 
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ulcer covered with a grayish exudate or crust, usually at the margin of the lower lid 
and accompanied by edema and inflammation of the lids and a regional lymphaden- 
opathy. 

Less Common Causes. Sporotrichosis; anthrax (malignant pustule); diphtheria; 
chickenpox; smallpox; xeroderma pigmentosum; melanosarcoma; adenocarcinoma 
arising from meibomian glands. 


CRUSTED EYELIDS 


Blepharitis (Squamous or Ulcerative Blepharitis ). Characteristics. Scales or crusts 
are situated on the margins of both lids at the bases of the eyelashes, or adhering to 
them, and may be dry or moist. Removal of the hardened sebum exposes the skin, 
swollen, shining, red, and occasionally abraded or ulcerated. The lashes become dis- 
torted, fall out, and become scarce, although they may be replaced in the squamous 
variety. 

Chief Signs. General debility or a constitutional diathesis; itching; soreness; epi- 
phora; photophobia; ocular fatigue during work. 

Asthenopia (Errors of Refraction). Characteristics. Blepharitis, as described 
above, is often present in uncorrected hyperopia and astigmatism. 

Chief Signs. Fatigue after use of the eyes; blurred vision; headache; discomfort 
or tenderness of the eyeballs; ocular examination; relief after rest or correction of 
the error. 

Measles (Morbilli; Rubeola). Characteristics. The eyelids may be glued together 
with secretions and crusts. Conjunctivitis with blepharitis is common. Chronic 
blepharitis, as described above, may follow. 

Chief Signs. See page 205. 

Marginal Eczema (Tinea Tarsi; Sycosis Tarsi). Characteristics. The margins of 
the lids are red and sore, and there are crusts, small pustules, and ulcers at the roots 
of the lashes. The latter do not fall out or grow sparse. The conjunctiva is not in- 
volved. 

Seborrhea. Characteristics. There may be crusts and epithelial scales about the 
eyelashes, with an oily coating of the skin. There is also usually a similar process in 
the scalp and eyebrow. 

Stye (Hordeolum). Characteristics. Blepharitis often accompanies recurring styes. 

Chief Signs. See page 70. 

Herpes Febrilis. Characteristics. Groups of small vesicles with a slightly reddened 
base may form on the lids in the course of febrile illnesses. These dry up and disap- 
pear in a few days without scar formation. 

Syphilitic Tarsitis. Characteristics. There may be a chronic marginal blepharitis, 
with the formation of crusts and ulcers at the mouths of the hair follicles. The tarsus 
is greatly thickened and the skin tense and reddened. 

Chief Signs. Presence of syphilis; chronicity. 

Less Common Causes. Ophthalmia; intestinal irritation; ariboflavinosis; tubercu- 
lous or trachomatous tarsitis. 


SKIN AFFECTIONS OF THE EYELIDS 


(See also Localized Swellings of the Eyelids, page 70, and Ulcers of the Eyelids, 
page 72.) 
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Kezema of the Eyelids. Characteristics. Independently of that variety which is lo- 
cated upon the ciliary margin (see above), occasionally eczema, particularly the 
erythematous variety, limits itself to the lids and immediate surrounding parts, or 
more frequently it remains here more obstinately after disappearing from other parts 
of the face. It begins as hyperemic macules or patches, bright red, accompanied by 
itching and burning, with later development of thickening, scaling, and oozing of the 
skin. Contact dermatitis as well as atopic dermatitis is included in the above descrip- 
tion. 

Herpes Zoster Ophthalmicus (Shingles). Characteristics. Following neuralgic 
pain in the region of the eye, an eruption occurs, sometimes involving the eyelids. 
The eruption presents vesicles on inflamed bases, first clear, later cloudy, becoming 
crusts which later drop off, leaving scars. The eruption is unilateral and distributed 
over the area supplied by the frontal, more rarely the nasal, branch of the ophthalmic 
division of the fifth nerve. The cornea and conjunctiva may be involved. A severe 
neuralgia may remain after its subsidence. 

Herpes Facialis (Fever Blister). Characteristics. Occasionally one or several 
groups of fever blisters develop upon the eyelids. The lesions appear in the form of a 
small cluster or coalescent patch. The lid is somewhat swollen, reddened, and there 
are some burning and itching. The lower lid is affected more commonly than the upper. 

Erysipelas. Characteristics. This disease rarely attacks the eyelids as a primary 
affection but may spread to them from a contiguous facial area. The chief danger is, 
of course, extension of the infection into the orbital tissues. The character of the 
eruption and chief signs will be those of erysipelas of the face. See page 55. 

Urticaria (Hives). Characteristics. The wheals may occur on the eyelids, though 
less commonly than elsewhere and usually as a part of a more generalized eruption. 
Pinkish or reddish elevations, the size of a flat pea, with a whitish central portion, are 
accompanied by much tingling and burning. 

Chief Signs. See page 894. 

Phthiriasis (Blepharitis Pediculosa). Characteristics. When the eyelashes are oc- 
casionally the site of predilection for the crab louse, the cilia appear to be sprinkled 
with a fine, dark powder, the nits of the lice. There are some itching and redness of 
the border of the lids. 

Less Common Causes. Xeroderma pigmentosum; ariboflavinosis (seborrhea). 


DARKENED EYELIDS 


A darkening under the eyes is a common symptom but is of little importance. It 
may be prominent after fatigue, mental excitement, loss of sleep, or severe pain, 
and in exhausting diseases. It is seen in some women during menstruation and early 


in pregnancy. 
DEFORMITIES OF THE EYELIDS 


Ectropion. Characteristics. The eyelid is everted, with exposure of the conjunc- 
tiva (see page 82). ‘ 

Chief Signs. Presence of spastic, paralytic, old inflammatory, senile, or cicatricial 
condition; epiphora, causing excoriations and eczema of the lower lid; reddening 
and hypertrophy of the exposed conjunctiva. 
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Entropion. Characteristics. The margin of the lid with its lashes is rolled in. 
Chief Signs. History of trachoma, burns, diphtheria, pemphigus, injuries, opera- 
tions (causing cicatrices) ; atrophy of the eyeball; blepharospasm; inflammation of 
the lids and conjunctiva, or prolonged wearing of a bandage (causing spasm in senile 
patients ) ; congestion; pain; photophobia; lacrimation; vascularization and ulceration 
of the cornea. 

Trichiasis. Characteristics. There is an inversion of a varying number of lashes, 
so that they rub against the cornea and bulbar conjunctiva. 

Chief Signs. History of trachoma, blepharitis, burns, injuries; corneal congestion; 
vascularization; opacities; ulceration (mechanical irritation); pain; photophobia; 
lacrimation; blepharospasm. 

Epicanthus. Characteristics. A fold of skin passes from the inner end of each 
brow to the side of the nose, covering the internal canthus, lacrimal punctum, and 
part of the lid. It is usually associated with ptosis of the lids. The appearance is that 
of convergent strabismus. Epicanthus is normal in Mongolians. 

Symblepharon. Characteristics. The eyelid is adherent to the eyeball, partially or 
completely. 

Chief Signs. History of old inflammation, injury, or burn; may be congenital. 

Ankyloblepharon. Characteristics. The borders of the two lids are adherent, par- 
tially or completely. The condition is either congenital or acquired and is often asso- 
ciated with symblepharon. 

Chief Signs. As in symblepharon (above ). 

Blepharophimosis. Characteristics. There is an apparent contraction of the pal- 
pebral fissure at its outer canthus due to this angle being covered and hidden by a 
vertical fold of skin. 

Chief Signs. History of chronic conjunctivitis. 

Less Common Causes. Ablepharia, totalis or partialis; cryptophthalmos; epitar- 
sus; distichiasis; congenital fistula; supernumerary eyelid; epiblepharon; coloboma; 
blepharochalasis; ankyloblepharon filiforme adnatum. 


NICTITATION, TREMOR, AND BLEPHAROSPASM 
(The eyelids wink or blink excessively. ) 
(See also Facial Spasm, Twitching, and Grimacing, page 46.) 


Blepharospasm, which consists of forcible closure of the eyelids, varies from a 
mere fibrillatory twitching of a few fibers to severe prolonged contraction of both 
orbicularis muscles. It may be clonic or tonic in variety. Tonic blepharospasm is 
further subdivided into essential and symptomatic varieties. Other abnormalities of 
lid motion to be considered in this section include fluttering of the eyelids, frequent 
blinking, and tremor. 

Asthenopia (Weak Sight; Eyestrain). Characteristics. Tonic blepharospasm is 
often present, usually confined to a few fibers of the orbicularis. Frequent blinking, 
especially in older persons, may also be seen. 

Chief Signs. Pain in the eyes and headache aggravated by use and close work; 
fatigue after use of the eyes; drowsiness; lacrimation; photophobia; congestion, itch- 
ing and burning; vertigo; reflex symptoms (nausea, facial spasm, migraine); ocular 
examination (usually error of refraction, especially astigmatism and hyperopia, or 
muscular imbalance) ; relief after correction of the error or rest. 
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Neurasthenic Asthenopia (Nervous or Retinal Asthenopia). Characteristics. 
There is a fibrillary twitching of the eyelids in individuals with normal eyes or in 
those whose ocular difficulties have been corrected. 

Chief Signs. Headache; intolerance to light; improvement of vision in the dusk 
and through tinted glasses; diminution of central vision; sudden attacks of amauro- 
sis; processions of scotomas; after-images; fatigue; contractions of the visual field; 
neurasthenia. 

Conjunctivitis. Characteristics. There may be considerable tonic blepharospasm, 
especially in phlyctenular conjunctivitis, and the child will remain in a dark corner or 
bury his face in a pillow so that the eyes can be examined only with difficulty. 

For causes see page 79. 

Keratitis. Characteristics. Tonic cramp of the orbicularis muscle is common in 
inflammation of the cornea. 

For causes see page 84. 

Foreign Body in the Eye. Characteristics. Tonic cramp of the orbicularis is usu- 
ally present. 

Chief Signs. History of entrance of the foreign body; smarting; conjunctival con- 
gestion; lacrimation; finding of the irritating particle. 

Hysteria. Characteristics. Vibratory movements, fluttering of the eyelids or tonic 
blepharospasm may be seen in hysterical individuals. The blepharospasm observed 
is always bilateral and usually occurs in females. It is often associated with other 
hysterical phenomena such as contracted fields or reduced visual acuity. 

Chief Signs. See page 42. 

Postencephalitic Parkinsonism. Characteristics. Pronounced upper eyelid flutter- 
ing may be seen with either voluntary or involuntary ocular movements and precedes 
the actual movement of the eyeballs. It may be observed in association with oculo- 
gyric crises. Blepharospasm is also common. 

Chief Signs. See page 43. 

Habit Spasm. Characteristics. In some cases in children this takes the form of fre- 
quent blinking which tends to disappear with attempts at control or spontaneously. 

Chief Signs. See page 47. 

Tetanus. Characteristics. Blepharospasm is one of the commonest and most char- 
acteristic involvements of cephalic and generalized tetanus. 

Chief Signs. See page 46. 

Essential Blepharospasm of the Elderly. Characteristics. Bilateral spasmodic clo- 
sure of the lids, at first occurring at widely spaced intervals and gradually increasing 
in frequency and duration, is not uncommon in elderly individuals. 

Tie. Characteristics. A very obstinate form of blepharospasm is sometimes seen 
in elderly persons in whom the marked palpebral spasms are accompanied by similar 
movements of the neighboring facial muscles. 

Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. In some cases 
the spasm is first seen in the facial muscles, with twitchings of the eye muscles, dis- 
turbances of articulation, or grimaces. 

Chief Signs. See page 46. 

Epilepsy. Characteristics. During the clonic stage of the convulsion the eyelids 
open and close convulsively with rolling of the eyeballs. 

Chief Signs. See page 47. 

Albinism. Characteristics. The eyelids blink frequently due to photophobia. 
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Chief Signs. Heredity; pink iris; silver-colored hair; nystagmus; amblyopia; high- 
grade refractive defects; photophobia. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. There may be marked 
tremor of the eyelids, and they contract spasmodically in advance of the elevating 
eyeball. 

Chief Signs. See page 41. 

Less Common Causes. Catalepsy; reflex irritation (worms, cold, dentition); tem- 
poral caries; trigeminal neuralgia; color blindness; spasmus nutans (squinting); 
essential facial spasm; trichiasis; eczema; any severe disease of the cornea, iris, or 
ciliary body; tetany; chlorosis, myopia, astigmatism; tic convulsive; irritation of the 
facial nerve, facial nucleus, or its intracerebral tract (meningitis, otitis media, aneu- 
rysm, tumor, hemorrhage, abscess) ; leprosy. 
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THE CONJUNCTIVA, CORNEA, 
AND SCLERA 


SYMPTOMS PAGE 
Redness or Injection of the Conjunctiva (Bloodshot Eye) . ; : wi tinaee 
Subconjunctival Hemorrhage (Ecchymosis) . ; ; ; ; sonyeell 
Lacrimation and Epiphora_. : ; d , = (ueseul 
Mucopurulent or Purulent Discharge en the Conenciee ; s a 483 
Swelling or Chemosis of the Conjunctiva ; é : : : - aes 


For pallor of the conjunctiva see Pallor or Sallowness of the Face, page 438) 
and for Jaundice of the Conjunctiva see under General Symptoms, page 829. 
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REDNESS OR INJECTION OF THE CONJUNCTIVA 
(Bloodshot Eye) 


Simple hyperemia of the conjunctiva, known as dry catarrh, is caused often by 
local irritation, as from dust, misplaced cilia, tobacco smoke, irritating gases, cold 
winds, heat, and bright light. It may also be caused by errors of refraction, muscle 
imbalance, inflammatory nasal conditions, overactivity of the meibomian glands, or 
riboflavin deficiency. There is injection, chiefly of the palpebral conjunctiva, with 
photophobia, some lacrimation, and a hot, stinging sensation, aggravated by the use 
of the eyes. 

Acute Contagious Conjunctivitis (Pink-Eye; Acute Epidemic Conjunctivitis). 
Characteristics. The entire conjunctiva is deeply injected, the lids markedly swollen 
and red, and small hemorrhages may be observed. The condition is usually bilateral, 
contagious, and has seasonal predilection. 

Chief Signs. Thick, ropy, mucopurulent secretion; hot, heavy feeling in the eyes; 
contagious nature; duration 4 to 10 days; presence of the pneumococcus or Koch- 
Weeks bacillus in the smears. 

Acute Catarrhal Conjunctivitis (Acute Simple Conjunctivitis). Characteristics. 
The palpebral conjunctiva, usually bilaterally, and that of the fornix are a brilliant 
red color and are swollen. There is usually but slight congestion of the bulbar con- 
junctiva, but in severe cases this may become marked, with chemosis, small con- 
junctival hemorrhages, and edema of the lids. 

Chief Signs. Watery, mucoid, or mucopurulent discharge; itching, smarting, and 
photophobia, worse toward evening; duration, a few days. 
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Chronic Catarrhal Conjunctivitis (Chronic Simple Conjunctivitis). Characteris- 
tics. The conjunctiva of the lids is reddened and smooth. 

Chief Signs. Chronicity; slight secretion; itching, burning, smarting, and a sensa- 
tion of dryness, worse at night; heavy, sleepy feeling in the lids; blepharitis and epi- 
phora. 

Gonococcal Ophthalmia (Adult Purulent Conjunctivitis). Characteristics. The 
conjunctiva of the lids and fornix is intensely swollen, reddened, and uneven, and in 
severe cases it may be covered with a membranous deposit. There are great swelling, 
redness, and tenseness of the lids. The condition is usually unilateral. 

Chief Signs. History of contagion; constitutional disturbance; chemosis; smarting 
pain in the eye with dull aching in the brow and temple; secretion, at first serous, 
later profuse and purulent; frequently corneal ulceration; duration, 10 days to 2 
weeks; finding of the gonococcus in the smear. 

Ophthalmia Neonatorum (Infantile Purulent Conjunctivitis). Characteristics. 
There is at first a slight redness of the conjunctiva, rapidly succeeded by great cush- 
ionlike swelling of the lids, with intense chemosis and congestion of the conjunctiva. 
Both eyes are usually involved. The gonococcus is usually responsible, but non- 
gonorrheal cases occur. 

Chief Signs. Occurrence two or three days after birth; history of gonorrhea in the 
mother; profuse discharge of yellow or greenish-yellow pus; formation of a false 
membrane; duration, six to eight weeks; presence of gonococci in the smear. 

Phlyctenular Conjunctivitis. Characteristics. One or more small grayish elevations 
about the size of a millet seed (1 or 2 mm.) are present on the conjunctiva or cornea, 
frequently at the limbus, each surrounded by an area of hyperemia. 

Chief Signs. Occurrence in tuberculous and poorly nourished children; lacrima- 
tion; blepharitis, blepharospasm; photophobia; occurrence of phlyctenules in crops, 
each lasting a few days and healing without permanent changes; tendency to relapses. 

Traumatic Conjunctivitis. Characteristics. There is congestion of the palpebral 
conjunctiva due to the presence of a foreign body or as a result of trauma. 

Chief Signs. History of trauma. 

Ultraviolet Ray and Radiation Conjunctivitis. Characteristics. The findings are 
those of acute catarrhal conjunctivitis, but there is usually more pain, lacrimation, 
photophobia, and lid discomfort. There may be superficial corneal ulceration. 

Chief Signs. Presence of an etiologic factor (snow blindness, sunlamp burn, undue 
exposure to electric arc or bright light arcs, improper shielding from x-ray or ra- 
dium); superficial corneal ulcerations (see Acute Catarrhal Conjunctivitis above). 

Iritis. Characteristics. There is always circumcorneal injection, and with this pink 
zone there may be more or less conjunctival congestion. 

Chief Signs. Pain; photophobia; lacrimation, interference with vision; iris swollen, 
dull, lusterless, muddy; pupil contracted, sluggish, grayish, irregular in outline; tur- 
bidity of the aqueous humor; may be dustlike deposit on Descemet’s membrane. 

Acute Glaucoma. Characteristics. The ocular conjunctiva is markedly congested 
and chemotic, and the lids are swollen and edematous. 

Chief Signs. See page 85. 

Trachoma (Granular Conjunctivitis). Characteristics. The conjunctiva of the 
tarsus and fornix is reddened, thickened, and uneven on account of hypertrophy and 
the occurrence of granulations. The ocular conjunctiva is often somewhat congested. 

Chief Signs. May or may not be photophobia, lacrimation, itching and burning, 
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pain, and visual disturbance; may be swelling of the lids, narrowing of the palpebral 
fissure, drooping of the lids, mucopurulent discharge; presence of papules and granu- 
lations on the palpebral conjunctiva which finally become cicatrized. 

Asthenopia (Eyestrain). Characteristics. There is congestion of the conjunctiva 
and margins of the lids. 

Chief Signs. See page 75. 

Pannus. Characteristics. This consists of newly formed vascular tissue which usu- 
ally covers the upper part of the cornea. The affected portion is cloudy, grayish, and 
translucent, its surface uneven and vascularized, the blood vessels springing from 
the conjunctival vessels at the limbus. 

Acute Dacryocystitis (Lacrimal Conjunctivitis). Characteristics. The portions of 
the lid and conjunctiva adjacent to the inflamed lacrimal sac become reddened, swol- 
len, and brawny, and the condition may resemble erysipelas. 

Chief Signs. See page 71. 

Hay Fever. Characteristics. There may be a simple hyperemia of the palpebral 
conjunctiva with lacrimation and photophobia, or even an associated acute catarrhal 
conjunctivitis. 

Chief Signs. Seasonal occurrence (usually during pollination); fits of sneezing; 
headache; lacrimation; watery, copious, and continuous nasal discharge; general 
depression; may be cough; determination of sensitization by skin tests. 

Measles (Morbilli; Rubeola; Exanthematous Conjunctivitis). Characteristics. 
The characteristic symptoms of the invasion are those of a severe coryza, with red- 
ness of the eyes and lids, lacrimation, photophobia, sneezing and running of the 
nose, and cough. 

Chief Signs. See page 205. 

Acute Rhinitis (Common Cold; Acute Coryza). Characteristics. The conjunctiva 
may be injected in severe cases. There may be catarrhal conjunctivitis. 

Chief Signs. See page 164. 

Whooping Cough (Pertussis). Characteristics. In the catarrhal stage the child has 
the symptoms of an ordinary cold, with slight fever, injection of the eyes, running of 
the nose, and a bronchial cough. During the paroxysm of coughing the conjunctiva 
becomes deeply engorged, there may be subconjunctival hemorrhage, and the eye- 
balls protrude. 

Chief Signs. See page 388. 

Influenza (La Grippe; Grip). Characteristics. In the simple forms the disease sets 
in with coryza, and there is injection of the conjunctiva; acute catarrhal conjuncti- 
vitis may occur. 

Chief Signs. See page 91. 

Less Common Causes. Chronic arsenic poisoning; iodism; facial paralysis; ade- 
noids; meningitis; trigeminal neuralgia; pachymeningitis; episcleritis; brawny scleri- 
tis; influenza-bacillus conjunctivitis; pneumococcus conjunctivitis; scarlet fever; 
smallpox; chickenpox; purulent conjunctivitis of young girls; vernal conjunctivitis; 
follicular conjunctivitis; conjunctivitis nodosa; Parinaud’s conjunctivitis; angioma; 
St. Louis type of encephalitis; angular conjunctivitis; acne rosacea; catarrhal con- 
junctivitis of the newborn; membranous conjunctivitis (diphtheritic and nondiph- 
theritic) ; tularemia conjunctivitis; tuberculous conjunctivitis; allergic conjunctivitis; 
leprosy; typhoid fever; typhus fever; yellow fever; erythema multiforme bullosum 
(Stevens-Johnson syndrome). 
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SUBCONJUNCTIVAL HEMORRHAGE 
(Ecchymosis ) 


A blow in the eye, severe straining, and yomiting may occasion an extravasation 
of blood beneath the conjunctiva; the cause is obvious and the condition of little 
importance. Ecchymosis may arise without obvious cause, however, especially in 
elderly persons, and has been seen in young girls at the time of the menstrual epoch. 
It may occur also during severe conjunctival inflammations. 

Fracture of the Base of the Skull. Characteristics. In fracture involving the an- 
terior fossa of the skull, blood may travel along the floor of the orbit, and after a 
day or two appear in the lower lid and bulbar conjunctiva. 

Chief Signs. See Head Injury, page 106. 

Whooping Cough (Pertussis). Characteristics. During a paroxysm of coughing 
there are apt to be hemorrhages, such as ecchymosis of the conjunctiva, and even 
bleeding of tears of blood. 

Chief Signs. See page 388. 

Traumatic Asphyxia. Characteristics. Subconjunctival hemorrhage is the rule. 

Chief Signs. History of violent and sudden compression of the trunk; cyanosis of 
the head, neck, and shoulders, with deeper spots of the hemorrhage in the skin and 
mucous membranes; may be bleeding from the nose, mouth, and ears; brief or pro- 
longed unconsciousness; circulatory and respiratory depression; fall in blood pres- 
sure. 

Epilepsy. Characteristics. There may be subconjunctival ecchymosis and petechial 
hemorrhages scattered over the neck and chest following the convulsion if the attack 
has been severe. 

Chief Signs. See page 47. 

Arteriosclerosis. Characteristics. Subconjunctival hemorrhages may follow severe 
strain and may recur. 

Chief Signs. See page 9. 

Uremia (Absolute Renal Insufficiency). Characteristics. Recurring conjunctival 
and palpebral hemorrhages are fairly common. 

Chief Signs. See page 7. 

Less Common Causes. Diabetes mellitus; bacterial endocarditis; thrombosis of 
the cavernous sinus; yellow fever; scurvy; leptospirosis icterohemorrhagica; acute 
catarrhal conjunctivitis; malignant malaria; typhus fever. 


LACRIMATION AND EPIPHORA 


Lacrimation is an excessive secretion and discharge of tears; epiphora is an ab- 
normal overflow of tears down the cheek due to increased secretion, to stricture of 
the lacrimal passages which drain the tears off through the nose, or to the malposition 
of the punctum lacrimalia. 

Acute Catarrhal Conjunctivitis. Characteristics. In mild cases the secretion is wa- 
tery with some flakes of mucus. In running over the edges of the lids the secretion may 
excoriate the surrounding skin. 

Chief Signs. See page 78. 

Chronic Catarrhal Conjunctivitis. Characteristics. Epiphora is not uncommon, 
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due to eversion of the inferior punctum from blepharitis and eczema of the lower lids. 

Chief Signs. See page 79. 

Foreign Body in the Eye. Characteristics. The eye waters easily and profusely. 

Chief Signs. See page 76. 

Asthenopia (Eyestrain). Characteristics. There is lacrimation after use of the eyes, 
and they water upon the slightest irritation. 

Chief Signs. See page 75. 

Iritis. Characteristics. Lacrimation is severe in those cases of acute and violent 
onset. 

Chief Signs. See page 90. 

Keratitis. Characteristics. Lacrimation, pain, photophobia, blepharospasm, and 
interference with vision occur in inflammation of the cornea. Sometimes they are 
slight, or even absent, in ulcer of the cornea, but are usually present in the acute stage. 

Chief Signs. See page 84. 

Ectropion. Characteristics. The tears flow down over the cheek due to eversion 
of the punctum. They may cause excoriation and eczema of the lower lid. 

Chief Signs. See page 74. 

Chronic Dacryocystitis. Characteristics. The constant symptom is epiphora, in- 
creased by exposure to cold, wind, dust, smoke, etc. 

Chief Signs. Fullness in the region of the lacrimal sac; escape of viscid fluid from 
the punctum by pressure on the sac; chronicity. 

Blepharitis. Characteristics. Epiphora usually occurs. 

Chief Signs. See page 73. 

Hay Fever. Characteristics. Lacrimation is a prominent and distressing feature of 
the disease. 

Chief Signs. See page 80. 

Acute Rhinitis (Common Cold; Acute Coryza). Characteristics. Lacrimation oc- 
curs with a sensation of heat in and below the eyes. 

Chief Signs. See page 164. 

Measles (Morbilli; Rubeola). Characteristics. Increased lacrimation is one of the 
catarrhal symptoms of the invasion. 

Chief Signs. See page 20S. 

Influenza (La Grippe; Grip). Characteristics. The disease often sets in with the 
symptoms of an acute coryza, with lacrimation. 

Chief Signs. See page 91. 

Whooping Cough (Pertussis). Characteristics. In the catarrhal stage there is lac- 
rimation with other symptoms of an ordinary cold. 

Chief Signs. See page 388. 

Facial Paralysis. Characteristics. Watering of the eye on the affected side is some- 
times an early symptom and is caused partly by the loss of the compression power 
of the lid and partly by a falling away of the punctum. 

For causes see page 48. 

Chronic Alcoholism. Characteristics. The eyes are watery and the conjunctiva 
hyperemic and sometimes bile-tinged. 

Chief Signs. See page 39. 

Less Common Causes. Bronchial asthma; chlorosis; trachoma; Parinaud’s con- 
junctivitis; adenoids; iodism; brominism; mumps; stye; stenosis or obstruction of the 
punctum and canaliculi; tumor of the eyelid near the punctum; trigeminal neuralgia; 
typhus fever: facioscapulohumeral muscular paralysis; exophthalmic goiter; aribo- 
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flavinosis; radiation conjunctivitis; gonorrheal ophthalmia (early); epidemic kerato- 
conjunctivitis; fascicular keratitis; vernal conjunctivitis; arsenic poisoning; mercury 
poisoning; neurotic lacrimation; cicatricial ectropion; histaminic cephalalgia; phlyc- 
tenular keratitis; congenital facial diplegia; Gradenigo’s syndrome; hypocalcemia; 
malignant nasopharyngeal tumors; osteomyelitis of the sphenoid bone; paroxysmal 
lacrimation; auriculotemporal syndrome; interstitial keratitis; episcleritis; scleritis; 
sympathetic ophthalmitis; entropion. 


MUCOPURULENT OR PURULENT DISCHARGE FROM THE 
CONJUNCTIVA 


Acute Catarrhal Conjunctivitis (Acute Simple Conjunctivitis). Characteristics. 
In mild cases the secretion is watery, with some flakes of mucus; later it is mucoid. 
In severe cases it is mucopurulent or even purulent. 

Chief Signs. See page 78. 

Acute Contagious Conjunctivitis (Pink-Eye). Characteristics. There is a profuse 
discharge of a thick, ropy secretion, which may be gathered into long strings of muco- 
pus. Later the discharge may become distinctly purulent. 

Chief Signs. See page 78. 

Gonococcal Ophthalmia (Adult Purulent Conjunctivitis). Characteristics. The 
secretion is at first serous, but soon a profuse purulent discharge appears which 
escapes continuously from between the lids. 

Chief Signs. See page 79. 

Ophthalmia Neonatorum (Infantile Purulent Conjunctivitis). Characteristics. The 
discharge, which at first is slightly turbid, soon changes to a yellow or greenish-yellow 
pus and is secreted in great quantities. 

Chief Signs. See page 79. 

Trachoma (Granular Conjunctivitis). Characteristics. Occasionally the invasion is 
acute and accompanied by marked inflammatory symptoms and a profuse purulent 
discharge. In the more chronic forms there may be a variable amount of mucopuru- 
lent discharge, usually scanty. 

Chief Signs. See page 79. 

Less Common Causes. Diphtheritic conjunctivitis; abscess of the sac; inclusion 
blennorrhea; angular conjunctivitis; purulent conjunctivitis of young girls; fascicular 
keratitis (mucopurulent). 


SWELLING OR CHEMOSIS OF THE CONJUNCTIVA 


Gonococcal Ophthalmia (Adult Purulent Conjunctivitis). Characteristics. There 
is intense congestion and chemosis of the conjunctiva, forming a hard ring about the 
cornea. 

Chief Signs. See page 79. 

Suppurative Iridochoroiditis (and Panophthalmitis ). Characteristics. Chemosis is 
marked and is accompanied by intense conjunctival congestion and swelling of the 
lids, and there is much pain. 

Chief Signs. May be history of a wound, injury, or infection; fever, chills, nausea, 
and vomiting; tenderness of the globe; haziness of the cornea; inflammation of the 
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iris and ciliary body; may be hypopyon; loss of vision; ophthalmoscopy (revealing a 
mass of exudation behind the lens in the vitreous if the anterior chamber is trans- 
parent). 

Acute Glaucoma. Characteristics. The ocular conjunctiva is markedly congested 
and chemotic. 

Chief Signs. See page 85. 

Orbital Cellulitis (Phlegmon of the Orbit). Characteristics. There is hyperemia 
and edema of the lids and chemosis of the conjunctiva. 

Chief Signs. See page 70. 

Maxillary Sinusitis (Antritis; Empyema of the Antrum of Highmore). Character- 
istics. There may be marked edema of the lids and chemosis of the conjunctiva. 

Chief Signs. See page 55. 

Iritis. Characteristics. In severe cases there may be distention of the posterior con- 
junctival vessels and slight chemosis of the conjunctiva. 

Chief Signs. See page 90. 

Acute Contagious Conjunctivitis (Pink-Eye). Characteristics. Sometimes the bul- 
bar conjunctiva is chemotic, and it is always brightly injected. 

Chief Signs. See page 78. 

Less Common Causes. Conjunctivitis (all severe acute forms) ; ophthalmia neona- 
torum; sphenoid sinusitis; cavernous sinus thrombosis; angioneurotic edema; paraly- 
sis of the external rectus (overlying the conjunctiva); iodism; urticaria; mumps; 
nephritis; ariboflavinosis; suppurative endophthalmitis (purulent uveitis); anemia; 
ethmoid sinus tumor; frontal lobe abscess; orbital aneurysm; malignant nasopharyn- 
geal tumor (brawny edema); trichinosis; serum sickness; chronic orbital myositis 
(orbital pseudotumor); herpes zoster ophthalmicus; hemorrhagic malaria; orbital 
tumor. 


OPAQUE, HAZY, OR STEAMY CORNEA 


Arcus Senilis. Characteristics. This is an opaque, ill-defined grayish, partial or 
complete ring at the circumference of the cornea. It is due to a deposit of fatty gran- 
ules and usually occurs in the elderly. 

Chief Signs. Advanced years; dryness of the skin; thinness and grayness of the 
hair; arteriosclerosis; general feebleness. 

Interstitial or Parenchymatous Keratitis. Characteristics. One or more grayish 
spots of infiltration appear on the cornea, either centrally or peripherally, and spread 
over the cornea, involving the entire area, The surface of the cornea is then steamy 
and resembles ground glass. Deep-seated blood vessels appear and invade the cornea. 
The condition is usually bilateral. 

Chief Signs. Occurrence between 5 and 15 years in congenital syphilitics; photo- 
phobia, lacrimation, pain, and interference with vision; duration, several months, 
with clearing up of the infiltration, sometimes followed by posterior synechiae, 
changes in the iris and choroid, opacities of the vitreous, occlusion of the pupil, 
opacity. 

Phlyctenular Keratitis. Characteristics. One or more small grayish or yellowish 
nodules appear on the cornea with some cloudy haze about them and break down, 
forming superficial ulcers. 

Chief Signs. Occurrence in scrofulous and poorly nourished children; local con- 
gestion, photophobia, and blepharospasm; healing with or without scar formation. 
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Ulcer of the Cornea. Characteristics. An ulcer begins with a dull, grayish or gray- 
ish-yellow infiltration of a circumscribed portion of the cornea; suppuration takes 
place, with loss of substance. There is nearly always grayish infiltration of the cornea 
surrounding the ulcer and considerable ciliary injection. 

Chief Signs. Pain, photophobia, lacrimation, and blepharospasm; green staining 
of the ulcer with fluorescin (2 per cent); may be inflammation of neighboring struc- 
tures; may be hypopyon; may be perforation, healing with opacity, bulging of the 
cornea. 

For forms of ulcers of the cornea, see page 86. 

Acute Glaucoma. Characteristics. The cornea is cloudy or steamy due to edema, 
often presents punctate opacities, and is insensitive. There is pronounced circum- 
corneal injection of a dark red color, and the episcleral veins are prominent. 

Chief Signs. Prodromal stage of foggy vision; acute onset with rapid failure of the 
sight, severe pain in the eye, and headache; lids swollen and edematous; chemosis of 
the conjunctiva; shallow anterior chamber; pupil dilated, oval, and immobile; iris 
congested, discolored, and dull; clouding of the media; increased tension. 

Acute Iritis (Iridocyclitis). Characteristics. There may be a dustlike deposit on 
Descemet’s membrane (keratitis punctata). In suppurative iridocyclitis the cornea is 
cloudy. 

Chief Signs. See page 90. 

Acne Rosacea Keratitis. Characteristics. In the early stages there are pseudophlyc- 
tenules near the limbus with vascularization and infiltrates at the corneal margin. 
Rosaceal infiltrates form cloudy gray areas which are prone to ulcerate. 

Chief Signs. See page 60. 

Cicatrization of Corneal Ulcers. Characteristics. According to its density, the 
corneal opacity resulting from ulceration is called nebular when faint and cloudlike, 
macular when appreciable as a gray spot, and leukoma when dense and white. When 
the iris is attached to the scar tissue the condition is spoken of as adherent leukoma, 
the result of anterior synechia. There may be considerable visual disturbance. 

For causes see below. 

Less Common Causes. Lagophthalmic keratitis, neuroparalytic keratitis; kerato- 
malacia; vesicular keratitis (herpes corneae) ; superficial punctate keratitis; keratitis 
profunda (complicating smallpox, herpes zoster ophthalmicus, chickenpox, mumps, 
malaria, influenza) ; sclerosing keratitis; band-shaped keratitis; vitamin A deficiency; 
keratitis sicca (filamentary keratitis) ; pemphigus, nummular keratitis; spring catarrh; 
neuropathic keratitis (herpes febrilis, injury to the Gasserian ganglion, Berpesscs\c 
ophthalmicus ) ; myxedematous keratitis; pterygium; familial keratitis; Fuch’s epi- 


thelial dystrophy; psoriasis. 


SYMPTOMATIC KERATITIS 


Congenital Syphilis (Hereditary Syphilis). Characteristics. In the later stages in- 
terstitial keratitis is apt to occur. 

Chief Signs. See page 41. 

Cerebrospinal Meningitis. Ch 
there is neuritis of the fifth crania 
keratitis may follow with ulceration. 


aracteristics. If the Gasserian ganglion is affected or 
| nerve, trophic changes occur in the cornea, and 
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Chief Signs. See page 8. 

Tuberculous Cervical Adenitis (Scrofula). Characteristics. Phlyctenular keratitis 
and conjunctivitis are very common. 

Chief Signs. See page 303. 

Less Common Causes. Measles; malaria; rickets; diabetes; exophthalmic goiter; 
scarlet fever; pneumonia; typhoid fever; chickenpox; smallpox; typhus fever; leprosy; 
cholera; trigeminal paralysis; tumor of the orbit; starvation; vitamin A deficiency 
(xerophthalmia and keratomalacia); psoriasis; pemphigus; mumps; influenza; acne 
rosacea; acquired syphilis; trachomatous pannus; chronic conjunctivitis; chemical 
and mechanical injury; herpes zoster ophthalmicus; trypanosomiasis; myxedema; 
diphtheria; brucellosis; vaccination encephalomyelitis; lymphogranuloma venereum; 
Sjégren’s syndrome; Wegener’s syndrome. 


ULCERS OF THE CORNEA 


Ulcers of the cornea are usually found in adult and aged individuals, phlyctenular 
ulcers being the only ones common in children. They occur often in individuals in 
whom the general health is poor. The process is essentially one of infection due to a 
variety of exciting causes such as trauma, conjunctivitis, corneal exposure, or nu- 
tritional deficiency and acute infectious diseases. There are several clinical forms: 
simple or catarrhal, purulent or deep, transparent or indolent, infected or sloughing, 
marginal or annular, rodent or creeping (Mooren’s ulcer), herpetic, dendriform, 
atheromatous, and others. 

Trauma. Characteristics. The ulcer is usually simple. This form is small and super- 
ficial, with symptoms of slight or severe irritation, no tendency to perforation, and 
terminating in uncomplicated healing. 

Chief Signs. History of corneal injury (scratch, foreign body, misplaced cilia, 
operation ). 

Gonococcal Ophthalmia (Adult Purulent Conjunctivitis ). Characteristics. Corneal 
ulceration is a frequent and important complication, This begins with a circumscribed 
grayish infiltration, becoming yellow and breaking down. The ulcers vary in situation, 
size, and course. They may be central or marginal; the latter may be confluent, so as 
to form an annular ulcer. The ulcers may perforate, causing adherent leukoma, 
staphyloma, and other sequelae. 

Chief Signs. See page 79. 

Trachoma (Granular Conjunctivitis). Characteristics. Ulcers of the cornea occur 
with or without pannus and are usually near the center of the cornea. They heal leav- 
ing opacities. Occasionally the ulcer is dendritic (a long central stem with long linear 
ramifications ). 

Chief Signs. See page 79. 

Phlyctenular Keratitis. Characteristics. Ulceration takes place in the grayish nod- 
ules. The infiltrations and subsequent ulcers are usually superficial and heal, as a rule, 
without permanent opacities. 

Chief Signs. See page 79. 

Acute Catarrhal Conjunctivitis (Acute Simple Conjunctivitis). Characteristics. In 
severe cases small, grayish infiltrations (catarrhal ulcers) may form at the corneal 
margin. The coalescence of a number of these may form a marginal ulcer, which is 
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usually unimportant, superficial, and heals readily, but occasionally becomes deep 
and serious. 

Chief Signs. See page 78. 

Less Common Causes. Chronic catarrhal conjunctivitis; ophthalmia neonatorum; 
diphtheritic conjunctivitis; dacryocystitis; glaucoma; variola; measles; chickenpox; 
pneumonia; scarlet fever; tuberculosis; typhoid fever; cholera; malaria; keratomala- 
cia; trigeminal paralysis; tularemia (oculoglandular form); acne rosacea; pemphi- 
gus; epidermolysis bullosa; psoriasis; smallpox; herpes febrilis; leprosy. 


PROTRUSION OF THE CORNEA 


Staphyloma of the Cornea. Characteristics. This is a bulging cicatrix, lined by pro- 
lapsed iris, a sequela of perforation or corneal ulcer. It may involve the whole or only 
part of the cornea. In shape it may be globular, conical, or lobulated. Its color is 
whitish with bluish areas, or it may be all white or all blue. 

Chief Signs. History of corneal ulcer with perforation; increased tension; reduc- 
tion of vision or blindness. 

Keratectasia. Characteristics. This is a protrusion of the cornea following inflam- 
mation of the cornea without perforation; the bulging portion is opaque. 

Chief Signs. History of corneal ulcer, pannus, or interstitial keratitis; marked re- 
duction of vision. 

Keratoconus (Conical Cornea). Characteristics. A noninflammatory conical pro- 
trusion of the center of the cornea exists, due to a gradual atrophic thinning, in 
consequence of which the cornea is unable to resist the normal intraocular pressure. 

Chief Signs. Bilaterality; development in young adults; detection by lateral exam- 
ination, or by the shadow test if slight; distortion of the fundus picture; may be pro- 
gressive for years, then stand still; may be slight opacities at the apex; disturbance of 
vision. 

Keratoglobus. Characteristics. This is a globular protrusion and enlargement of 
the cornea which may be a familial or hereditary condition. It is sometimes associated 
with infantile or juvenile glaucoma. 

Chief Signs. Occurrence in early childhood; bilaterality; increase of intraocular 
tension; dilated pupils; atrophied and tremulous iris; thinned and bluish sclera; deeply 
excavated disk; reduction of vision which may progress to blindness but sometimes 
stops spontaneously. 


ABOLITION OF THE CORNEO-CONJUNCTIVAL REFLEX 


Normally the eyelids should wink when the cornea or the conjunctiva is touched. 
In states of coma the reflex is absent. 

Hysteria. Characteristics. The corneal reflex may be diminished, but if tested by 
blowing upon the eye of the anesthetic side both eyes blink. This is often associated 
with diminution or loss of the pharyngeal or palatal reflex, amaurosis, amblyopia, 
visual field changes, blepharospasm, and accommodation-convergence anomalies. 
Bilateral absence of the corneal reflex has also been described. 

Chief Signs. See page 42. 

Acute Glaucoma. Characteristics. In the active stage the cornea is cloudy or steamy 
and is insensitive from pressure upon the nerve filaments by edema. 
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Chief Signs. See page 91. 

Facial Paralysis. Characteristics. The reflex is abolished, except in central paraly- 
sis, and the regular involuntary blinking of health no longer occurs on the paralyzed 
side. 

For causes of, see page 48. 

Cerebellopontine Angle Tumor (Acoustic Neuroma). Characteristics. The corneal 
reflex is often absent on the affected side. It is rarely absent in the contralateral eye. 

Chief Signs. Steady progressive unilateral deafness; homolateral incomplete facial 
nerve palsy; unsteady gait; loss of taste; vocal cord paralysis; dysphagia; positive 
Romberg sign; nystagmus; headache; papilledema. 

Chronic Subdural Hematoma. Characteristics. There may be loss of corneal reflex 
on the side of the lesion. 

Chief Signs. See page 9. 

Posterior Inferior Cerebellar Artery Syndrome. Characteristics. The reflex is abol- 
ished as a result of the lesion produced in the dorsolateral portion of the medulla 
with consequent interference with the descending sensory root of the trigeminal 
nerve. 

Chief Signs. Nystagmus; vertigo; homolateral soft palate, pharyngeal and laryngeal 
paralysis; analgesia and thermanesthesia over the homolateral side of the face; 
analgesia and thermanesthesia over the contralateral side of the body below the 
face; cerebellar ataxia of the homolateral arm; homolateral miosis and ptosis. 

Less Common Causes. Neurasthenia; diabetes; exophthalmic goiter; herpes fa- 
cialis; hemiplegia (affected side); cerebrospinal meningitis; trigeminal paralysis; 
tuberculous meningitis (paralytic stage); brominism; vitimin A deficiency; Meniere’s 
disease; opticochiasmatic arachnoiditis; orbital syphilis; orbital tumor; high cervical 
cord tumor; gummatous basal meningitis; skull fracture. 


PEARLY SCLERA 


In all cases of anemia, whether primary or secondary, the scleras are pearly white 
or bluish and covered by pale pink conjunctivas. In the child the sclera often has a 
pearly bluish-white color because its thinness allows the dark pigment of the choroid 
to show through. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The whites of the eyes 
may be abnormally bright and glistening. 

Chief Signs. See page 41. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In advanced cases 
the scleras are pearly, the eyes have a peculiar luster, the pupils are dilated, and the 
appearance is one of appealing. 

Chief Signs. See page 33. 

Chronic Glomerulonephritis. Characteristics. The scleras are usually bluish and 
pearly, due to the associated anemia. 

Chief Signs. See page 51. 

Nephrosis. Characteristics. The skin and scleras present a clear bluish-white color 
in spite of the fact that anemia may not exist. 

Chief Signs. See page 51. 

Less Common Causes. Addison’s disease. 
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Ochronosis. Characteristics. There may be symmetrical black patches on the 
sclerotics. 

Chief Signs. Congenital when due to alkaptonuria, sometimes familial; history of 
prolonged use of carbolic acid on ulcers when acquired; bluish-gray discoloration 
about the knuckles and tendons of the hands and feet, cartilages of the ears, and 
widespread pigmentation of the skin; no impairment of health; alkaptonuria or car- 
boluria. 

Argyrosis. Characteristics. A purple brown or slaty colored staining of the con- 
junctiva is present due to prolonged use of preparations containing silver salts. 


BRIGHT BLUE SCLERA 


Osteogenesis Imperfecta, Congenita, and Tarda (Fragilitas Ossium). Character- 
istics. The scleras are bright blue. 

Chief Signs. Familial history; presence at birth or in fetal life; marked fragility of 
all of the bones; may be bent and deformed extremities; defective development of 


the cranium; nerve deafness. 
Less Common Causes. Periosteal dysplasia; fetal rickets; marble bones (Albers- 


Schénberg disease); oxycephaly; dark-skinned infants. 
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PAIN IN THE EYEBALLS 
(See also Photophobia, page 124.) 


Eyestrain (Errors of Refraction; Muscle Imbalance). Characteristics. Pain, fa- 
tigue, and discomfort referred to the eyes or above the eyes is common, even in 
minor degrees of hyperopia or astigmatism, after the use of the eyes. With advancing 
years presbyopia is also a common cause of this complaint. In muscular asthenopia, 
there is also pain, often over the insertion of the affected muscle, and especially 
marked when the eye is suddenly moved in the direction of its action. These symp- 
toms are regularly worse at night when the patient is tired, or when artificial illumina- 
tion is employed. 

Chief Signs. Pain in the eyes and headache, aggravated by use and close work; 
fatigue after use of the eyes; drowsiness; lacrimation, photophobia, congestion, itch- 
ing and burning; vertigo; reflex symptoms (nausea, facial spasm, migraine); ocular 
examination (revealing error of refraction, especially astigmatism and hyperopia, or 
muscular imbalance ); relief after rest or correction of the error. 

Conjunctivitis (In General). Characteristics. Various sensations akin to pain occur 
according to the form and severity of the inflammation, such as burning, smarting, 
heaviness, and a sensation as of a foreign body in the eye. 

For various forms of conjunctivitis, see page 78. 

Keratitis (In General). Characteristics. Pain is a frequent subjective symptom, 
accompanied by photophobia, blepharospasm, lacrimation, and interference with 
vision. 

Chief Signs. See page 84. 

Ulcer of the Cornea. Characteristics. Pain may be severe, slight, or even absent. 

Chief Signs. See page 86. 

Trauma of the Eye. Characteristics. Wounds and burns of the eye are very painful. 

Foreign Body in the Eye. Characteristics. There is severe pain and irritation, 
quickly relieved by the removal of the cause. 

Iritis. Characteristics. The pain is often severe, referred to the eyeball itself, radi- 
ating to the forehead and temple, and worse at night. It is sometimes accompanied 
by tenderness of the eyeball, a symptom pointing to involvement of the ciliary body. 

Chief Signs. Pain; photophobia; lacrimation; interference with vision; the iris 
swollen, dull, lusterless, and muddy; the pupil contracted, sluggish, grayish, irregular 
in outline; turbidity of the aqueous humor; may be a dustlike deposit on Descemet’ S 
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membrane; presence of an etiololgic factor (syphilis, gonorrhea, focal infection, 
septic infection, brucellosis, diabetes, tuberculosis, trauma, and others). 

Acute Glaucoma. Characteristics. There is severe pain in the eye, radiating along 
the branches of the fifth nerve and causing violent headache. It is sometimes so in- 
tense as to occasion nausea, vomiting, general depression, and febrile disturbance. 

Chief Signs. Prodromal stage of foggy vision; acute onset with rapid failure of 
sight, severe pain in the eye, and headache; the lids swollen and edematous; chemosis 
of the conjunctiva; shallow anterior chamber; the pupil dilated, oval, immobile; the 
iris congested, discolored, and dull; clouding of the media; increased tension. 

Suppurative Iridochoroiditis (and Panophthalmitis). Characteristics. There is 
severe pain in the affected eye. 

Chief Signs. See page 83. 

Acute Retrobulbar Neuritis. Characteristics. Pain is felt in the affected orbit and is 
aggravated by movements of the eye and upon pressing the eye backward. It is ac- 
companied by severe unilateral headache. 

Chief Signs. Rapid impairment of sight, beginning in the center of the field and pro- 
gressing in the course of a week to partial or complete blindness; absence of external 
signs; ophthalmoscopy (hyperemia of the disk and haziness of the margins and dis- 
tention of the retinal vessels); usually recovery. 

Orbital Cellulitis (Orbital Phlegmon). Characteristics. There is violent pain in 
the orbit, increased by pressure upon the eyeball. 

Chief Signs. See page 70. 

Sphenoid Sinusitis. Characteristics. Deep-seated pain behind the eyes and astheno- 
pia are often complained of. Sphenoid sinusitis is usually associated with ethmoiditis. 

Chief Signs. See page 2. 

Influenza (La Grippe; Grip). Characteristics. There is usually complaint of pain 
in the eyes, referred rather to the backs of the eyes than to the eyes themselves. Move- 
ment of the eyes is painful. 

Chief Signs. Acute onset with severe headache and pain in the back and limbs; 
chills and sweats; fever lasting from three to five days, bronchitis with scattered rales 
in the lungs. 

Migraine (Hemicrania). Characteristics. The headache may begin as pain in the 
eyeballs, or in the temple or forehead, but gradually spreads to involve the entire side 
of the head. 

Chief Signs. See page 5. 

Less Common Causes. Trigeminal neuralgia; coryza; tabes dorsalis; orbital peri- 
ostitis; herpes zoster ophthalmicus; entropion; measles; typhoid fever; smallpox; 
secondary syphilis; malaria; typhus fever; tenonitis; cavernous sinus thrombosis; 
ethmoiditis; maxillary sinusitis; episcleritis; scleritis; staphyloma; iridocyclitis; sym- 
pathetic ophthalmitis; suppurative endophthalmitis; intraocular tumor; papillitis; 
trichiasis; acute dacryocystitis. 


FIXED OR IMMOBILE EYEBALLS 


(The eyes do not move in any direction. ) 


There may be merely a temporary fixation of the eyeballs due to spasm, a more or 
less permanent immobility due to simultaneous affection of the third, fourth, and 
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sixth cranial nerves (ophthalmoplegia), which is rare; or a fixation due to some 
mechanical factor. 

Major Epilepsy. Characteristics. The eyes are often fixed and staring during the 
aural period of grand mal. 

Chief Signs. See page 47. 

Minor Epilepsy (Petit Mal). Characteristics. The minor fit may take the form of 
sudden cessation of current activities, fixation of the eyes, and slight pallor of the face. 

Chief Signs. See page 38. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Occasionally all of the mus- 
cles of the eye are paralyzed, often only transiently. 

Chief Signs. See page 94. 

Bulbar Paralysis. Characteristics. In some cases the disease affects the upper 
cranial nerve nuclei as well as the lower (usually the fifth, seventh, eleventh, and 
twelfth), giving rise to a chronic ophthalmoplegia, often limited to the external mus- 
cles of the eye but sometimes affecting the pupillary muscles as well. 

Chief Signs. See page 44. 

Cavernous Sinus Thrombosis. Characteristics. There is a gradual involvement of 
the third, fourth, and sixth cranial nerves as they course through the sinus, causing 
partial and later complete ophthalmoplegia. 

Chief Signs. See page 101. 

Symblepharon. Characteristics. The adhesion of the eyelid to the eyeball may be so 
extensive as to practically fix the eye. 

Chief Signs. See page 75. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The protruding, staring 
eyeballs merely appear to be fixed. External ophthalmoplegia may be seen as a result 
of localized muscle lesions. 

Chief Signs. See page 100. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. In some cases 
all of the nerves innervating the external ocular muscles (third, fourth, and sixth) 
are affected, causing ophthalmoplegia, usually associated with other nerve palsies. 

Chief Signs. See page 11. 

Ophthalmoplegia Externa. Characteristics. In this rare affection there is a chronic 
degeneration of the nuclei of the third, fourth, and sixth cranial nerves, causing a 
paralysis of the external ocular muscles. The course is slow, chronic, bilateral, usu- 
ally commences with ptosis, and may progress to complete immobility of the eyeballs. 

Chronic Progressive Ophthalmoplegia (Ophthalmoplegia Totalis). Characteris- 
tics. Rarely a progressive degeneration of the oculomotor nuclei may result in com- 
plete immobility of the eyeballs with loss of pupillary action. Bulbar paralysis may 
also develop. 

Less Common Causes. Basal meningitis (syphilitic) ; basilar tumor; general pare- 
sis; multiple neuritis; neurasthenia (transient); progressive muscular atrophy; en- 
cephalitis; orbital abscess; orbital tumor; hemorrhage; tenonitis; myasthenia gravis; 
Korsakoff’s syndrome (as regards upward or downward motion); carotid cavernous 
sinus fistula; tumor involving the cavernous sinus; pituitary tumor; lead poisoning; 
botulism; carbon monoxide poisoning; alcohol poisoning; diphtheria; influenza; 
measles; Wernicke’s polioencephalitis superior; tetanus; congenital ophthalmoplegia; 
ethmoid sinus osteoma; infectious mononucleosis; leukemia; orbital syphilis; acute 
ascending paralysis. 
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Squints are classified, according to their direction, into convergent, divergent, and 
altitudinal; and, according to their cause, into paralytic and nonparalytic (concomi- 
tant). The diagnosis between paralytic and nonparalytic strabismus is usually easy. 
In the former, the convergence or divergence of the eyes is not constant in amount in 
all directions, as the farther the eyes are moved in the direction of the line of action 
of the paralyzed muscle the greater will be the deviation from parallelism; in fact, the 
Squint may be evident only when the patient looks in the direction of the paralyzed 
muscle; diplopia is usually present. In a concomitant squint, the eyes always bear the 
same relative position to each other in whatever direction they are turned, and the 
squint may be periodic or constant; the visual image is single. 

Hyperopia (Farsightedness). Characteristics. This condition is generally associ- 
ated with an internal or convergent squint, especially in early childhood in a patient 
whose fusion sense is deficient. In high degrees there may be an apparent external 
squint. 

Chief Signs. Congenital and often hereditary; may be asthenopia (headache, pain, 
congestion, blurring of vision) ; farsight good, nearsight bad; spasm of accommoda- 
tion; subjective test with test types and test lenses; ophthalmoscopy and retinoscopy. 

Myopia (Nearsightedness). Characteristics. In high degrees there may be a con- 
vergent squint, but if the effort to converge is given up, divergent squint results. 

Chief Signs. May be a hereditary tendency; acquisition at an early age in ex- 
cessively and improperly used eyes; indistinct vision for distance; asthenopia; sluggish 
facies; prominence of the eyeballs; deep anterior chamber; dilated pupils; subjective 
test with test types and test lenses; ophthalmoscopy (crescent) and ophthalmoscopic 
tests; retinoscopy. 

Anisometropia (Marked Inequality of Refraction). Characteristics. In high de- 
grees concomitant squint often develops. 

Chief Signs. Asthenopia; examination and comparison of refraction in the two 
eyes. 

Imperfect Vision in One Eye (Congenital Amblyopia; Opacities of the Cornea or 
Lens; Intraocular Disease). Characteristics. There is usually a divergent concomitant 
strabismus. 

Chief Signs. Ocular examination and symptoms due to the primary condition. 

Heterophoria (Muscle Imbalance). Characteristics. The eyes have a constant 
tendency to deviate, but are usually forced into simultaneous fixation of an object by 
special exertion. If this effort were not made, there would be a slight deviation and 
double images. When one eye is covered, the eye will deviate, its direction represent- 
ing the position of rest. Sometimes the patient complains of one eye turning in or out. 

Chief Signs. Asthenopia (headache, various neuralgias, pain in the eyes, mental 
dullness, indistinct or blurred vision, diplopia, vertigo, irritable condition of the lids) ; 
candle flame, black spot, and other tests for muscle insufficiency. 

Cerebral Syphilis (Meningovascular Syphilis). Characteristics. This disease is the 
cause of almost one half of the cases of paralytic strabismus. The third nerve is 
most commonly affected, usually partially, with paralysis of single muscles, often 
accompanied by ptosis and pupillary changes. The sixth nerve is also commonly 
affected, usually unilaterally; this causes paralysis of the external rectus, and is easily 
recognized by the inability to turn the eye outwards beyond the midpoint, diplopia 
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and squint resulting on attempting this movement. The fourth nerve, controlling the 
superior oblique, is less frequently affected; squint and diplopia develop on looking 
outwards and downwards. To detect paralysis of the ocular muscles, the patient is 
made to follow the examiner’s finger with his eyes, as he moves it alternately, up, 
down, to the right, and to the left, and from a distant point toward the patient’s nose 
(convergence ). 

Chief Signs. History of syphilis (two to five years before ); mental symptoms (from 
fretfulness to dementia) ; insomnia; attacks of somnolence; vertigo; headache; vomit- 
ing; cranial nerve palsies (especially the second, third, and sixth); may be epilepti- 
form attacks, transient aphasia, or paralysis; positive serology; spinal fluid (positive 
serology, lymphocytosis, increased globulin, colloidal gold luetic curve). 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. Paralysis of one or 
other ocular muscles is common and may result in diplopia with paralytic squint. In 
the first stage (irritation period) slight squint is often present, with photophobia, 
nystagmus, and contracted pupils. In the second stage (that of increasing intracranial 
pressure) the pupils are dilated or unequal with altered light reaction; there is squint, 
incoordination of the ocular movements, ptosis, and early optic neuritis. 

Chief Signs. Insidious onset, change of disposition, irregular pulse and fever, signs 
of meningeal irritation; palsies, coma; discovery of a tuberculous focus; spinal fluid 
(lymphocytosis, tubercle bacilli, increased pressure ). 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Temporary paralysis or 
paresis of an external ocular muscle is not uncommon in the early stages. Permanent 
paralysis or paresis of one sixth nerve or one third nerve is frequently observed. 
Temporary paralysis of the third nerve always results in a permanent loss of the 
pupillary light-reflex. Ptosis, unilateral or bilateral, but characteristically bilateral and 
incomplete, is the earliest and most common ocular sign. 

Chief Signs. History of syphilis (6 to 15 years previous) ; lightning pains; absence 
of the knee jerks; Argyll Robertson pupils; Romberg’s sign; later ataxic gait; sensory 
changes; trophic lesions; hypotonia; visceral crises; difficulty in micturition; optic 
atrophy; ocular palsies; positive serology; spinal fluid examination (positive serology, 
increased globulin, lymphocytosis, colloidal gold tabetic curve). 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. Strabismus is a 
frequent and important symptom. 

Chief Signs. Acute onset, high fever, delirium; vomiting; convulsions; retraction of 
the head and neck; Kernig’s and Brudzinski’s signs positive; lumbar puncture (cloud- 
iness, pleocytosis, presence of the meningococcus). 

Brain Tumor. Characteristics. Oculomotor paralyses are sometimes caused by 
meningiomas arising from the sphenoid ridge. If a growth of the pituitary presses 
backwards and upwards, exophthalmos and oculomotor paralyses may result. Supra- 
sellar tumors (adenomas, meningiomas, craniopharyngeomas, chordomas, gliomas 
of the chiasm and optic nerve) extending upward and backward will frequently pro- 
duce ocular palsies. Basilar tumors often affect the abducens, trochlear, and oculo- 
motor nerves producing unilateral ophthalmoplegia. In tumors of the cerebellopon- 
tine angle paralysis of the sixth nerve is frequently observed. Tumors of the temporal 
lobe as they extend will herniate through the incisura tentorii and may cause pressure 
on the anterior pons giving extensive oculomotor palsy. Tumor of the corpora quad- 
rigemina is localized with comparative ease by the combination of bilateral ptosis 
with weakness of the upward and downward movements of the eves and feebleness 
of convergence. Involvement of the third nerve and less frequently the fourth are 
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early symptoms of tumors of the pons and brainstem. Tumors of the fourth ventricle 
and cerebellar tumors frequently produce abducens nerve paralysis. 

Chief Signs. Vomiting, often early and constant (especially in cerebellar and pon- 
tine growths ), not related to food, unaccompanied by nausea, and may be projectile; 
optic neuritis (choked disk, papillitis) usually bilateral; vertigo; may be mental or 
emotional changes; may be convulsions; slow pulse; localizing symptoms; x-ray. 

Pontine Hemorrhage. Characteristics. When in the lower portion of the pons, there 
is crossed paralysis with conjugate deviation away from the lesion. 

Chief Signs. See page 96. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Strabismus is 
one of the most common symptoms, the third nerve being the most commonly affec- 
ted, and often exclusively. The squint is often accompanied by inequality of the 
pupils and ptosis. The fourth and sixth nerves may be paralyzed. The ocular disturb- 
ances are frequently bilateral, the paresis usually partial (involving more than one 
or only part of one neuromuscular group), and the palsies have a tendency to altera- 
tion, in some instances from day to day. 

Chief Signs. See page 11. 

Cerebral Vascular Disturbances. Characteristics. Obstruction of the posterior 
cerebral artery may produce the inferior red nucleus syndrome (third nerve involve- 
ment with cerebellar hemiplegia). The peduncle syndrome as a result of such arterial 
involvement consists of more or less complete third nerve paralysis with various 
motor disturbances (Weber and Benedikt syndromes, see Brainstem Tumors, page 
64). Vascular lesions of the arterial branches in the pons and medulla oblongata may 
give rise to crossed hemiplegia and paralysis of the sixth and seventh nerves on the 
side of the lesion (Millard-Gubler syndrome). 

Chief Signs. Those of the particular syndrome. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Muscle palsies may in- 
volve any or all of the extraocular muscles. The muscle palsies are usually incomplete 
and are changeable in degree. 

Chief Signs. See page 100. 

Postdiphtheritic Paralysis. Characteristics. Next to paralysis of the palate the most 
common involvement is paralysis of the eye muscles, intrinsic and extrinsic. There 
may be strabismus, ptosis, and loss of power of accommodation. The strabismus is 
perhaps due most often to paralysis of the sixth cranial nerve, which supplies the 
rectus lateralis muscle. 

Chief Signs. History of diphtheria two to three weeks previous; may be palatal 
paralysis (nasal tone of voice, regurgitation, dysphagia); may be multiple neuritis; 
insular sclerosis. 

Ophthalmoplegic Migraine (Recurrent Oculomotor Paralysis). Characteristics. 
Sometimes transient ocular palsy affects the third nerve in whole or in part, recurring 
in the same eye without apparent cause at intervals of weeks or months and clearing 
up completely between the attacks. There is usually ptosis, strabismus, and mydriasis. 

Chief Signs. Violent unilateral headache; nausea; vomiting; slight fever. 

Hysteria. Characteristics. A condition known as convergent cramp Or spasm is 
sometimes seen and is characterized by convergent squint, limitation of the mobility 
of the external recti, and by homonymous diplopia. 

Chief Signs. See page 42. 

Less Common Causes. Cerebral hemorrhage; facial paralysis (basal); bulbar 
paralysis; hydrocephalus; cerebral abscess; acute ascending paralysis; oxycephaly 
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(divergent) ; pertussis; trigeminal neuralgia; syringomyelia; diabetes; gout; influenza; 
congenital paralysis; orbital cellulitis; orbital periostitis; orbital tumor, orbital hemor- 
rhage; fracture of the orbit; frontal sinusitis; ethmoiditis; sphenoid sinusitis; maxillary 
sinusitis; general paresis; herpes zoster; multiple neuritis; botulism; myasthenia 
gravis; multiple sclerosis; Gradenigo’s syndrome; pineal tumor; postinfection en- 
cephalitis; polioencephalomyelitis; anencephaly; arachnodactyly (divergent squint) ; 
dysostosis craniofacialis; cranial facial diplegia; hypertelorism; congenital mental 
deficiency; microcephaly; Mongolian idiot; plagiocephaly; congenital spastic diplegia; 
acute lymphocytic meningitis; leprosy; measles encephalomyelitis,; spasmus nutans; 
typhus fever; acute alcoholic poisoning (methyl and ethyl); spinal anesthesia; bar- 
biturate poisoning; carbon monoxide poisoning; curare paralysis; lead poisoning; 
mushroom poisoning. 


CONJUGATE DEVIATION 


(The head and eyes are turned to the side. ) 


The eyes are directed to the side and cannot be voluntarily moved in an opposite 
direction; yet if the eyes are fixed upon an object and the head turned in a direction 
away from the lesion, the eyes will turn in a direction which voluntarily is impossible. 

Apoplexy (Cerebral Hemorrhage). Characteristics. In the apoplectic stroke, the 
head and eyes may be turned strongly toward the side of the hemorrhage, that is, 
away from the paralyzed side. When, however, convulsions or spasms occur or the 
state of so-called early rigidity in hemiplegia, the conjugate deviation may be in the 
opposite direction, that is, the eyes look away from the lesion and the head is rotated 
toward the convulsed side. 

Chief Signs. Age rarely under 40; may be premonitory symptoms (numbness and 
tingling, headache, giddiness or vomiting, epistaxis, visual or mental disturbances) ; 
gradual or sudden development of paralysis and coma; may be signs of arteriosclero- 
sis and hypertension; stertorous respiration; cyanotic facies; spluttering lips; flapping 
of the cheeks; pupils inactive, usually dilated or unequal; pulse slow, full, and in- 
compressible; temperature normal or subnormal; reflexes absent; incontinence of 
urine and feces; later rigidity, increased reflexes, plantar extension, ankle clonus; 
residual hemiplegia; speech disturbances. 

Major Epilepsy. Characteristics. At the onset of the attack and during the aura the 
eyes are often rotated upward. Occasionally they are deviated to one side or the 
other, and the head may also be involved in this deviation. 

Chief Signs. See page 47. 

Minor Epilepsy (Petit Mal). Characteristics. The minor fit may take the form of 
deviation of the eyes to one side with a cry, or there may be sudden pallor with devia- 
tion of the head and a fall. 

Chief Signs. See page 38. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Conjugate de- 
viation and limitation of the voluntary movement of the eyes in a horizontal or verti- 
cal plane may be present. 

Chief Signs. See page 11. \ 

Pontine Hemorrhage. Characteristics. The deviation is the reverse of that which 
occurs in ordinary apoplexy; that is, the patient looks away from the lesion, and in 
spasm or convulsion toward the lesion. 
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Chief Signs. Sudden and profound loss of consciousness (if the hemorrhage is 
large); may be vomiting and convulsions, usually bilateral; complete flaccid paralysis 
with abolition of reflexes; pinpoint pupils; hyperpyrexia; irregular respiration; death. 

Tumor of the Pons. Characteristics. Bilateral paralysis of conjugate movement is a 
common symptom due to involvement of the nucleus of the sixth nerve. 

Chief Signs. Those of cerebral tumor in general: headache, vomiting, choked disk, 
but all very late; crossed paralysis (fifth, sixth, or seventh nerve on the side of the 
tumor, with hemiplegia of the arm and leg on the opposite side); may be hemianes- 
thesia on the opposite side. 

Tumor of the Frontal Lobe (Postfrontal Area). Characteristics. Epileptiform fits 
occur without premonitory aurae and commence with turning or jerking of the head 
and eyes to the opposite side. These may be the only movements which occur, or the 
spasm may spread to the face and mouth, arm, leg, and trunk (Jacksonian epilepsy ). 
Consciousness is often not lost. After severe seizures, the head and eyes are in para- 
lytic deviation to the side of the lesion. These convulsions are not followed by per- 
sistent motor phenomena. 

Chief Signs. Localized headache; vertigo; vomiting; early optic neuritis and even 
blindness; mental disturbances and moria (important) ; absence or diminution of the 
superficial abdominal reflexes on the side opposite the lesion with extensor plantar 
reflex; may be cranial bulging and exophthalmos. 

Less Common Causes. Cerebral abscess; cerebellar tumor; cerebellar abscess; 
simultaneous thrombosis of the longitudinal and transverse sinuses; tuberculous 
meningitis; hysteria; tumors of the central convolutions. 


NYSTAGMUS 
(Oscillation of the Eyeballs ) 


Nystagmus is a condition in which on conjugate movements of the eyes, the ocular 
deviation is poorly sustained and is effected by a succession of slow or quick, coarse 
or fine, rotary or oscillatory movements of varying range. There are three varieties: 
1, searching movements; 2, pseudonystagmus; and 3, nystagmus proper. 1. Wide, 
purposeful, and slow movements of the eyes in all directions are usually seen in 
people who are born blind or have lost the power of fixation as the result of some 
obstruction of the retina or choroid at the yellow spot. The eyes seem to be searching 
for something but never rest on any definite object. 2. Pseudonystagmus is applied 
to rapid, jerking movements of the eyes when they are carried to the extremity of an 
excursion in any direction. The eyes, instead of remaining fixed on the object, rapidly 
recede from their position and return to it at the rate of four or five oscillations a 
second. 3. Nystagmus proper is applied to a condition in which the eyes make rapid 
regular oscillations about a fixed point, vertical, horizontal, or rotatory, not only at 
the extremity of an excursion, but when the eyes are otherwise at rest and looking 
directly forward. This is usually bilateral. 

Nystagmus occurs in healthy persons who are rotated rapidly and may also be 
induced by syringing the ear with hot or cold water. An undulating nystagmus may 
occur after severe fatigue and in certain wasting diseases. It may also appear after 
convulsions or with attacks of vertigo. At times it is congenital. 

Clinically nystagmus may be classified as follows: 1, ocular nystagmus (due to 
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lateral fixation in normal individuals, i.e., far lateral rotation; due to extraocular 
muscle fatigue or weakness; due to imperfect ocular fixation, as in optic atrophy, 
congenital cataract, miner’s nystagmus, colobomas, albinism, total color blindness, 
spasmus nutans, and telegrapher’s nystagmus); 2, hereditary or congenital nystag- 
mus; 3, cerebellar nystagmus; 4, vestibular nystagmus; 5, nystagmus of dubious 
origin; and 6, rare types (voluntary, fixation, disjunctive, dissociated, latent, monocu- 
lar, retraction). 

Epilepsy. Characteristics. When the tonic stage of the spasm changes to the clonic, 
the eyes, which during the tonic stage have drawn to one side, show rapid clonic 
jerks to that side. 

Chief Signs. See page 47. 

Purulent Labyrinthitis. Characteristics. The nystagmus is known as aural or vestib- 
ular nystagmus. Nystagmus is one of the three principal symptoms directly referable 
to interference in the function of the vestibular apparatus. It is rhythmic and consists 
of two components, a slow vestibular component, and a rapid cortical movement in 
the opposite direction. When great in amount, vestibular nystagmus can be observed 
in any position of the eye, but when small in amount it can only be elicited in extreme 
abduction in the direction of the quick component. Various tests (rotation, caloric, 
fistula, galvanic) are employed to determine the presence and location of labyrinthine 
disease. 

Chief Signs. History of purulent otitis media; petrositis, meningitis, or extradural 
abscess; acute onset; fever; pain; nausea and vomiting; tinnitus aurium; impairment 
of hearing; vertigo; ataxia; may be facial paralysis; absence of response to turning and 
caloric test. 

Circumscribed Labyrinthitis. Characteristics. There may be spontaneous nystag- 
mus, as a rule directed to the sound side (quick component to the sound side). 

Chief Signs. Vertigo or disequilibrium of sudden onset and often transient duration 
brought on by stooping, straining, or moving the head rapidly; usually reduced hear- 
ing on the affected side; subjective ear noises; normal labyrinth reactions on rotation 
and caloric tests. 

Diffuse Serous Labyrinthitis. Characteristics. There is spontaneous nystagmus and 
the patient is disposed to lie on the sound side so that the eyes may be directed toward 
the slow component of the nystagmus. 

Chief Signs. May be history of an ear operation (radical mastoid, removal of 
polyp); great diminution of hearing; vertigo; usually reaction to turning and caloric 
test (as long as some function remains). 

Meniere’s Disease (Acute Primary Labyrinthitis). Characteristics. Nystagmoid 
movements may occur. 

Chief Signs. Acute onset; vertigo (the patient may fall); tinnitus aurium; nausea, 
pallor, cold sweat, and vomiting; may be collapse; deafness (becoming progressive) ; 
recurrence of paroxysms. 

Miner’s Nystagmus. Characteristics. The nystagmus is oscillating, rapid or slow, 
constant or inconstant, like or unlike in the two eyes, and often accompanied by 
spasm of the levatores palpebrarum. 

Chief Signs. Occupation involving ocular strain in dim light (mining); nervous 
exhaustion; dizziness; headache; photophobia; corneal anesthesia; night blindness. 

Cerebellar Tumor. Characteristics. Nystagmus is almost always present and is a 
valuable localizing sign. The eyes are usually turned away from the lesion beyond the 
midline and come to rest beyond the midline. Movement of the eyes in either direction 
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from the rest point produces a jerky nystagmus in which the slow phase is constantly 
directed toward the rest point. The nystagmus is nearly always horizontal and coarse 
in amplitude. It is distinguished from vestibular nystagmus in that it has two direc- 
tions, with the slow phase constantly toward the rest point. 

Chief Signs. Vomiting; vertigo; optic neuritis; reeling and lurching gait with a 
tendency to fall to the side of the lesion (asynergia) ; dysmetria; dysdiadokokinesis; 
may be tilting of the head to the side of the lesion; progressive course. 

Cerebellar Abscess. Characteristics. Nystagmus is of the cerebellar type (see 
Cerebellar Tumor above). 

Chief Signs. History of middle ear disease; headache (occipital); persistent vom- 
iting; choked disk; drowsiness and apathy; slow pulse and respiration; fever and 
chills if acute; leukocytosis; vertigo; reeling gait; retraction of the head with rigidity 
of the neck; ataxia and paresis on the side of the lesion; decubitus (on the opposite 
side with the face turned to the side of the lesion). 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Nystagmus or 
nystagmoid movements are frequently seen. It is difficult to determine whether the 
jerking of the eyes is due to paresis of extraocular muscles, to myoclonic twitchings, 
or represents true nystagmus. The nystagmoid movements may be vertical, horizon- 
tal, diagonal, or rotary. 

Chief Signs. See page 11. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Nystagmus, especially on lateral movements, is a very characteristic sign. Although 
commonly bilateral, it may be present on one side only. The movements may be 
fine or coarse, and are often quite irregular. In some cases it is absent, but in others 
it is spontaneous, especially when there is optic atrophy. 

Chief Signs. Onset between 15 and 30 years; marked remissions in symptoms; 
spastic paraplegia; increased deep reflexes with Babinski’s sign, absent abdominal 
reflexes; transient amblyopia or diplopia; disturbances of the sphincters; numbness 
and tingling; emotionalism; intention tremor; scanning speech; optic atrophy and 
pallor of the temporal half of the disks (ophthalmoscopy ). 

Friedreich’s Ataxia. Characteristics. Nystagmus is a common symptom, occurring 
in the form of slow nystagmoid jerkings in all directions when the eyes are deviated 
from the primary position. 

Chief Signs. Onset insidious; may be familial; clumsy and unsteady walking (sway- 
ing); ataxia of voluntary movements; early loss of the deep reflexes; altered speech 
(slurring and explosive) ; pes cavus; scoliosis; slow progressive course. 

Spasmus Nutans. Characteristics. There is usually a fine, rapid nystagmus which 
may be more marked in one eye than in the other. When the child’s head is fixed 
the nystagmus increases. 

Chief Signs. Occurrence in children between the fourth and twelfth month; often 
familial; head-nodding preceding nystagmus; torticollis disappearing during sleep; 
recovery within several months to two years. 

Congenital Nystagmus (Hereditary Nystagmus). Characteristics. A pendular, 
rapid, bilateral, usually horizontal nystagmus of unknown etiology is observed shortly 
after birth, often associated with movements of the head from side to side and con- 
tinuing throughout life. 

Chief Signs. Onset at birth; persistence throughout life; head movements com- 
pensating for eye movements; bilateral involvement; head-nodding and nystagmus 
having a simultaneous onset; decreased visual acuity; refractory errors. 


100 The Eyeballs 


Syringomyelia. Characteristics. Nystagmus of a rotary type is commonly seen. 

Chief Signs. Onset in early adult life, insidiously; may be initial symptoms of 
tingling and pains, and absence of pain following burns, cuts, etc.; dissociated anes- 
thesia, viz., loss of pain and temperature senses with retention of touch in sharply 
defined areas of asymmetrical and irregular distribution; trophic changes, especially 
in the hands (thin and glossy or thick and horny skin, ulcerations, loss of the nails, 
abolition of sweating or occasionally excessive sweating); painless sudden swellings 
of the shoulder, elbow, or wrist joints; muscular atrophy and paralysis (lower motor 
neuron type) of the upper extremities; spastic paralysis; scoliosis; painless whitlows. 

Albinism. Characteristics. Nystagmus is usually present. It may be either horizon- 
tal or vertical and is usually rapid and pendular. 

Chief Signs. See page 76. 

Paralytic Strabismus (Squint). Characteristics. When, during the period of re- 
covery, the patient looks steadily in the direction of the formerly paralyzed muscle, 
slight rhythmic nystagmus may develop. If the external rectus has been paralyzed 
the movements are lateral; if the superior or inferior rectus, vertical; if an oblique 
muscle, rotary. 

Chief Signs. See page 93. 

Less Common Causes. Astigmatism; amaurotic family idiocy; botulism; bulbar 
paralysis; cerebral hemorrhage; cerebellar hemorrhage; tumor of the pineal body; 
tumor of the corpora quadrigemina; cerebrospinal meningitis; choroidal disease; 
retinal disease; corneal opacities; hereditary cerebellar ataxia; chronic hydrocephalus; 
hysteria; neurasthenia; idiocy; basal meningitis; microphthalmos; multiple neuritis; 
myasthenia gravis; tumor of the pons; occupation neurosis; optic atrophy; primary 
spastic paralysis; progressive muscular atrophy; lateral sinus thrombosis; cavernous 
sinus thrombosis; nystagmus myoclonus; congenital total color blindness; congenital 
cataract; high myopia; ophthalmia neonatorum; oxycephaly; progeria; platybasia; 
opticokinetic nystagmus; heredofamilial syndrome of Lenoble and Aubineau; epi- 
demic encephalitis (late stage); acute anterior poliomyelitis; postural hypotension; 
typhus fever; Hand-Schiiller-Christian disease; high cervical cord tumor; congenital 
syphilis; dysostosis craniofacialis; manganese poisoning; plumbism; head injury; 
acute lymphocytic meningitis; aneurysm of the basilar and vestibular arteries; arach- 
nodactyly; Arnold-Chiari syndrome; cerebellopontine tumor; chickenpox encephalo- 
myelitis; mumps encephalomyelitis; chronic subdural hematoma; microcephaly; fron- 
tal lobe tumors; German measles encephalomyelitis; hyperthyroidism; incontinentia 
pigmenti; infectious mononucleosis; Lindau’s disease; lissencephaly; occipital me- 
ningioma; opticochiasmatic arachnoiditis (pseudotumor, orbital cyst, hemangioma, 
lymphangioma, orbital meningioma, lacrimal gland tumor, sarcoma, metastatic car- 
cinoma, metastatic adrenal tumor, osteoma arising in the accessory nasal sinuses, 
benign and malignant tumors of the nasopharynx). 


EXOPHTHALMOS 
(Proptosis ) 


This condition may be unilateral or bilateral. Exophthalmos is sometimes con- 
genital, and when so, usually has a familial tendency; it is especially common in the 
Negro race. At times it is due to general debility when the ocular muscles are weak. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Exophthalmos, usually 
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bilateral, but sometimes unilateral, is one of the cardinal symptoms of this disease. 
The protrusion may become very great and the eye may even be dislocated from its 
socket. The eyelids are retracted, exposing the sclera above and below the cornea 
(Dalrymple’s sign). When the eyeball is moved downward the upper lid does not 
follow it as in health but lags behind (von Graefe’s sign). Stellwag’s sign refers to 
infrequency of winking, which is present. There is often inability of the eyeballs to 
properly converge (MOobius’ sign). 

Chief Signs. Subacute onset; occurrence usually in fernales (5 to 1); enlargement 
of the thyroid; tachycardia and circulatory disturbances; tremor; nervousness; sweat- 
ing; myasthenia; wasting; heat intolerance; may be toxic crises; increased basal meta- 
bolic rate; increased protein-bound iodine; I1s1 uptake studies. 

High Myopia. Characteristics. The eyeballs are notably prominent and elongated 
with large and somewhat sluggish pupils. This is not a true exophthalmos, but is an 
increase in the anteroposterior diameter of the eyeballs due usually to pathologic 
changes in the coats of the eye with elongation of the optic axis. 

Chief Signs. See page 93. 

Cavernous Sinus Thrombosis. Characteristics. There is proptosis of one or both 
eyeballs according to whether one or both sinuses are affected. 

Chief Signs. Presence of infection of the face, nostrils, eyelids, sinuses, or ears; 
sudden onset; fever, rigors, sweats; headache; edema of the eyelids and root of the 
nose; chemosis; ocular palsy from involvement of the third, fourth, and sixth cranial 
nerves; corneal ulceration; may be optic neuritis; swelling in the mastoid region. 

Chronic Internal Hydrocephalus (Congenital Hydrocephalus). Characteristics. In 
severe cases the eyes protrude slightly and are rotated downward, leaving some of 
the sclera visible. 

Chief Signs. See page 13. 

Orbital Cellulitis. Characteristics. There is usually unilateral exophthalmos of 
slight or marked degree. 

Chief Signs. Chills and fever; deep-seated orbital pain; headache; later optic neuri- 
tis followed by atrophy; anesthesia and ulceration of the cornea; may be intraocular 
changes; finally fluctuation with pointing below the inner portion of the supra-orbital 
ridge. 

Orbital Periostitis. Characteristics. If situated posteriorly there is sometimes ex- 
ophthalmos, especially in the more chronic cases. 

Chief Signs. Pain in the orbit; tenderness on pressure, swelling of the lids and 
conjunctiva; hard immobile swelling if at the margin; may be fistula formation; may 
be optic neuritis; may be severe constitutional symptoms. 

Orbital Tumor. Characteristics. A tumor (pseudotumor, orbital cyst, hemangioma, 
lymphangioma, orbital meningioma, lacrimal gland tumor, sarcoma, metastatic car- 
cinoma, metastatic adrenal tumor, osteoma arising in the accessory nasal sinuses, 
benign and malignant tumors of the nasopharynx, etc.) within the cone of the recti 
muscles is apt to cause a forward displacement of the globe (unilateral), while one 
outside of this cone may displace the eyeball in some particular direction. Consider- 
able proptosis may occur without causing the globe to protrude beyond the fissure 
of the lids. 

Chief Signs. Rapid or slow growth (malignant or benign tumor); limitation of 
movements; may be optic neuritis or retrobulbar neuritis and later atrophy; may be 
diplopia; pain usually late. 

Carotid-Cavernous Fistula. Characteristics, Pulsating exophthalmos, unilateral 
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initially, is present, most frequently with the eye displaced directly forward, but as 
a result of extraocular muscle paralysis it may be deviated. 

Chief Signs. Bruit heard over the eye and above the orbit; buzzing sound in the 
head and ears; pulsation visible or demonstrable by pressing the globe inward; venous 
distention about the eye and forehead; disturbances of ocular motility; may be cor- 
neal ulcer, iritis, optic neuritis, choked disk. 

Orbital Trauma (Contusion, Penetrating Wound, Foreign Body, Fracture of the 
Orbit). Characteristics. A prominent sign is hemorrhage into the orbit, causing ex- 
ophthalmos and sometimes ecchymosis of the lids and conjunctiva. 

Chief Signs. History of injury; diplopia; may be blindness, emphysema, dislocation 
of the eyeball, rupture of the globe. 

Frontal Sinusitis. Characteristics. There may be protrusion of the eyeball down- 
ward and outward (mucocele). 

Chief Signs. See page 164. 

Ethmoiditis. Characteristics. The globe may be displayed downward and outward. 

Chief Signs. See page 165. 

Tumor of the Frontal Lobe. Characteristics. Sometimes there is exophthalmos on 
the side of the tumor due to invasion of the orbit or to cavernous sinus stasis, and 
localized bulging of the cranium. 

Chief Signs. See page 97. 

Stimulation of the Cervical Sympathetic. Characteristics. Conditions which irritate 
the sympathetic nerves in the neck, such as lymphadenoma of the neck or aneurysm 
at the root of the neck, may be accompanied by exophthalmos on that side, with 
widening of the palpebral fissure, delayed descent of the upper lid when the patient 
looks downward, dilated pupil, and sweating of the face. The same effect may be 
produced by dropping a solution of cocaine into the healthy eye. 

Infantile Scurvy (Barlow’s Disease). Characteristics. Ecchymosis of the orbit 
resulting in prominence of the eyeball is present in some cases. 

Chief Signs. See page 36. 

Less Common Causes. Tumor arising from the base of the skull (anterior fossa) ; 
orbital meningocele; orbital encephalocele; hydrencephalocele; hypertension; retro- 
bulbar hemorrhage; lymphangioma; pituitary disease; sphenoid meningioma; birth 
injury; retrobulbar abscess; retrobulbar cellulitis; thrombophlebitis of the orbital 
veins; erysipelas; tenonitis; tuberculous orbital periostitis; syphilitic orbital periostitis; 
orbital mucocele; pyrocele; orbital cholesteatoma; orbital exostosis; Paget’s disease 
(hyperostosis); orbital actinomycosis; trichinosis; mycotic pseudo-tumor; rickets; 
hemophilia; lymphosarcoma; chloroma of the orbit; Hodgkin’s disease; maxillary 
sinusitis; apoplexy; bronchial asthma (during the paroxysm); gumma of the orbit; 
tumor of the optic nerve (glioma, meningioma) ; varix of the orbit; intermittent exoph- 
thalmos; aneurysm of the ophthalmic artery; leukemia; paralysis of the third nerve; 
uremia; dislocation of the eyeball; intracranial growth; cleidocranial dysostosis; osteo- 
myelitis of the sphenoid bone (bilateral); cerebellopontine angle tumor; cervical rib; 
chronic subdural hematoma; dysostosis craniofacialis; epidemic encephalitis; orbital 
echinococcus cyst; emphysema of the orbit; facial hemihypertrophy; fibrous dysplasia 
of the skull; frontal lobe abscess; glioma of the temporal lobe; herpes zoster; acromeg- 
aly; myasthenia gravis; orbital neurofibromatosis; oxycephaly; scaphocephaly; ovarian 
agenesis; plagiocephaly; sarcoid of the orbit; xanthomatosis (Christian’s disease) ; 
serum sickness; subarachnoid hemorrhage; leontiasis ossium; acute glaucoma; convul- 
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sions; vomiting; epilepsy (during the convulsion) ; thrombosis of the superior longi- 
tudinal sinus; Wegener’s syndrome. 


ENOPHTHALMOS 
(Sunken Eyeballs ) 


This condition is most commonly seen in wasting diseases and severe diarrheas 
as a result of the absorption of the orbital fat, and the diagnosis regarding the eye 
presents little difficulty. It is also seen occasionally as a congenital condition asso- 
ciated with defective or irregular movements of the affected eyeball due to insertion 
of the ocular muscles farther back in the sclerotic than normally. There is an appar- 
ent enophthalmos in states of collapse and severe hemorrhages. 

Traumatic Enophthalmos. Characteristics. A true sinking of the globe may follow 
a traumatism without fracture in the neighborhood of the orbit and without apparent 
damage to the eye (trophoneurotic type). The reaction may immediately follow the 
injury but usually is delayed for days or even months. Cicatricial enophthalmos may 
result from periostitis of the orbit due to contraction of connective tissue, compres- 
sion and absorption of orbital fat, and atrophy of the globe. Mechanical enophthal- 
mos is a variety attendant on actual orbital fracture. 

Chief Signs. History of trauma; history of periostitis. 

Cervical Sympathetic Paralysis (Horner’s Syndrome). Characteristics. The eyeball 
is retracted into its orbit with diminution in the size of the palpebral fissure, constric- 
tion of the pupil, and absence of sweating and blushing on the paralyzed side. The 
pupil, while contracting to light and in convergence, does not dilate in a dim light nor 
to cocaine instillation. The cause is any lesion paralyzing the sympathetic pathway 
from the brainstem down to the high thoracic anterior spinal roots or white rami. 

Atrophy of the Eyeball. Characteristics. There is a diminution in the size of and 
alteration of the shape of the globe caused by the contractions of inflammatory exu- 
dations. The eyeball appears to be sunken within its orbit. 

Chief Signs. History of previous inflammation. 

Less Common Causes. Facial hemiatrophy; healing (thrombosis) of a carotid 
fistula; Raynaud’s disease. 
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CHANGES IN THE SIZE AND SHAPE OF THE PUPILS 


(Miosis; Mydriasis; Anisocoria; Irregularity ) 


The normal size of the pupils varies during life. In extreme infancy they are small; 
they become larger during young adult life and middle life, and ultimately become 
small in old age. Changes in size and shape are classified as follows: 1, miosis, or con- 
tracted pupils; 2 2, mydriasis, or dilated pupils; 3, anisocoria, or unequal pupils; 4, 
irregularity in shape. 

Contracted pupils are normal in sleep, in bright light, and in accommodation. Path- 
ologic miosis is of two types: 1, spastic miosis, due to contraction of the sphincter 
iridis by stimulation; 2, paralytic miosis, due to paralysis of the dilator pupillae. 
Certain drugs, when applied locally or taken internally, cause constriction of the 
pupils. Morphine, when taken internally or hypodermically, causes miosis, but when 
applied locally does not do so. Physostigmine, pilocarpine, and muscarine cause con- 
striction when employed either locally or internally. Photophobia causes the pupils 
to be constricted (for causes see page 124). Contraction, then, is due to paralysis of 
the sympathetic (innervating the dilator pupillae), to stimulation of the oculomotor 
nerves (supplying the contracting fibers of the iris or sphincter pupillae), or to direct 
stimulation of the sphincter pupillae, 

Dilatation of the pupils (mydriasis) occurs normally in dim light, reflexly by sudden 
sensory stimuli (as by scratching or tickling the skin, or from pain), and as a psychic 
reflex during some sudden emotion such as fright and terror. In most comatose con- 
ditions (except when due to opium and morphine, or uremia) the pupils are dilated. 
This applies also to stupor and trance as a rule. Syncope, dyspnea, and nausea are 
usually accompanied by mydriasis. Certain drugs act as mydriatics, especially atropine 
(locally or internally) and related drugs (homatropine, hyoscine, and Eumydrin), 
adrenalin (intravenously or locally), and cocaine (locally and in poisonous doses). 
In general, dilatation of the pupils is due to stimulation of the sympathetics, paralysis 
of the third nerve, paralysis of the myoneural junctions in the circular muscle of the 
iris. In run-down conditions mydriasis is usual. Dilated pupils are present in all states 
of anemia. 

Inequality in the size of the pupils (anisocoria) is observed frequently, and may 
have no pathologic significance, but profound difference in the size of the pupils is 
nearly always symptomatic of some organic lesion either of the eyes or of the nervous 
system. One pupil may be contracted or dilated and the other normal, or one may be 
contracted and the other dilated. Of course, miotic drugs and mydriatics, when ap- 
plied locally to one eye, will cause the pupil to be contracted or dilated. 

Irregularities in the shape of the pupils, other than small and changing ones, are 
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usually indicative of eye pathology or organic disease of the central nervous system. 

Hyperopia (Farsightedness). Characteristics. The pupils are usually contracted, 
the ciliary muscle remaining in a greater or lesser state of spasm. 

Chief Signs. See page 93. 

High Myopia (Nearsightedness). Characteristics. The pupils are dilated and some- 
what sluggish. 

Chief Signs. See page 93. 

Iritis (Iridocyclitis ). Characteristics. The pupil of the affected eye is contracted, 
grayish, sluggish in action, and irregular, the latter being due to adhesions. 

Chief Signs. See page 90. 

Glaucoma. Characteristics. In acute and chronic inflammatory glaucoma, the pupil 
is dilated, oval, immobile, and often presents a greenish reflex. In simple glaucoma 
(chronic noninflammatory glaucoma) the pupil is only slightly or moderately dilated 
and is sluggish. 

Chief Signs. See page 91. 

Anisometropia (Unequal Refraction in the Two Eyes). Characteristics. Pupillary 
inequality may exist. 

Chief Signs. See page 93. 

Cerebral Syphilis (Meningovascular Syphilis). Characteristics. Characteristic pu- 
pillary changes occur, as irregularity of outline, inequality, and infrequently the Argyll 
Robertson pupil. These may be early manifestations. 

Chief Signs. History of syphilis (two to five years before); mental symptoms 
(from fretfulness to dementia); insomnia; attacks of somnolence; vertigo; cranial 
nerve palsies (especially second, third, and sixth); may be epileptiform attacks, 
transient aphasia or paralyses; positive serology; spinal fluid (positive serology, 
lymphocytosis, increased globulin, colloidal gold luetic curve ). 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Pupillary changes occur 
early. Small pupils are often met with (cervical tabes). Large pupils are sometimes 
seen, and when seen are often associated with paralysis of the third nerve or with 
optic atrophy. Some inequality and irregularity of outline are usually present. Loss 
of the light reflex with preservation of contraction on accommodation (Argyll 
Robertson phenomenon) is found in about two thirds of the cases. Paradoxical pu- 
pillary reflex is usually due to tabes dorsalis. 

Chief Signs. See page 94. 

General Paresis (Paralytic Dementia; General Paralysis of the Insane). Charac- 
teristics. Pupillary changes occur early and are constant and characteristic. The pupils 
are unequal in size and irregular in outline, findings which are just as significant as 
the Argyll Robertson reaction which is present in many cases. Sometimes there is 
miosis, sometimes mydriasis, and in other cases the pupils may be oval in shape. 

Chief Signs. Age, 25 to 45 years; history of syphilitic infection; insidious onset; 
early psychic alterations (inattention, forgetfulness, rapid mental fatigue, emotional 
changes, excesses and immorality); later delusions of grandeur and mental exalta- 
tion; progressive dementia and paralysis; pupillary changes; increased knee jerks; 
tremulous tongue; slow, slurred speech; stolid facies; epileptiform or apoplectiform 
attacks; various transient paralyses; uncertain gait; positive serology; spinal fluid 
examination (positive serology, leukocytosis, increased globulin, colloidal gold 
paretic curve ) ; progressive downhill course. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. In the irritative 
stage the pupils, which may have been dilated, are usually contracted. In the second 
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stage, as stupor sets in, the pupils are dilated or irregular, and in the final stage of 
paralysis the pupils become dilated and inactive to light. 

Chief Signs. See page 94. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. The pupils are 
usually dilated, but may be contracted. Inequality and sluggish reaction are common, 
as is hippus. 

Chief Signs. See page 94. 

Cerebral Tumor. Characteristics. Cerebral irritation in the early stages may cause 
miosis with preservation of the light reflex. Usually the pupils are unequal later, due 
to unequal optic neuritis in the two eyes, that on the side of the lesion being dilated. 
Sometimes in tumors of the pons the pupils may show ectopic or an eccentric rela- 
tion to the iris. 

Chief Signs. Vomiting, often early and constant (especially in cerebellar and 
pontine growths), not related to food, unaccompanied by nausea, and may be pro- 
jectile; optic neuritis (choked disk, papillitis), usually bilateral; vertigo; may be 
mental or emotional changes; may be convulsions; slow pulse; localizing symptoms; 
X-ray. 

ey Abscess. Characteristics. There may be miosis due to cerebral irritation. 
Rarely there is a dilated pupil on the side of the abscess. 

Chief Signs. See page 11. 

Apoplexy (Cerebral Hemorrhage). Characteristics. During the stage of deep coma 
the pupils are dilated and inactive; they are often unequal, that on the hemiplegic side 
being dilated. 

Chief Signs. See page 96. 

Pontine Hemorrhage. Characteristics. The pupils are contracted (pinpoint pupils). 

Chief Signs. See page 96. 

Ventricular Hemorrhage. Characteristics. The pupils, widely dilated at the outset, 
become contracted, and the light reflex is lost. 

Chief Signs. See page 937. 

Cerebral Thrombosis (Softening). Characteristics. The pupils are usually dilated. 

Chief Signs. See page 339. 

Acute Transverse Myelitis. Characteristics. Miosis occurs when the cervical region 
of the cord is affected (spinal miosis). 

Chief Signs. See page 701. 

Head Injury. Characteristics. There is often unilateral dilatation and fixation of the 
pupil to light on the side of the injury. Widely dilated pupils, fixed to light, are seen in 
deep coma, and the prognosis is very grave. Pupillary inequality and irregularity 
without marked dilatation or contraction are very common. Bilateral miosis usually 
without fixation to light is not infrequent and probably results from pontine hemor- 
thage. A partial Weber’s syndrome (dilated fixed pupil with slight ptosis and external 
strabismus associated with opposite-side hemiplegia) and other similar syndromes 
may be observed in head injuries. After direct injury to the eye the pupil often 
remains dilated, somewhat irregular, and fixed or sluggish in its response to light. 

Chief Signs. History of injury to the skull or by contrecoup; depressed fracture 
with compression: first, headache, vertigo, delirium, convulsions, vomiting, con- 
tracted pupils, choked disks, slow pulse, rapid respirations, elevated blood pressure, 
and bloody spinal fluid of increased tension; second, unconsciousness, slow, stertor- 
ous respirations; third, Cheyne-Stokes breathing, rapid pulse, drop in blood pressure, 
hyperpyrexia, complete relaxation; meningeal hemorrhage: first, temporary uncon- 
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sciousness with feeble pulse; second, a lucid interval; third, secondary unconscious- 
ness, paralysis, choked disks, rapid pulse, elevated temperature, clear or bloody 
spinal fluid. 

Cervical Sympathetic Paralysis (Horner’s Syndrome). Characteristics. This is 
merely a symptom complex occurring in any condition which, by pressure or destruc- 
tion, causes paralysis of the pupil dilating system. The pupil on the affected side is 
constricted, the globe retracted, and the palpebral fissure narrowed. The pupil does 
not dilate on stimulation of the skin of the neck or with cocaine, but reacts to light and 
accommodation. Some of the causative lesions are given in this book. Mere irritation 
of the cervical sympathetic is more common and causes dilatation of the pupil. 

Syringomyelia (Spinal Gliosis). Characteristics. The pupils are often unequal, due 
to either irritation or paralysis of the cervical sympathetic of one side, usually the 
latter (Horner’s syndrome, see above). 

Chief Signs. See page 100. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Frequently 
there is transient miosis at the onset, and occasionally there is pupillary dilatation. 

Chief Signs. See page 11. 

Complete Lesion of the Brachial Plexus. Characteristics. The pupil on the affected 
side is constricted and the palpebral fissure narrowed; the globe may be retracted 
(Horner’s syndrome). 

Chief Signs. History of trauma to the neck or arm; complete motor and sensory 
paralysis of the arm (flaccid paralysis); serratus magnus, rhomboids, and levator 
anguli scapulae not affected. 

Klumpke’s Paralysis (Lower Arm Type). Characteristics. The pupil is contracted, 
the palpebral fissure is narrowed, and there may be a slight enophthalmos on the 
side of the lesion (Horner’s syndrome). 

Chief Signs. Presence of a condition causing compression, or a previous complete 
lesion; paralysis of the extrinsic muscles of the hand and possibly the flexors of the 
wrist and fingers (lower motor neuron type); numbness or anesthesia of the inner 
side of the forearm and hand; clawhand. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Pupillary inequality is not infrequent (24 per cent). The pupils may, however, be of 
medium size or large. In the late stages miosis may develop. 

Chief Signs. See page 99. 

Epilepsy. Characteristics. The pupils are often contracted during the aura, but as 
the convulsions commence they become dilated. At both times they are often fixed to 
light. During the clonic stage there may be jerky movements of the pupils. 

Chief Signs. See page 47. 

Sunstroke (Insolation; Thermic Fever). Characteristics. The pupils are at first 
dilated but are later markedly contracted to pinpoint size. 

Chief Signs. See page 11. 

Sympatheticotonia. Characteristics. This is not a disease but a syndrome, which 
may occur normally in women and in many constitutional diseases. There is an ex- 
aggerated irritability of the entire sympathetic nervous system. The pupils are large 
and mobile. 

Chief Signs. Cardiovascular irritability (tachycardia, palpitation, precordial pain, 
throbbing of the arteries, flushing, capillary pulsation) ; delayed peristalsis; deficient 

gastric secretion; heightened temperature, blood pressure, and metabolism. 
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Neurosis (Neurasthenia). Characteristics. The pupils may be dilated, sometimes 
unequal. They are dilated in the hyperventilation syndrome. 

Chief Signs. See page 558. : 

Hysteria. Characteristics. A variety of pupillary responses are seen in hysteria. 
There may be spastic and paralytic miosis, paralytic mydriasis, spasmodic mydriasis, 
alternating miosis and mydriasis, paradoxical pupillary reaction, or hippus. 

Chief Signs. See page 42. 

Alcoholic Coma. Characteristics. The pupils are dilated. 

Chief Signs. History of drunken debauch; coma rarely complete; respirations deep 
but not stertorous; subnormal temperature; alcoholic breath. 

Morphinism (Opium Poisoning; Morphia Habit). Characteristics. In those ad- 
dicted to the morphine habit the pupils are dilated or unequal except when under the 
influence of a dose, when they are contracted. In acute poisoning with coma the 
pupils are pinpoint but may dilate in the final stage. 

Chief Signs. Morphia habit: appearance of premature age with sallowness, emaci- 
ation, and thin gray hair; unreliability and lying; emotional instability. Acute poison- 
ing; profound coma; cyanosis; slow pulse and respiration; moist skin; normal tem- 
perature; flexor plantar reflex. 

Uremia. Characteristics. During the coma the pupils are contracted. 

Chief Signs. Gradual or sudden onset, often preceded by headache, drowsiness, or 
delirium, vomiting, twitching; dyspnea; may be Cheyne-Stokes respiration; con- 
vulsions common; urinous odor; high blood pressure; hardened arteries; may be 
edema; urinalysis (albumin, casts); albuminuric retinitis (ophthalmoscopy ). 

Asphyxia. Characteristics. The pupils are dilated. 

Chief Signs. See page 761. 

Arteriosclerosis. Characteristics. The pupils are often contracted. This may be the 
case in any condition of high blood pressure also. 

Chief Signs. See page 9. 

Lobar Pneumonia. Characteristics. Very often the pupils are unequal, the dilated 
pupil being, as a rule, on the affected side. 

Chief Signs. See page 41. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In many cases the 
pupils are unequal in size, the dilated pupil being on the affected side. 

Chief Signs. See page 33. 

Aneurysm of the Arch of Aorta. Characteristics. Pupillary inequality may occur 
due to irritation (with dilatation) or destruction (with constriction) of the sympa- 
thetic from pressure, or to compression or obstruction of the carotid (dilatation). 
Pupillary changes may be due to syphilis, but the light reflex is lost. 

Chief Signs. See page 52. 

Mediastinal Tumor. Characteristics. Inequality of the pupils may be present but 
is not common. It results from pressure on the sympathetic, irritation causing dilata- 
tion, and paralysis causing constriction. 

Chief Signs. See page 52. 

Pleurisy with Effusion. Characteristics. Inequality of the pupils is not infrequent, 
the larger pupil being on the same side as the thoracic trouble. 

Chief Signs. See page 454. 

Less Common Causes. Spinal caries, Pott’s disease (Horner’s syndrome); frac- 
ture-dislocation of the cervical spine (both pupils contracted or one dilated or one 
contracted); cervical rib (Horner’s syndrome); spinal cord tumor, cervical region 
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(one pupil contracted); tumor or adenopathy of the neck (Horner’s syndrome) ; 
goiter (Horner’s syndrome) ; thyroidectomy (brief pupillary dilatation); platybasia 
(unequal pupils) ; polyradiculoneuritis (dilatation) ; Landry’s acute ascending paral- 
ysis (dilatation); Guillain-Barré syndrome (dilatation) ; hematomyelia (Horner’s 
syndrome); bronchiectasis (unilateral mydriasis); pulmonary gangrene (unilateral 
mydriasis ) ; artificial pneumothorax (unilateral mydriasis); pleural adhesions at the 
apex (unilateral mydriasis); hydrothorax (one pupil dilated); Pancoast’s tumor 
(Horner’s syndrome); acute toxic encephalopathy—complication of an acute and 
severe infectious disease such as pneumonia, dysentery, erysipelas, scarlet fever, or 
diphtheria (dilated pupils); anoxia (dilated pupils); air embolism (dilated or con- 
stricted pupils); pertussis encephalomyelitis (dilated pupils in the presence of cortical 
blindness); measles encephalomyelitis (dilated pupils during the acute and early 
stages); neuromyelitis optica (dilated pupils proportional to the loss of visual 
acuity); poliomyelitis (internal ophthalmoplegia); acute subdural hematoma (uni- 
lateral or bilateral pupillary dilatation) ; chronic subdural hematoma (usually homo- 
lateral pupillary dilatation); chronic extradural hematoma (usually homolateral 
pupillary dilatation) ; carotid artery spasm (homolateral pupillary dilatation) ; carotid 
artery thrombosis (usually homolateral pupillary constriction, sometimes homolat- 
eral dilatation); catatonia (often dilated, fixed pupils); cerebral birth injury (unilateral 
or bilateral pupillary dilatation); congenital miosis; congenital mydriasis; pontine 
tumor (constricted pupils) ; syringobulbia (unilateral contracted pupil) ; posterior in- 
ferior cerebellar artery thrombosis (homolateral constricted pupil); arachnodactyly 
(contracted pupils with bilateral dislocation of the lenses); amyloidosis (contracted 
irregular pupils); Raeder’s syndrome (unilateral miosis); hypoparathyroidism (con- 
tracted pupils); oculogyric crises (mydriasis during the fit); papilledema (pupillary 
dilatation); cataract (may be dilated pupil); ophthalmoplegic migraine (dilated 
pupil on the side of the headache); innominate aneurysm (one pupil dilated from 
sympathetic irritation); juvenile general paresis (inequality of pupils or dilated 
pupils with sluggish or absent response to light); seasickness (dilated pupils); serum 
sickness (initially the pupils may dilate and become sluggish to light). 


ABNORMALITIES OF THE PUPILLARY REFLEXES 
(Sluggishness; Immobility; Argyll Robertson Pupil; Hippus, etc. ) 


The pupils normally contract upon exposure to light, with accommodation, and 
with convergence. The light contraction may be direct or consensual. The direct light 
reflex is obtained by exposing one eye to increased illumination and observing the 
contraction of this pupil. The consensual or indirect light reflex is obtained by throw- 
ing the light into one eye and observing the contraction of the pupil of the other eye. 
The direct and consensual reactions are practically equal. The accommodation and 
convergence reflex is obtained by directing the patient to look at an object held 
several inches in front of the face in the middle line; the pupils will be seen to con- 
tract. These three actions are associated. The dilatation reflex is seen upon shading 
the eyes (both direct and consensual), and upon looking at a distant object. In ad- 
dition, there is a sensory reflex; when sensory nerves are stimulated, as by scratching 
or tickling the skin of the neck, both pupils dilate. The pupils contract during sleep. 

The main abnormalities of the pupillary reflexes are: 1, sluggish reaction to light; 
os immobility (fixed pupil); 3, the Argyll Robertson pupil (loss of the light reflex 
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with preservation of accommodation); 4, the reversed Argyll Robertson reaction 
(loss of accommodation with retention of the light reflex); 5, loss of the sensory or 
psychic reflex; 6, hippus (alternate dilatation and contraction of the pupils). Other 
abnormalities are the paradoxical pupillary reflex (the pupils dilating under the 
stimulus of light) and the hemianopic pupillary reflex (the pupils react when the light 
falls on the blind half of the retina in lesions posterior to the corpora quadrigemina, 
but do not react in lesions anterior to these bodies). Other reactions are elicited at 
times, but need not be considered. However, one unusual reaction, sometimes con- 
fused with the Argyll Robertson pupil, must be noted. This is Adie’s syndrome, the 
etiology and pathogenesis of which are unknown. It is most often associated with emo- 
tional disorders. One pupil (sometimes both) constricts more than the other but re- 
sponds more slowly to bright light and dilates more slowly when the light is withdrawn. 
There is a slow response to accommodation and convergence. The abnormal pupil is 
usually larger than the normal pupil. It reacts normally to atropine and physostigmine. 
The patellar and Achilles reflexes are frequently absent, but the other signs of tabes 
dorsalis are lacking. 

Blindness in one eye abolishes the direct reflex in this eye, but its consensual reflex 
is preserved. In certain pathologic conditions there may be loss of the light reflex 
without interference with sight; this is seen, for example, in paralysis of the iris as 
the result of the use of a mydriatic (atropine, cocaine) or in oculomotor paralysis. 
In all states of deep coma and syncope the light reflex is sluggish or absent. High 
grades of anxiety or fear are accompanied by rigid pupils. In conditions with optic 
neuritis or choked disk the reactions are normal unless there is complete blindness. 
In optic atrophy, when complete, the pupil is dilated and the iris motionless, but 
even when the pupil fails to contract under the influence of light thrown upon the 
retina, it may do so in the act of convergence. If the atrophy is confined to one eye 
no reaction will occur when the light falls upon the corresponding retina, but instant 
contraction takes place when it is directed upon the retina of the unaffected side. 
The Argyll Robertson pupil may be present temporarily in the acute infectious 
diseases. 

Cataract. Characteristics. Sometimes the effect of exclusion of light or of a 
mydriatic fails to induce a dilatation of the pupil. 

Chief Signs. See page 113. 

Acute Glaucoma. Characteristics. During the glaucomatous attack the pupil is 
fixed and dilated. 

Chief Signs. See page 91. 

Acute Iritis. Characteristics. The pupil is contracted, and the reaction to the in- 
fluence of light and mydriatics is diminished or lost. 

Chief Signs. See page 90. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. In the early stages the reac- 
tions are often sluggish. The Argyll Robertson pupil is present in many cases (at 
least 70 per cent). Loss of the pupillary light reaction may be complete or incom- 
plete, or it may be unilateral or bilateral, though it is usually complete and bilateral. 
In some cases the contraction may be feeble and sluggish and followed by a rapid 
dilatation, or the pupil may oscillate (hippus). Although the direct pupillary light 
reaction may be lost in one eye, yet the consensual light reaction, when light is 
thrown upon the other eye, may be unimpaired. The reaction of the pupils to stimu- 
lation of the skin of the neck may be lost or impaired. The paradoxical pupillary reac- 
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tion may be present in some cases, the pupil dilating instead of contracting on ac- 
commodation. 

Chief Signs. History of syphilis (6 to 15 years previous); lightning pains; absence 
of the knee jerks; Romberg’s sign; later ataxic gait; sensory changes; trophic lesions; 
hypotonia; visceral crises; difficulty in micturition; optic atrophy; ocular palsies; 
positive serology; spinal fluid examination (positive serology, increased globulin, 
lymphocytosis, colloidal gold reaction, tabetic curve). 

General Paresis (Paralytic Dementia; General Paralysis of the Insane). Character- 
istics. Sluggish pupillary reactions are common. In many cases the complete Argyll 
Robertson reaction is present but not as frequently as in tabes. This sluggishness, 
combined with inequality and irregularity, is quite characteristic. 

Chief Signs. See page 10S, 

Cerebral Syphilis (Meningovascular Syphilis). Characteristics. The pupillary re- 
flexes are often perverted. Third nerve palsies are common, and with them the light 
reflex is sluggish or absent, or the pupil immobile (ophthalmoplegia interna). The 
Argyll Robertson pupil may be present. Other abnormalities sometimes occur. 

Chief Signs. See page 105. 

Cerebral Tumor. Characteristics. The pupillary reactions are not usually altered 
until optic atrophy develops; if this is complete the pupil is dilated and the iris is 
motionless to light, though it may contract in the act of convergence. In tumors of the 
third ventricle there is early bilateral impairment of the light reaction. The light re- 
flex is also defective upon the side of the lesion in tumors of the midbrain and sub- 
thalamic region. In tumors of the corpora quadrigemina (and pineal body) the pupil- 
lary reflex may be sluggish or absent or there may be the reversed Argyll Robertson 
pupil. 

Chief Signs. See page 106. 

Head Injury. Characteristics. See page 106. 

Chief Signs. See page 106. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. Pupillary changes 
consisting of fixation or sluggishness to light and anisocoria are common. 

Chief Signs. See page 94. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. Sluggish reac- 
tion with inequality is common. Hippus is not infrequent. 

Chief Signs. See page 94. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Unilateral or 
bilateral paralysis of accommodation may occur without involvement of the light 
reaction (reversed Argyll Robertson pupil). Rarely Argyll Robertson pupils are 
present. 

Chief Signs. See page 11. 

Apoplexy (Cerebral Hemorrhage). Characteristics. In deep coma the pupils do 
not react to light. 

Chief Signs. See page 96. 

Asphyxia (Drowning, Strangulation, Suffocation, Carbon Monoxide). Character- 
istics. The pupils are sluggish or fixed. 

Chief Signs. See page 761. 

Cervical Sympathetic Paralysis (Horner’s Syndrome). Characteristics. The af- 
fected pupil does not dilate when shaded, yet it contracts briskly to light and con- 
vergence. The lid and psychosensory reflexes are retained. The pupil usually fails to 
dilate with cocaine. 
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Chief Signs. See page 107. 

Syringomyelia (Spinal Gliosis ). Characteristics. When the cervical sympathetic 
is paralyzed, as it often is by reason of the frequent involvement of the cervical 
region in this disease, the pupillary reactions are altered as described under Cervical 
Sympathetic Paralysis above. 

Chief Signs. See page 100. 

Postdiphtheritic Paralysis. Characteristics. The eye is most frequently affected next 
to the palate, though usually not before the fourth or fifth week. There is loss of the 
power of accommodation from paralysis of the ciliary muscles (cycloplegia), re- 
vealed by difficulty in reading; the pupils may react to light, but are often sluggish. 
The Argyll Robertson pupil occurs very rarely. 

Chief Signs. See page 95. 

Acute Febrile Polyneuritis. Characteristics. Dilatation and fixity of the pupils, the 
Argyll Robertson pupil, or paralysis of accommodation may be present. 

Chief Signs. See page 353. 

Migraine (Sick Headache; Hemicrania). Characteristics. A dilated fixed pupil is 
commonly seen in ophthalmoplegic migraine. In some cases there is spasmodic action 
of the pupil on the affected side, which dilates and contracts alternately (hippus). 

Chief Signs. See page 5. 

Epilepsy. Characteristics. During the tonic stage of the major fit the pupils are 
inactive to light and dilated. The pupillary light reflex may return during the clonic 
stage, even when the pupils are still dilated. Hippus is noted in some epileptics. 

Chief Signs. See page 47. 

Less Common Causes. Embolism or thrombosis of the central artery of the retina 
(Jarge and irresponsive pupil); cervical cord tumor (unilateral absence of the cilio- 
spinal and dilatation reflexes); ataxic paraplegia (Argyll Robertson pupil some- 
times); hereditary cerebellar ataxia (Argyll Robertson pupil sometimes); progres- 
sive nuclear ophthalmoplegia (sluggish pupillary responses); senile brain atrophy 
(Argyll Robertson pupil sometimes); cervical myelitis (may be loss of convergence 
accommodation reflex); retinitis (may be sluggishness) ; scotoma (hippus); blow on 
the eyeball (may be paralysis of accommodation) ; choroiditis (may be Argyll Robert- 
son pupil) ; chorea (may be hippus) ; alcoholism (may be hippus or Argyll Robertson 
pupil); multiple sclerosis (may be hippus); hysteria (may be hippus or parodoxical 
pupillary reaction) ; neurasthenia (may be hippus) ; spasmus nutans (may be hippus) ; 
high arterial tension (pupil first contracts then dilates under light); lead poisoning 
(may be pupillary rigidity or Argyll Robertson pupil); diabetic sclerosis (may be 
paralysis of accommodation or Argyll Robertson pupil); mania (may be hippus); 
spinal neuritic muscular atrophy, tabetic type (Argyll Robertson pupil); alcoholic 
neuritis (may be Argyll Robertson pupil); cerebral softening (may be Argyll Robert- 
son pupil) ; synechia (absence of the ciliospinal reflex) ; herpes zoster (Argyll Robert- 
son pupil); brain tuberculoma (may be Argyll Robertson pupil); juvenile general 
paralysis (“frozen” pupil) ; juvenile tabes (“‘frozen” pupil); serum sickness (sluggish 
light response); progressive interstitial hypertrophic neuronitis (Argyll Robertson 
pupil); cerebral birth injury (fixation to light); syringobulbia (Argyll Robertson 
pupil) ; congenital aplasia of the optic nerve (fixed pupil); lissencephaly (fixation to 
light) ; optic neuritis (sluggish or absent light reflex). 
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The diagnosis of cataract is made with the ophthalmoscope, the pupil being dilated. 
During the incipient stage, examination by oblique illumination will show a grayish 
or whitish opacity on a black ground, and with the ophthalmoscope at a distance a 
black opacity upon a red field. Later the entire pupil will appear grayish and there 
will be an absence of fundus reflex. 

Senile Cataract (Simple Cataract; Gray Cataract). Characteristics. The opacity 
may begin either in the cortex or in the nucleus, usually, however, beginning in the 
former, the nucleus remaining transparent throughout. Almost always both eyes are 
involved, though generally one before the other. The color is usually gray, and the 
nucleus yellowish or brownish and waxy looking. If the nucleus is small and the 
surrounding cortex uniformly white, the cataract is comparatively soft; if large and 
distinctly gray, yellowish, or brownish, it is hard. If the sclerosis of the nucleus ex- 
tends to the cortical substance, so that the whole lens is brownish and the pupil black, 
it is called black cataract. The time required for full development varies greatly, from 
a few months to years; it may remain stationary at any stage. The opacity most fre- 
quently begins as streaks which extend from the periphery of the cortex to the center 
of the lens, less frequently with dotlike or cloudlike opacities in any portion of the 
lens (incipient stage). As the lens swells (immature stage) it appears bluish-white, 
shining, and presents distinctly the marking of the stellate figure. In the mature stage 
the lens loses most of its fluid, shrinks somewhat, and becomes perfectly opaque and 
of a dull gray or amber color, the stellate markings being still recognizable. 

Chief Signs. Occurrence usually after 50; diminished acuteness of vision (greatest 
when the cataract is central and diffuse, least when peripheral) ; may be complaint of 
seeing fixed spots (incipient stage); may be diplopia or polyopia; may be myopia in 
the early stages. 

Juvenile Cataract (Presenile Cataract). Characteristics. The lens is uniformly 
white, bluish white, or pearly, and always soft, sometimes fluid and milky. One or 
both eyes are affected. 

Chief Signs. Occurrence before 40; may be an hereditary factor. 

Congenital Cataract. Characteristics. This may appear as a complete or partial 
opacity of the lens of one or both eyes. In the complete form the lens usually is white 
or bluish white in color, densely opaque, and soft. There are several varieties of 
partial congenital cataract: (a) zonular, lamellar, or perinuclear cataract, in the 
form of an opaque layer surrounding the clear, but sometimes cloudy, center of the 
lens; (b) central cataract; (c) pyramidal cataract (anterior capsular or polar cata- 
ract), in which there is a small, well-defined, pyramid-shaped or circular opacity; 
(d) punctate cataract, the opacities presenting themselves in the form of more or less 
fine points, occupying the center of the pupillary space; and (e) fusiform cataract, 
characterized by an opaque stripe passing from the anterior to the posterior pole of 
the lens, sometimes with offshoots disposed like coral branches. 

Chief Signs. Occurrence from birth; may be history of convulsions; history of Ger- 


man measles during pregnancy. 
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Complicated or Secondary Cataract. Characteristics. The cataract frequently be- 
gins in the posterior part of the lens, often has distinctive features, and tends to 
degenerate. 1t may be complete or partial. 

Chief Signs. History and evidence of preceding ocular disease (iridocyclitis, cho- 
roiditis, myopia, corneal ulcers, glaucoma, retinitis pigmentosa, detachment of the 
retina). 

Traumatic Cataract. Characteristics. Within a few hours after a perforating wound 
of the lens capsule (rarely after contusions of the eyeball), the injured portion of the 
lens becomes cloudy and swells until the entire lens becomes opaque. Then the lens 
substance either becomes absorbed, or part of the lens remains opaque in the capsule. 

Chief Signs. History and evidence of perforation. 

After-Cataract (Secondary Cataract). Characteristics. An opacity of the lens cap- 
sule remains after cataract extraction. 

Chief Signs. History of cataract operation. 

Diabetes Mellitus. Characteristics. A rapidly forming, often bilateral cataract of 
the soft type may occur in young or old diabetics. 

Chief Signs. See page 371. 

Less Common Causes. Gout; goiter; malaria; influenza; rickets; syphilis; arterio- 
sclerosis (especially of the carotid); epilepsy; meningitis; dermatoses; hookworm 
disease; seasickness; naphthalein cataract; ergotism; bottle makers’ or glassworkers’ 
cataract; furnace workers’ cataract; hypermetropia; astigmatism (opacity in all 
of the preceding being due to cataract); arcus senilis lentis; hypoparathyroidism; 
sprue; bradydactyly; arachnodactyly; congenital spastic diplegia; incontinentia pig- 
menti; lissencephaly; microcephaly; congenital mental deficiency; microphthalmos; 
oxycephaly; Mongolian idiocy; progeria; dinitrophenol poisoning; after electric 
shock; galactosemia; hypocalcemia; leprosy; myotonic dystrophy; retinitis pigmen- 
tosa; pulseless disease; glioma of the retina; serum sickness; scleroderma; Buerger’s 
disease; Werner’s syndrome; cholera; exposure to radiant energy; neutron cataract. 
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(Ophthalmoscopic Findings ) 
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RETINAL VASCULAR CHANGES, RETINAL HEMORRHAGES, 
AND RETINITIS 


The ophthalmoscope often reveals information of diagnostic value. Of particular 
interest to the general diagnostician are the retinal vascular changes and those lesions 
of the retina which are in general spoken of as retinitis. Associated with the latter 
there is diminution in acuteness of vision of variable degree but generally consider- 
able; contraction of the field of vision, or scotomas; alterations in the shape of objects 
(micropsia, macropsia, metamorphopsia); diminution of the light sense; feeling of 
discomfort in the eyes; sometimes photophobia, but rarely pain. The condition is 
usually bilateral. Only the medical causes are considered below. 

Essential Hypertension (Primary or Arterial Hypertension; Hyperpiesia). Char- 
acteristics. Retinal vascular changes occur sooner or later in practically every case. 
These changes are generalized constriction of caliber with exaggeration of the arterial 
reflex stripe, irregularities in lumen, and arteriovenous compression. Retinitis occurs 
not infrequently and may be intermittent. The retinitis of severe “benign” hyper- 
tension is characterized by scattered “cotton-wool” patches and hemorrhages, and 
mild, more or less generalized edema of the retina, in which in the later stages, 
powdery, punctate, white exudates may appear. In the retinitis of so-called malignant 
hypertension to this picture is added edema of the disk, which may vary in degree 
from mere hyperemia and marginal blurring to an elevation of several diopters. The 
exudates in the macular region may form a more or less complete macular star. 
Retinitis in cases of hypertension does not necessarily imply renal involvement. 

Chief Signs. Onset usually between the ages of 30 and 40; usually marked fluctua- 
tions in blood pressure for months or years, followed by stabilization at high levels; 
occipital headache in severe cases; cardiac hypertrophy; thickening of radial arteries; 
may be symptoms and signs of cardiac failure, renal insufficiency, or cerebral 
changes. 

Nephritis. Characteristics. Retinal lesions generally occur only in those forms of 
nephritis in which there is an associated vascular hypertension or marked anemia. 
Retinal changes are rare in nephrosis and acute diffuse glomerulonephritis. In 
chronic glomerulonephritis, retinitis is common. Early in the disease there may 
be only retinal edema with occasional retinal hemorrhages. As the condition pro- 
gresses, the retinal vessels become narrowed and sclerosed, and there are flame- 
shaped hemorrhages and stellate or fan-shaped white spots at the macula and about 
the disk. There is often diminution of the acuteness of vision. The fundus picture in 
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the advanced stages of chronic nephritis approximates that seen in advanced hyper- 
tensive retinopathy and is referred to as albuminuric retinitis. 

Chief Signs. See page 51. 

Toxemia of Pregnancy. Characteristics. The fundus changes consist of arteriolar 
spasm with retinal edema and not uncommonly bilateral detachment of the retina. 
The condition occurs most frequently in the primipara, usually in the final months 
of pregnancy and tends to clear up after delivery, but it may recur with succeeding 
pregnancies. If the arteriolar spasm continues or if there is renal insufficiency which 
becomes chronic, then albuminuric retinitis is seen. 

Chief Signs. See page 749. 
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Syphilis. Characteristics. In the acquired form, retinitis is found in the secondary 


stage, during the first or second year. In congenital syphilis the lesions are not infre- 
quently seen after the subsidence of interstitial keratitis. The retinitis is generally 
associated with choroiditis and often with iritis. In the acquired form there are 
scattered grayish spots fringed with pigment and dustlike Opacities of the posterior 
portion of the vitreous. In congenital syphilis there is a leaden discoloration of the 
fundus upon which are patches of pigment of various shapes and reddish yellow spots 
or gray or white patches, all most marked in the periphery. 

Chief Signs. See page 105. 

Diabetes Mellitus. Characteristics. Retinitis occurs as a late manifestation in 
elderly patients. There are numerous round, punctate hemorrhages with scattered 
small, bright, white spots in and around the macular region. Capillary aneurysms of 
the retina are characteristic of diabetic retinopathy. 
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Chief Signs. See page 371. 

Arteriosclerosis. Characteristics. There may be generalized reduction in the caliber 
of the retinal arteries without actual constriction and with dulling or loss of the 
arterial reflex stripe instead of exaggeration as in essential hypertension. 

Chief Signs. See page 9. 

Pernicious Anemia. Characteristics. Retinitis is very common. The disk and eye- 
grounds are very pale. There are numerous hemorrhages with white centers, extreme 
narrowing of the arteries, and distention of the veins. White spots are scanty, and 
there are no stellate figures. Blindness may result. 

Chief Signs. See page 36. 

Leukemia. Characteristics. Leukemic retinitis is common. Hemorrhages and white 
or yellow patches are numerous. The vessels are greatly dilated and tortuous. The 
eyegrounds may be pale. The sight may or may not be affected. In rare cases it is the 
earliest symptom. 

Chief Signs. See page 37. 

Amaurotic Family Idiocy. Characteristics. The retinitis is characteristic. There is 
a dark red spot at the macula, surrounded by a grayish-white zone. Optic atrophy 
follows. 

Chief Signs. Familial and congenital nature (especially among the Jews); psychic 
disturbances (idiocy); paresis; partial, followed by total blindness; marasmus and 
death (usually the second year of life). 

Less Common Causes. Malaria; simple anemia; chronic lead poisoning; septico- 
pyemia; purpura; hemophilia; scurvy; jaundice; menorrhagia; hematemesis; aneurysm 
of the aorta or carotid artery; scarlet fever; valvular heart disease; phosphorus poison- 
ing; local disease of the vessels of the retina and choroid; idiopathic retinitis; hemor- 
rhages in the newborn; retinitis following iridectomy in glaucoma; embolism of the 
central artery; retinitis pigmentosa; thrombosis of the central vein; detachment of 
the retina; cavernous sinus thrombosis; disseminated lupus erythematosus; septi- 
cemia; tuberculosis (periphlebitis retinae); massive exudative retinitis; (Coats’s 
disease ) ; circinate retinopathy; retinitis proliferans; influenza (retinitis dilata); poly- 
cythemia; relapsing fever; focal sepsis; skull fracture; acute thoracic compression; 
bacterial endocarditis; papilledema; subarachnoid hemorrhage; pertussis; vomiting; 
direct eye injury; extensive cutaneous burns; quinine poisoning; arteriovenous 
aneurysm of the retina; miliary aneurysms; aplastic anemia; agranulocytosis; angio- 
spastic ophthalmo-auricular syndrome; orbital cellulitis; Von Hippel’s disease (an- 
giomatosis retinae); dengue; insulin shock; Raynaud’s disease; vascular encephalo- 
trigeminal syndrome (Sturge-Weber syndrome); brucellosis; periarteritis nodosa; 
epilepsy (during the aura and fit); fat embolism; acute lymphocytic meningitis 
(hemorrhages) ; acute idiopathic porphyria; blood transfusions (hemorrhages ) ; brain 
abscess (hemorrhages); opticochiasmatic arachnoiditis (hemorrhages); sickle cell 
anemia; typhus fever; dermatomyositis; Paget’s disease; serum sickness; pulseless 
disease; thromboangiitis obliterans. 


PAPILLEDEMA 
(Choked Disk) 


Papilledema is the term used to describe passive noninflammatory edema of the 
disks from any cause. In a great majority of cases it is associated with increased 
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intracranial pressure. It is undoubtedly of mechanical origin, but the exact nature 
of the mechanisms involved is incompletely understood. There is swelling of the optic 
disk, which is of a grayish or pink color, striated, with a blurred edge, and with the 
physiologic cup filled in. The arteries are narrow, the veins swollen and tortuous, and 
the vessels hidden in places by exudation and appearing kinked at the edge of the 
disk. Sight may or may not be impaired; if severe, secondary optic atrophy may 
develop. The field of vision is usually contracted peripherally, especially for colors. 
There may be hemianopsia or scotomas. There is no pain, and there are no external 
signs, ophthalmoscopic examination being necessary to determine the condition. 
Usually the condition is bilateral, but it may be unilateral, or more marked on one 
side. 

Cerebral Tumor. Characteristics. This is the most frequent cause of choked disk. 
It occurs in 60 to 80 per cent of intracranial tumors. It is more frequently observed 
in infratentorial tumors than with those above the tentorium. The acuteness of the 
onset usually varies with the acuteness of the tumor growth. Subsidence after de- 
compression is often rapid. Choked disk is often an early sign of cerebellar tumor. 

Chief Signs. See page 106. 

Pseudotumor Cerebri. Characteristics. Papilledema, invariably bilateral, is the 
most significant and often only sign of this condition. The pathogenesis of pseudo- 
tumor consists, in our present state of knowledge, of cerebral edema of unknown 
cause. 

Chief Signs. Headache; papilledema; increased intracranial pressure; normal or 
small ventricles on ventriculography; rarely field defects. 

Subdural Hematoma. Characteristics. Papilledema is common in these cases, with 
an incidence of over 50 per cent being reported in some series. It tends to be a late 
manifestation in adults but often occurs early and is more frequent in children. 

Chief Signs. See page 9. 

Subarachnoid Hemorrhage. Characteristics. Choked disk is a common sign, which, 
however, often appears late. 

Chief Signs. See page 8. 

Dural Sinus Thrombosis. Characteristics. Septic thrombosis of the cavernous sinus 
almost invariably produces papilledema. In septic thrombosis of the lateral sinus, 
papilledema, often bilateral, is frequently seen. Aseptic thrombosis of the longitudinal 
sinus is rather frequently observed in children and is usually associated with papil- 
ledema. 

Chief Signs. See page 65. 

Essential Hypertension (Malignant Form). Characteristics. A mild but definite 
degree of papilledema is present (neuroretinitis). 

Chief Signs. See page 115. 

Chronic Renal Disease. Characteristics. In chronic renal diseases associated with 
vascular hypertension papilledema is common. 

Chief Signs. See page 51. 

Lead Poisoning. Characteristics. Papilledema, especially in children, is frequently 
seen. 

Chief Signs. See page 35. 

Less Common Causes. Cervical cord tumors; hydrocephalus (congenital or 
acquired) ; cranial injuries with or without skull fracture; intracranial arteriovenous 
aneurysm; acute glomerular nephritis; eclampsia; syphilitic meningitis; tuberculous 
meningitis; epidemic encephalitis; epidemic meningitis; cerebral abscess; oxycephaly; 
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orbital tumors (sarcoma of the orbit, myeloma, cavernous angioma, melanoma, 
metastatic breast and adrenal tumors); aneurysm of the ophthalmic artery; orbital 
inflammation and abscess; orbital edema (angioneurosis, hyperthyroidism, post- 
thyroidectomy); orbital concussion; orbital fistula; suppurative sinusitis; blood 
dyscrasias (chlorosis, thrombocytopenic purpura, severe anemia, scurvy, hemophilia, 
polycythemia, leukemia, cyanosis retinae, hemolytic icterus); acute infective poly- 
neuritis (Guillain-Barré syndrome); elevated cerebrospinal fluid protein; Schilder’s 
disease; pulmonary emphysema; heart failure; mediastinal masses; malaria; sandfly 
fever; Addison’s disease; status epilepticus; scaphocephaly; severe hemorrhage. 


OPTIC NEURITIS 
(Papillitis) 


Optic neuritis is the term used to describe optic nerve involvement as a result of 
inflammation, degeneration, or demyelinization. Papillitis (intraocular neuritis) is 
the term used to describe nerve head involvement with marked visible changes in 
the disk. Retrobulbar neuritis signifies optic nerve involvement behind the eyeball 
with but slight or absent disk changes. Optic neuroretinitis is the term employed to 
describe widespread intraocular involvement. The ophthalmoscopic signs of papillitis 
are hyperemia of the disk, overfilling of the veins, and blurring of the disk margins. 
Sometimes there is considerable edema of the surrounding retina, but often only the 
disk is swollen, thus simulating papilledema. Hemorrhages and exudates close to 
the disk are often seen. Once papillitis has been present for a week or so, narrowing 
of the retinal arteries and fibrous tissue formation upon the disk are seen. The out- 
standing symptom in optic neuritis is loss of vision which varies within wide limits, 
and the most significant change in the visual fields is central scotoma. 

Retinitis and Choroiditis. Characteristics. These conditions may account for optic 
neuritis by extension to the optic disk. 

Chief Signs. See pages 115 and 122. 

Syphilis. Characteristics. Outspoken optic neuritis and neuroretinitis occur rarely 
in the primary stage, usually in the late secondary stage, and somewhat less often in 
tertiary syphilis. Optic neuritis is infrequently seen in infants and children suffering 
from congenital syphilis. Syphilis is responsible for some 8 per cent of all cases of 
retrobulbar neuritis. 

Chief Signs. See page 105. 

Multiple Sclerosis (Disseminated Sclerosis). Characteristics. Unilateral retrobul- 
bar neuritis is common, bilateral involvement is uncommon, and simultaneous bilat- 
eral involvement is extremely rare. 

Chief Signs. See page 99. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. Optic neuritis 
occurs, but the duration of the disease is rarely long enough for it to become severe. 

Chief Signs. See page 94. 

Less Common Causes. Iridocyclitis; sympathetic ophthalmia (posterior type); 
syndrome of the superior orbital (sphenoid) fissure; orbital tumors; sinusitis; neuro- 
myelitis optica; epidemic encephalitis periaxialis diffusa; encephalomyelitides follow- 
ing infectious fevers (mumps, measles, chickenpox); polyneuritis; influenza; malaria, 
pneumonia; measles; septic foci; diabetes mellitis; pernicious anemia; hyperemesis 
gravidarum, pellagra; beriberi; tropical vitamin deficiency; malignant disease; hyper- 
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thyroidism; hereditary optic neuritis (Leber’s disease); polioencephalitis hemor- 
rhagica superior of Wernicke; delirium tremens; cerebrospinal meningitis; pertussis 
encephalopathy; orbital actinomycosis; acute porphyria; subacute bacterial endo- 
carditis; cerebral tuberculoma; brucellosis; carotid artery thrombosis; Chloromycetin 
therapy; chorea (rare); herpes zoster ophthalmicus (rare); hypoparathyroidism; in- 
fectious mononucleosis; influenzal meningitis; leprosy; Schilder’s disease; serum sick- 
ness; sulfonamide therapy; ocular trichinosis; typhus fever; lead poisoning; rheuma- 
tism; alcohol poisoning; thallium poisoning; idiopathic optic neuritis. 


OPTIC ATROPHY 


Optic atrophy may be primary or secondary. In primary optic atrophy the oph- 
thalmoscope shows the edges of the disk to be sharply defined, the physiologic cup 
deep and the lamina cribrosa visible, the color of the disk white or grayish and the 
arteries small or normal. In secondary optic atrophy, which follows previous inflam- 
mation or edema, the edges of the disk are blurred and irregular, the physiologic cup 
filled in, the color of the disk a dead white, and the arteries small and often bordered 
by a white line. There is diminution of vision or loss of sight, alteration of the field 
of vision, and altered perception of color. The disk, it should be remembered, varies 
in color in health and may appear atrophied as the result of congenital or senile 
peculiarities, although vision is normal and the field perfect. 

Optic Neuritis. Characteristics. Papilledema unless relieved by cerebral decom- 
pression or removal of the cause leads to secondary optic atrophy as may papillitis 
and retrobulbar neuritis. Blindness may result, but the prognosis is better in this form 
than in simple or primary optic atrophy, depending upon the extent to which the 
optic nerve has escaped from the destructive influences of the preceding processes. 

For causes of optic neuritis and papilledema see pages 117 and 119. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Optic atrophy (primary ) 
may be the earliest symptom (one third of the cases). It usually progresses to total 
blindness in three to four years. The disk is gray, but the margins remain distinct and 
sharp. 

Chief Signs. See page 110. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. Primary optic atrophy, similar to that in tabes, may be seen. 

Chief Signs. See page 105. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Retrobulbar neuritis occurs in many of the cases, especially those with sudden onset 
of impairment of vision, and gives place to optic atrophy with temporary or perma- 
nent loss of central vision, although the blindness is rarely or never complete. The 
atrophy manifests itself mainly in pallor of the temporal half of the disks. It occurs 
in 50 per cent of the cases. The course may be irregular with improvement of vision 
at times. The atrophied disk never shows the gray tint which is so characteristic of 
tabetic atrophy, and the blood vessels of the fundus stand out clearly and rarely 
present signs of inflammatory or vascular lesion. 

Chief Signs. See page 99. 

Wood-Alcohol Poisoning. Characteristics. Optic neuritis followed by optic atrophy 
may follow one dose of methyl alcohol or repeated imbibition. Total permanent 
blindness resulis. 
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Chief Signs. History of imbibition; headache; vertigo; gastroenteritis; coma. 

Acromegaly. Characteristics. Pituitary neoplasms frequently produce impairment 
of vision associated with partial or complete optic atrophy. Visual field defects are 
common, most frequently consisting of bitemporal hemianopsia, the field generally 
contracting from the temporal side inward and from above downward. Scotoma and 
irregular field defects may occur. 

Chief Signs. See page 14. 

Hereditary Optic Atrophy (Leber’s Disease). Characteristics. Optic atrophy may 
occur more frequently in young adult males, usually as a sex-linked recessive charac- 
ter, without apparent cause, involving the papillomacular bundle and accompanied 
by central scotoma. 

Chief Signs. Hereditary nature; bilateral loss of vision; central scotoma; persist- 
ence of the defect; occurrence in young adult males. 

Retinitic and Choroiditic Atrophy. Characteristics. The disk has a grayish-red or 
yellow, waxy appearance, its outlines are somewhat indistinct, the vessels are exceed- 
ingly narrow, and the retina presents evidences of the antecedent choroiditis or 
retinitis. 

Chief Signs. History of progressive diminution in sight with night blindness, central 
vision remaining until last, when complete blindness finally ensues. 

Chronic Retrobulbar Neuritis (Postpapillitic Atrophy). Characteristics. At first 
there are no changes in the papilla; later there is very often a pallor of the temporal 
side of the disks. The final result in some cases is optic atrophy, in which the disk is 
dense white or grayish in color, sometimes with a bluish tint, its margins irregular 
and somewhat hazy, its minute vessels lost, and its surface covered by connective 
tissue. The retinal arteries are narrow, the veins are normal in size and generally 
tortuous, and both arteries and veins are apt to be enclosed by white lines. 

Chief Signs. Often history of excessive use of tobacco, alcohol, or both; gradual 
diminution in acuteness of vision, the disturbance being most marked in bright light; 
central color scotoma for red and green; slow progress. 

Glaucoma. Characteristics. After the disease has lasted a certain length of time, 
the increased tension causes excavation of the optic disk, a deep depression with very 
steep or overhanging edges (glaucomatous cup), over which the blood vessels bend 
sharply and appear interrupted at the margin but are again seen at the bottom of the 
depression. The optic nerve becomes atrophied, the disk appearing pale, or in late 
stages greenish or bluish, and surrounded often by a whitish ring of choroidal 
atrophy. 

Chief Signs. See page 91. 

Amaurotic Family Idiocy. Characteristics. Optic atrophy occurs in most cases 
with impairment of vision progressing to total blindness. There is a characteristic 
retinitis. 

Chief Signs. See page 117. 

Less Common Causes. Malaria; myxedema; arteriosclerosis; severe hemorrhage; 
lead poisoning; Friedreich’s disease; hereditary cerebellar ataxia; meningitis; otitis 
media; fracture of the orbital canal; orbital cellulitis; occlusion of the central artery 
of the retina; thrombosis of the central vein; fracture of the orbit; orbital periostitis; 
acute retrobulbar neuritis; diabetes mellitus; influenza; aneurysm pressing on the 
chiasm; oxycephaly; scaphalocephaly; hydrocephalus; leprosy; macrocephaly; me- 
ningioma of the falx; microcephaly; middle ridge supra-orbital tumors; aneurysm of 
the ophthalmic artery; tumor of the optic chiasm; orbital actinomycosis; anthrax; 
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congenital spastic diplegia (Little’s disease); neurofibromatosis; infundibuloma; 
brain tuberculoma; brucellosis; carotid artery thrombosis; carotid-cavernous fistula; 
hypertensive encephalopathy; chickenpox encephalomyelitis; marble bones (Albers- 
Schonberg disease); chondrodystrophy; concussion; cranium bifidum and spina bif- 
ida; dysostosis craniofacialis; orbital echinococcus cyst; ethmoid and frontal sinus 
osteoma; fibrous dysplagia of the skull; frontal lobe tumor (Foster Kennedy syn- 
drome); glioma of the optic nerve; tumor of the craniopharyngeal pouch; opticochi- 
asmatic arachnoiditis; orbital tumor; Paget’s disease; periarteritis nodosa; pernicious 
anemia; platybasia; polycythemia; glioma of the retina; sarcoidosis; Hand-Schiuller- 
Christian disease; subdural hydroma; syringomyelia and syringobulbia; carbon mon- 
oxide poisoning; carbon tetrachloride poisoning. 


BLACK OR WHITE SPOTS OR PATCHES ON THE RETINA 


In children of dark complexion the fundus not infrequently presents a bright lus- 
ter, which changes its position with movements of the mirror, most marked along the 
blood vessels, and resembling the shimmer of watered silk. Another peculiar but 
physiologic appearance is sometimes due to opaque nerve fibers, which present 
whitish areas extending for a variable distance from the disk and terminate in brush- 
like extremities. The normal fundus also presents many minor variations. 

Exudative Choroiditis. Characteristics. There are patches of exudation on the 
fundus varying in size, shape, and position. At first these areas are yellowish in color, 
with ill-defined edges; the retinal blood vessels are seen to be lifted and to pass over 
them. Later, after several weeks or months, the exudation becomes absorbed, leaving 
patches of choroidal atrophy; these are whitish areas often presenting distinctly vis- 
ible choroidal vessels, and marked with more or less pigment, especially at the mar- 
gins. Different varieties of choroiditis give different pictures according to the charac- 
ter and situation of the patches (diffuse, disseminated, circumscribed, anterior, cen- 
thalmetee)e 

Chief Signs. See page 113. 

Retinitis. Characteristics. The ophthalmoscope reveals circumscribed exudations 
appearing as soft, white, slightly yellow spots or patches, discrete or confluent, vary- 
ing in size, and found principally along the retinal vessels and at the macula. There 
are also diffuse clouding of the retinal details, congestion of the disk, obscuration of 
the vessels in parts, hemorrhages of various sizes and shapes, and opacities of the 
vitreous. In nephritic retinitis the white spots are found chiefly at the macula and 
surrounding the disk; at the macula, there may be at first merely a few dots, but later 
more pronounced spots arranged in radiating lines which form a star-shaped figure 
with the fovea for a center; near the disk, and often more or less surrounding it, are 
larger spots, which may coalesce and form a ring around the disk. In diabetic retinitis 
there are small, bright spots in and around the macular region, grouped irregularly. 

For causes see page 115. 

Syphilitic Choroidoretinitis. Characteristics. In the acquired form there are scat- 
tered grayish or white spots often fringed with pigment, especially in the macular 
region and in the periphery, and circumscribed white exudations along the large 
blood vessels, forming white lines. The changes may be more circumscribed and be 
represented principally by a large, white exudate, macular or peripheral, changing 
later to an atrophic area with more or less pigmentation. In the hereditary form 
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there is a leaden discoloration of the fundus upon which are patches of pigment of 
various shapes and reddish-yellow spots or gray or white patches, all most marked 
at the periphery. 

Chief Signs. See page 142. 

Retinitis Pigmentosa. Characteristics. Black spots are present in the periphery of 
the fundus, which have the shape of branching cells, found especially along the 
blood vessels. They commence at the equator, and in the course of years new spots 
form, the pigment circle gradually approaching the disk. The disk and retina are 
atrophied, the disk having a yellowish, waxy appearance. The retinal vessels are 
very small. 

Chief Signs. Onset early in life; hereditary history; night blindness; concentric 
contraction of the field of vision; progressive diminution in sight, terminating after 
years in blindness; may be deafness and defective intelligence. 

Detachment of the Retina. Characteristics. The detachment is usually found near 
the periphery. It presents a collection of grayish, bluish-gray, or greenish folds with 
white tops presenting a bright sheen, projecting a variable distance into the vitreous 
and shaking with movements of the eye. The blood vessels pass over these folds and 
are therefore very tortuous and hidden in places. 

Coloboma of the Choroid. Characteristics. This presents a large white patch, usu- 
ally situated below the disk. The retinal vessels are seen passing across this patch. 

Chief Signs. Occurrence from birth; scotoma corresponding to the defect of the 
choroid and retina; may be also coloboma of the iris and other congenital defects of 
the eye. 

Rupture of the Choroid. Characteristics. After the original extravasation of blood 
into the vitreous is absorbed, a long, yellowish-white streak with pigmented edges, 
curved with the concavity toward the disk, is seen, usually in the neighborhood of 
the disk and to its outer side. 

Chief Signs. History of contusion of the eyeball. 

Tubercle of the Choroid. Characteristics. The tubercles appear as small, yellow- 
ish-white spots with soft, fading edges, varying in number, | to 2 mm. in diameter, 
located near the disk, in the macular region or scattered over the fundus. 

Chief Signs. Occurrence in acute miliary tuberculosis and tuberculous meningitis. 

Less Common Causes. Colloid bodies; myopic degeneration; tumors of the cho- 
roid; metastatic retinitis; periphlebitis retinae; Coats’s disease; retinitis circinata. 
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PHOTOPHOBIA 
(Intolerance of Light) 


Eyestrain. Characteristics. Photophobia may be a marked symptom, many patients 
being benefited by wearing tinted glasses. It is especially notable in those who do 
close work and suffer from uncorrected errors of refraction, particularly hyperme- 
tropia and astigmatism. 

Chief Signs. See page 75. 

Conjunctivitis. Characteristics. Photophobia is one of the symptoms common to 
all types of conjunctival inflammation. It is not constantly present in all varieties 
but is commonly seen at some time during the course of the disease in many cases. 

For the various forms of conjunctivitis see page 78. 

Interstitial Keratitis. Characteristics. Photophobia is usually a troublesome symp- 
tom, and is more pronounced in strumous children who are at the same time syphi- 
litic. 

Chief Signs. See page 84. 

Phlyctenular Keratitis. Characteristics. Photophobia is often severe. The child 
may bury his head deeply in the bedclothes to avoid light, and the lids are spasmod- 
ically closed. 

Chief Signs. See page 84. 

Ulcer of the Cornea. Characteristics. Photophobia is a variable symptom, being 
present in some cases but not in others. 

Chief Signs. See pages 85 and 86. 

Iritis. Characteristics. Photophobia varies considerably in degree, being almost or 
quite absent in some varieties and severe in those of acute and violent onset. 

Chief Signs. See page 90. 

Retinitis. Characteristics. Photophobia may or may not be present. It is never a 
marked sign, although comfort ensues from the use of tinted glasses. 

For causes see page 115, 
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Measles (Morbilli). Characteristics. Photophobia is one of the catarrhal symp- 
toms of invasion, associated with other symptoms of conjunctivitis and coryza. 

Chief Signs. See page 205. 

Coryza (Acute Rhinitis; Common Cold). Characteristics. Photophobia is one of 
the catarrhal symptoms. 

Chief Signs. See page 164. 

Influenza (La Grippe; Grip). Characteristics. Photophobia is often present. 

Chief Signs. See page 91. 

Migraine (Sick Headache). Characteristics. Photophobia may be present, being 
overshadowed by the pain. 

Chief Signs. See page 5. 

Hay Fever. Characteristics. Photophobia is often present with a neuralgic type of 
headache. 

Chief Signs. See page 80. 

Tuberculous Meningitis (Basilar Meningitis ). Characteristics. Intolerance to light 
may be noted in the first stage of the disease. 

Chief Signs. See page 94. 

Cerebrospinal Meningitis. Characteristics. Photophobia is always present and se- 
vere. It is associated with great sensitiveness to noises. 

Chief Signs. See page 94. 

Neurosis (Hysteria; Neurasthenia). Characteristics. Photophobia is a not uncom- 
mon symptom, especially in old-fashioned hysteria. It may be so extreme that the 
patient takes to wearing deep-tinted glasses, or covers her head with a black robe, or 
even requires to be led about like a blind person. 

Chief Signs. See page 558. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. At times, in- 
stead of ptosis, the eyes are kept partially closed on account of photophobia. 

Chief Signs. See page 11. 

Quinine Poisoning. Characteristics. Photophobia is a common complaint. 

Chief Signs. See page 139. 

Trigeminal Neuralgia (Tic Douloureux ). Characteristics. The paroxysms of pain 
are often accompanied by photophobia. 

Chief Signs. See page 4. 

Less Common Causes. Iodism; brominism; chronic arsenic poisoning; suppura- 
tive meningitis; ophthalmia; glaucoma; snow blindness; retrobulbar neuritis; cho- 
roiditis; cyclitis; aortic regurgitation; trichinosis; typhus fever; whooping cough; 
chickenpox; smallpox; occupational photophobia (furnace stokers, electric steel 
welders, workers in strong sunlight, x-ray workers); acute encephalitis; syphilitic 
pachymeningitis; cerebral tumor; herpes zoster ophthalmicus; anemia; dyspepsia; 
constipation; malingering; scleritis; sympathetic ophthalmitis; night blindness; acro- 
megaly; ariboflavinosis; vitamin A deficiency; postinfection encephalitis; albinism; 
color blindness; iridocyclitis; uveitis; subarachnoid hemorrhage; dilatation of the pu- 
pils; severe head injury; spasm of accommodation; acute lymphocytic meningitis; 
dengue; equine encephalomyelitis; Gradenigo’s syndrome; hyperthyroidism; miners’ 
nystagmus; occipital lobe tumor; osteomyelitis of the sphenoid bone; intracavernous 
aneurysms; congenital porphyria; African treponemiasis, serodermapigmentosum; 
guaiac or atropine poisoning; botulism; carbon disulfide poisoning; dimethyl sulfate 
poisoning; histamine headache; apresoline therapy; mustard gas; stilbamidine intoxi- 
cation; Chediak-Higashi disease (anomaly). 
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DIPLOPIA 
(Double Vision ) 
(See also Double Vision in One Eye, page 129.) 


Binocular diplopia may be caused by any ocular muscle paralysis, by unilateral 
ocular displacement, following extraocular muscle surgery, and in instances in which 
the mobility of one eye is mechanically limited. It occurs when the visual lines of 
the two eyes are not directed toward the same object, i.e., when one eye deviates so 
that corresponding points on the two retinas are not stimulated simultaneously by 
the same image; the degree of diplopia is, therefore, proportional to the amount of 
deviation. The true and more distinct image corresponds to the normal eye, the false 
and less distinct to the deviated eye; in ocular paralysis the diplopia is increased 
when the eyes are carried in the direction of the usual action of the paralyzed 
muscles. The diplopia is termed homonymous when the false image is on the side of 
the deviating eye, crossed when on the opposite side, horizontal when the two images 
are level, and vertical when they are displaced vertically. Crossed diplopia is asso- 
ciated with divergent squint, homonymous with convergent squint. If the paralyzed 
muscle is also an elevator of the eyeball, the false image is higher than the true; if a 
depressor, it is on a lower plane. To test for diplopia a red glass is placed before one 
eye to distinguish its image. A lighted candle is held about 10 feet in front of the 
patient and moved into different positions, and the nature of the diplopia noted on 
a diagram having nine spaces. Paralysis of the ocular muscles produces diplopia, but 
ordinary concomitant strabismus or cross-eyes does not, for the image from the 
deviated eye is disregarded by the brain. The ocular muscular paralyses are described 
first; they are not disease entities but are secondary to the conditions following them. 
These are the same diseases as are given under Squint, page 93. 

Oculomotor Paralysis (Third Nerve Paralysis). Characteristics. Diplopia occurs 
when looking at an object situated within the sphere of action of the paralyzed 
muscle and increases when the eyes are moved toward this side. With complete pa- 
ralysis of this nerve there is crossed diplopia, the false image is higher and its upper 
end inclined toward the paralyzed side. The paralysis, however, is often incomplete, 
two or three muscles being affected, perhaps associated with paralysis of other nerves. 
If the internal rectus is paralyzed, diplopia appears on looking toward the sound 
side; the two objects are level, the false inside the true. In paralysis of the superior 
rectus there is diplopia on looking up, and the false image is above the true. Paralysis 
of the inferior rectus causes diplopia on looking down, and the false image is below 
the true. When the inferior oblique is paralyzed there is diplopia on looking up, with 
the false image above and to the outer side of the true. Oculomotor paralysis is cen- 
tral or peripheral, according to the site of the lesion. It is symptomatic of many of 
the conditions given below. Often there are accompanying ptosis and pupillary 
changes. 

Chief Signs. Vertigo, nausea, uncertain gait; secondary deviation; erroneous pro- 
jection; oblique position of the head (toward the side of the paralyzed muscle). If 
complete: dilated, immobile pupil; paralysis of accommodation; almost complete 
immobility of the eyeball, which deviates outward and downward; slight exophthal- 
mos. If internal rectus paralysis: limitation of movement inward; divergent squint; 
face turned toward the sound side. If superior rectus paralysis: limitation of move- 
ment upward and toward the sound side; deviation of the eye downward and a little 
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outward; face directed upward and toward the sound side and the head inclined 
toward the shoulder of the sound side. If inferior rectus paralysis: limitation of move- 
ment downward and toward the sound side; deviation of the eye upward and slightly 
outward; face directed downward and toward the sound side and inclined toward 
the shoulder of the paralyzed side. If inferior oblique paralysis: limitation of move- 
ment upward and toward the paralyzed side; eye deviated downward and slightly 
inward; face directed upward and toward the paralyzed side and the head inclined 
toward the affected side. 

Fourth Nerve Paralysis (Paralysis of the Superior Oblique Muscle). Characteris- 
tics. There is double vision when the patient looks down (homonymous and verti- 
cal), the false image being below and to the outer side of the true. 

Chief Signs. Defective downward and outward movement (often too slight to be 
noticed); face directed downward and toward the sound side and the head inclined 
over the shoulder of the sound side; difficulty in moving about (especially in descend- 
ing stairs). 

Sixth Nerve Paralysis (Paralysis of the External Rectus Muscle). Characteristics. 
Diplopia occurs on looking toward the paralyzed side, the false image being outside 
the true one. 

Chief Signs. Limitation of movement outward; convergent squint; face turned 
toward the paralyzed side; conjugate deviation away from the side of the lesion 
(crossed control of the internal and external recti). 

Acute Alcoholism. Characteristics. Diplopia is present after a certain degree of 
intoxication is reached, but passes off with the return of sobriety. 

Chief Signs. See page 38. 

Asthenopia (Muscle Imbalance). Characteristics. In the more pronounced forms 
of heterophoria there is diplopia and indistinctness of print after fatigue of the eyes 
from use. The muscle balance can be maintained by effort for a certain length of time, 
but when the strain is too prolonged control fails. In exophoria diplopia is com- 
plained of most after use of the eyes for near work, in esophoria with distant vision. 
Sometimes the patient complains of one eye turning in or out. This is a subjective 
phenomenon only. 

Chief Signs. See page 75. 

Cerebral Syphilis. Characteristics. Irregular diplopias are common from paralysis 
of the third, fourth, and sixth nerves. The third nerve is most frequently affected, 
usually partially, often accompanied by ptosis and pupillary changes. The sixth nerve 
is also commonly affected, usually unilaterally. The fourth nerve is less frequently 
involved. 

Chief Signs. See page 105. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. A history of temporary di- 
plopia is often obtained. Permanent diplopia, due to permanent paralysis or paresis, 
of one sixth nerve or of one third nerve is frequently observed. 

Chief Signs. See page 110. 

General Paresis (Dementia Paralytica). Characteristics. Irregular diplopias may 
occur as a result of oculomotor palsies, but the latter are probably due to coexistent 
intracranial syphilitic lesions. 

Chief Signs. See page 105. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. Paralysis of one or 
other ocular muscles may result in squint and diplopia, 

Chief Signs. See page 94. 
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Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. The most com- 
mon cranial nerve involvement is paralysis of the oculomotor nerves with diplopia. 

Chief Signs. See page 94. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Transient di- 
plopia may be the earliest symptom and is accompanied by obvious strabismus. 

Chief Signs. See page 11. 

Cerebellar Tumor. Characteristics. Diplopia is a frequent symptom and is usually 
due to bilateral sixth nerve paresis occasioned by increased intracranial pressure. 

Chief Signs. See page 98. 

Cerebral Tumor. Characteristics. Diplopia is frequently an evidence of cerebral 
tumor. Often it is possible to isolate a definite nerve palsy, but sometimes the defect 
is in the coordinating mechanism of the two eyes rather than in the peripheral nerve 
or nerves. 

Chief Signs. See page 106. 

Ophthalmoplegic Migraine. Characteristics. The characteristic features of this 
form of migraine are double vision and ptosis due to third nerve paralysis accom- 
panying the attacks of headache. The ocular features may persist for some days. 

Chief Signs. See page 95. 

Postdiphtheritic Paralysis. Characteristics. The external rectus is perhaps the most 
frequently affected external ocular muscle (sixth nerve). Diplopia accompanies the 
strabismus when it occurs. 

Chief Signs. See page 95. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Diplopia, most commonly resulting from paralysis of the sixth nerve, is sometimes 
seen and is often an early and transient symptom. Inquiry should always be directed 
as to antecedent diplopia. Occasionally the third and fourth nerves may be affected. 

Chief Signs. See page 99. 

Orbital Cellulitis. Characteristics. Diplopia results from displacement of the eye- 
ball, though eventually vision is reduced or abolished in the affected eye owing to 
the occurrence of optic neuritis followed by atrophy. 

Chief Signs. See page 101. 

Orbital Tumor. Characteristics. The eyeball is usually displaced (exophthalmos ) 
by the tumor and diplopia results. 

Chief Signs. See page 101. 

Myasthenia Gravis. Characteristics. Diplopia from weakness of the external rectus 
and ptoses are the presenting symptoms in 50 per cent of the cases. 

Chief Signs. See page 66. 

Symblepharon. Characteristics. Movements of the eyeball are often interfered 
with mechanically, and this may cause diplopia. 

Chief Signs. See page 75. 

Less Common Causes. Arnold-Chiari deformity; frontal and ethmoid sinus oste- 
oma; German measles; encephalomyelitis; lethal granuloma of midline facial tissues; 
hypoparathyroidism; tumors of the hypophyseal stalk; hysterical accommodation 
convergence spasm; lacrimal gland tumors; Meniere’s disease; narcolepsy; cata- 
plexy; nasopharyngeal fibroma; ophthalmic artery aneurysm; otitic hydrocephalus; 
Parinaud’s syndrome; posterior inferior cerebellar artery syndrome; pseudotumor 
cerebri; pseudotumor of the orbit (chronic orbital myositis); migraine; Wernicke’s 
syndrome; methyl chloride, bromide, and iodide poisoning; mercury poisoning; bot- 
ulism, skull fracture; chronic progressive external ophthalmoplegia; cavernous sinus 
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thrombosis; cocaine addiction; hypoglycemia; all other causes of strabismus (see 
page 93). 


DOUBLE VISION IN ONE EYE 
(Monocular Diplopia) 


The object appears double even when one eye is shut. 

Partial Dislocation of the Lens. Characteristics. Some rays pass outside the lens 
direct to the macula; others pass through the edge of the lens and are deflected to a 
different part of the retina, two images thus being formed on the retina. 

Chief Signs. May or may not be history of injury; disturbance of vision; interfer- 
ence with accommodation; change of refraction; tremulous iris during movements of 
the eyes; increased or irregular depth of the anterior chamber; presence of the free 
convex edge of the lens in the pupil (bilateral and symmetrical if congenital). 

Cataract. Characteristics. During the incipient stage an irregular astigmatism 
occurs due to the breaking up of the lens by cortical cracks and opacities into sectors 
of varying refractive power. Monocular diplopia, or more commonly polyopia, may 
result, one candle being seen as five or six. 

Chief Signs. See page 113. 

Hysterical Amblyopia. Characteristics. Monocular diplopia may be one of a num- 
ber of ocular symptoms. 

Chief Signs. See page 136. 

Double Pupil. Characteristics. Monocular diplopia is most evident when the object 
looked at is not in accurate focus. 

Chief Signs. Presence of two pupillary apertures, congenital, operative, or trau- 
matic. 

Astigmatism. Characteristics. A low error of refraction may cause monocular 
diplopia, letters or test types being accompanied by faint “ghosts” either above or to 
the side of the real letters, and in some cases overlapping them. The patient may de- 
scribe this as blurring of vision. 

Chief Signs. Defective curvature of the refractive surfaces. 

Corneal Opacities or Irregularities. Characteristics. Such corneal lesions act in an 
optic fashion similar to opacities of the lenses. See Cataract above. 

Less Common Causes. Cerebral tumor; cerebral aneurysm; cerebral abscess; de- 
tachment of the retina (rare); malingering; pituitary lesions involving the chiasm. 


HEMIANOPSIA 


Hemianopsia is absence of half the field of vision of one or both eyes, usually 
both, and as a rule is restricted to lesions other than those of the retina or disk. It 
may be horizontal or vertical, the former being more common. The horizontal forms 
are: 1, homonymous hemianopsia, or blindness of the corresponding lateral halves 
of the visual fields; 2, heteronymous hemianopsia, or blindness of the opposite lateral 
fields (binasal or bitemporal). Quadrantic hemianopsia is a loss of one-quarter of 
one field, but it is usually found in both eyes as a vertical homonymous hemianopsia. 
The visual loss implied by these terms may not be absolute, for often the earliest sign 
of hemianopsia may be a relative defect termed “attention hemianopsia,” i.e., if the 
involved eye is confronted with two objects simultaneously, one in either field, the 
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one presented to the involved field will be missed, although clearly seen if presented 
by itself without visual attention having been distracted by the more easily seen ob- 
ject. Later the affected fields may discern large objects, but smaller ones, which re- 
flect less light, will be missed. Hemianopsia is due to a lesion of the visual fibers at or 
behind the optic chiasm. It is usually organic and bilateral, sometimes functional 
and bilateral, or unilateral. The lesion may occur at one of four main sites: 1, the 
optic chiasm; 2, one optic tract; 3, the posterior limb of one internal capsule; or 4, 
the optic radiations of one occipital region at or near the cuneus. 

Bitemporal hemianopsia can be produced by a single lesion only at one spot, hes. 
the chiasm. Such a hemianopsia may or may not be symmetrical in extent and degree, 
depending upon whether the interference with the fibers to the nasal side of the retina 
is equal or not. Usually the field defects occasioned by a chiasmal lesion are at first 
peripheral, but at times the earliest changes are found in the central area of the field. 
Homonymous hemianopsia is usually due to disease between the geniculate body 
and the visual cortex, lesions of the optic tract accounting for few cases. 

Hemianopsia is often discovered during a neurologic examination, the patient 
having been unconscious of his visual defect, or the patient may have noticed that 
he was running into objects in broad daylight. To map out the blind area with ac- 
curacy a perimeter is required and indeed is indispensable for determining the pres- 
ence or absence of early field changes. For ordinary purposes and with more ad- 
vanced field changes a simpler method is effective. The patient is instructed to look 
straight at the examiner while he brings a small object with his hand from the extreme 
right and left into the field of vision, each eye being covered while the other is tested. 
In the presence of hemianopsia the patient will not be aware of the object until it 
has passed one half of the field (nasal or temporal side). 

Several rules to remember in regard to hemianopsia are: 

1. If there is homonymous hemianopsia, the lesion is above the optic chiasm. 

2. In homonymous hemianopsia, if there is asymmetry of the field defects and in- 
equality in the depth of visual loss (incongruity), the lesion is probably of the optic 
tract, for the intermingling of fibers from the homonymous halves of the two retinas 
is not as complete as it is in the optic radiation, and thus a lesion of the optic tract 
may affect the fibers of the two eyes unequally. 

3. Congruous field defects in homonymous hemianopsia are as a rule due to le- 
sions in the optic radiation. 

4. Binasal hemianopsia is rare. 

5. In hemianopsia due to cortical lesions macular vision is sometimes spared, but 
in complete interruption of the optic tract such is not the case. 

6. The lesion in homonymous hemianopsia is on the opposite side of the dark 
field. 

Tumor of the Pituitary Gland (Nonchromophil). Characteristics. Bitemporal 
hemianopsia, the common field defect, occurs early. Since the relationship of the 
chiasm and the sella turcica is somewhat variable (in front, above, or behind), field 
defects other than bitemporal hemianopsia may be seen, a postfixed chiasm allow- 
ing pressure on one or both optic nerves, a prefixed chiasm allowing pressure on one 
or both optic tracts. In a majority of patients who suffer from pituitary tumor there 
is pallor of the optic disks. In a small number of pituitary tumors, usually malignant, 
there is papilledema followed by secondary optic atrophy. In basophil adenoma 
there is an absence of ocular signs except for those which may be associated with 
hypertension. 
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Chief Signs. Mental changes; frontal headache; palsies of the nerves to the extra- 
ocular muscles; some loss of vision; may be anosmia; epileptic fits; muscular hyper- 
tonicity, slight spasticity of the limbs; symptoms of hyperpituitarism (glycosuria, 
hyperglycemia, and sometimes acromegaly) or hypopituitarism (hypoglycemia, in- 
creased carbohydrate tolerance, drowsiness, perhaps obesity and sexual infantilism) ; 
x-ray of the sella turcica. 

Acromegaly and Giantism. Characteristics. Ocular features occur in a large pro- 
portion of the cases, bitemporal hemianopsia, optic atrophy, and in the late stages, at 
umes pressure on the third and sixth nerves. One eye only may be affected. An 
eosinophilic or mixed-cell adenoma of the pituitary gland is invariably present. 

Chief Signs. Acromegaly; skeletal changes and increase in size (facial prominences 
enlarged, hands and feet enlarged, soft tissues increased); headache; may be irrita- 
bility, deafness, somnolence; increasing blindness; polyuria, glycosuria and hyper- 
glycemia early; hypoglycemia and increased carbohydrate tolerance later; x-ray of 
the sella turcica. Giantism: generalized overgrowth of the skeleton and soft tissues 
(well-proportioned giant) ; later pituitary insufficiency may develop (weakness, fati- 
gability, lowered metabolism, hypotension, hypoglycemia) ; x-ray of the sella turcica. 

Cerebral Tumor. Characteristics. Hemianopsia occurs, dependent upon the situa- 
tion of the tumor. It is homonymous except in tumor of the third ventricle, when 
there may be bitemporal or even binasal hemianopsia. Hemianopsia is the usual 
thing in tumors of the occipital lobe, preceded perhaps by hemiachromatopsia and 
accompanied by visual hallucinations and word blindness or mind blindness. A tumor 
of the parietal lobe, by extension into or pressure upon the occipital lobe, may pro- 
duce it; one in the temporal lobe, from extension backward and upward; one involv- 
ing the crus, by pressure exerted upon the optic tract; one growing in the neighbor- 
hood of the basal ganglia, when it involves the posterior portion of the internal cap- 
sule; a growth in the corpora quadrigemina, probably from involvement of the 
external geniculate body. A tumor pressing upon the optic chiasma may produce 
hemianopsia; according to its location and extent there may be bitemporal hemian- 
opsia, complete blindness in one eye with temporal hemianopsia in the other, com- 
plete blindness, or nasal hemianopsia. A tumor located in the posterior part of the 
corpus callosum may produce homonymous hemianopsia, probably from involve- 
ment of the occipital lobe. 

Chief Signs. See page 106. 

Cerebral Abscess. Characteristics. In temporal lobe abscess there is frequently an 
upper quadrant homonymous defect which, with parietal lobe involvement, gives 
rise to a complete homonymous hemianopsia. Abscesses located in the parietal or 
occipital region are also likely to produce homonymous hemianopsia. 

Chief Signs. See page 11. 

Cerebral Syphilis. Characteristics. Owing to the frequent localization of the men- 
ingitic processes at the interpeduncular space (syphilitic basilar meningitis), the 
optic chiasm and ocular nerves are often affected. The syndrome of hypophysis 
tumor (pituitary gland) may be reproduced, with bitemporal hemianopsia due to 
involvement of the optic chiasm in its anterior portion by the exudate. Homonymous 
hemianopsia in syphilis is usually caused by a syphilitic arteritis which accounts for 
thrombosis with infarction or hemorrhage. Such a defect, when it is associated with 
papilledema in a syphilitic, suggests the presence of gumma. Syphilis may cause a 
bilateral homonymous hemianopsia. 

Chief Signs. See page 105. 
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Cerebral Thrombosis (Softening). Characteristics. Occlusion of the anterior cho- 
roid artery produces a hemianopsia which may be complete or which may be only 
an upper quadrantic homonymous defect. Occlusion of the middle cerebral artery or 
of the penetrating or cortical branches also produces hemianopsia. Blocking of the 
calcarine branch of the posterior cerebral artery produces a complete or incomplete 
hemianopsia which, if of the latter variety, is a superior homonymous quadrantic 
defect. Occlusion of the cortical branches of the posterior cerebral artery produces 
hemianopsia, and if branches of both posterior cerebral arteries are involved there 
commonly results a bilateral homonymous hemianopsia. 

Chief Signs. See page 339. 

Cerebral Embolism. Characteristics. As in thrombosis (see above). 

Chief Signs. See page 339. 

Cerebral Hemorrhage (Apoplexy). Characteristics. Hemianopsia may exist on 
the same side as the paralysis, and there may be diminution in the acuteness of the 
senses of hearing, taste, and smell. Homonymous hemianopsia of the halves of the 
visual fields opposite to the lesion is very frequent shortly after the onset, though often 
overlooked. If the hemorrhage is in the crus, the optic tract or the lateral geniculate 
body lying on the lateral side of the crus may be compressed, in which event there 
will be hemianopsia associated with crossed hemiplegia—paralysis of the opposite 
extremities and oculomotor paralysis on the side of the lesion. 

Chief Signs. See page 96. 

Migraine (Sick Headache; Hemicrania). Characteristics. Complete or incomplete 
hemianopsia is common during the attack. It is usually temporary but may become 
permanent, at which time as a rule there is a loss of all or part of the upper homony- 
mous half-fields. 

Chief Signs. See page 136. 

Aneurysm of the Internal Carotid Artery (Cerebral Portion). Characteristics. 
Hemianopsia may occur from pressure on the optic nerve or the commissure. 

Chief Signs. May be infective endocarditis, or syphilis; headache; optic neuritis or 
ophthalmoplegia; may be a murmur audible on auscultation of the skull; may be 
rupture and fatal apoplexy. 

Less Common Causes. Dystrophia adiposogenitalis; aura epileptica; fracture of 
the base with callus formation; polycythemia; tuberculous nodule; wounds of the 
brain; thrombosis of the internal carotid artery (homonymous hemianopsia with 
relative sparing of the upper quadrants of the defective half-fields); encephalitis 
lethargica (homonymous hemianopsia); measles encephalomyelitis (homonymous 
hemianopsia); opticochiasmatic arachnoiditis; vascular encephalotrigeminal syn- 
drome; encephalitis periaxialis diffusa; disseminated sclerosis; neuromyelitis optica; 
congenital and infantile hemiplegia; ocular echinococcus cyst (contralateral hemi- 
anopsia); hydrocephalus; serum sickness; air embolism. 


CONTRACTION OF THE FIELD OF VISION 
(Concentric or Irregular) 


(See also Hemianopsia, page 129.) 


The field of vision can be outlined roughly by the hand. The patient is turned with 
his back to the light, two feet in front of the examiner. With one eye covered at a time 
the patient is directed to fix his uncovered eye on the examiner, who closes his other 
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eye. The examiner then moves his hand with extended fingers from various parts of 
the periphery inward, midway between them, and the patient indicates when he sees 
the fingers. In this way the examiner can compare the patient’s field with his own. 
The perimeter furnishes the most exact method. When the field is contracted con- 
centrically the patient sees as though he were looking through a tube. 

Optic Neuritis (Papillitis; Retrobulbar Neuritis). Characteristics. The field of 
vision is usually contracted peripherally, especially for colors. This contraction may 
be concentric or irregular and is associated with an increase in size of the normal 
blind spot, and there may be hemianopsia or scotomas. 

For causes see page 115. 

Optic Atrophy. Characteristics. The visual field is concentrically contracted or 
there are irregular or sector-shaped defects of the field, first for colors and then for 
form. There is, in addition, reduction in the acuteness of vision, diminution in the 
light sense, sometimes scotomas, and color blindness. These symptoms tend to pro- 
gress and end in complete blindness. 

For causes see page 120. 

Hysteria. Characteristics. Concentric contraction of the field may be noticed after 
a convulsive seizure, associated often with hemianesthesia, and more marked on the 
anesthetic side (usually the left). It is associated with contraction of the color fields, 
the blue diminishing first and the red last. 

Chief Signs. See page 42. 

Retinitis. Characteristics. There are changes in the field of vision; these may be 
concentric contraction of the field (especially in retinitis pigmentosa) or scotomas 
(blind spots). Other disturbances of vision are associated and even more prominent. 

For causes see page 115. 

Exudative Choroiditis. Characteristics. Peripheral contraction and scotomas occur 
in the later stages. 

Chief Signs. Diminution of vision; distortion of objects; flashes of light; opthalmo- 
scopic examination (yellowish patches in the choroid, opacities of the vitreous); may 
be retinal changes (choroidoretinitis ) . 

Detachment of the Retina. Characteristics. There is more or less complete loss of 
vision in that part of the field which is opposite to the detachment, causing the 
appearance of a dark cloud before the eye and a corresponding limitation of the 
field as shown with the perimeter. This is extensive and mostly in an upward direc- 
tion. 

Chief Signs. Metamorphopsia and flashes of light; central vision preserved; oph- 
thalmoscopic examination (grayish folds over which run tortuous, dark red vessels). 

Opacity of the Cornea. Characteristics. The visual field is reduced in the area 
covered by the opacity when it encroaches upon the pupillary area. Even slight opaci- 
ties cause considerable visual disturbance on account of the resulting diffusion of 
light. 

For causes see page 84. 

Wood Alcohol Poisoning (Methyl Alcohol Amblyopia). Characteristics. The ocu- 
lar symptoms are marked reduction of vision with peripheral contraction of the field 
and absolute central scotoma. Blindness often follows. 

Chief Signs. See page 120. 

Quinine Poisoning (Cinchonism ). Characteristics. Beside other symptoms of cin- 
chonism there are contracted fields, more or less complete blindness, and marked 
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pallor of the disks, with extreme contraction of the retinal vessels, and dilated pupils, 
often noticed suddenly. 

Chief Signs. See page 139. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Impairment of vision may be an early symptom. The following varieties are found: 1, 
amblyopia over the whole field with contraction of the visual area; 2, central scotoma, 
both of which may or may not be associated with optic atrophy, and may be confined 
to one eye; 3, hemianopsia and quadrantic loss of vision in other cases. 

Chief Signs. See page 99. 

Glaucoma. Characteristics. There is progressive contraction of the visual field, 
especially on the nasal side, the reduction in extent of the color fields corresponding 
to that of the form-shield. 

Chief Signs. See page 85. 

Less Common Causes. Acromegaly; cerebellar ataxia; embolism of a branch of the 
central artery; insanity; nyctalopia, Raynaud’s disease; rheumatoid arthritis; syringo- 
myelia; tumor of the angular gyrus (opposite eye); ophthalmic artery aneurysm; 
anoxia; malingering; obstruction of the central retinal vein; oxygen poisoning; pineal 
tumor; congenital day blindness. 


DIMNESS OF VISION 
(Amblyopia) 


(See also Color Blindness, page 140, and Blindness, page 137.) 


Amblyopia is a symptom and describes the defective vision which a patient suffers. 
The term is usually employed to indicate a reduction in the acuteness of vision un- 
explained by lesions in the eye or refractive error. Under this caption of dimness of 
vision will be included, however, obscurity of sight due to any cause, whether ocular 
or extraocular, the ocular causes being considered first. 

Asthenopia (Eyestrain; Accommodative, Muscular, or Neurasthenic Asthenopia). 
Characteristics. Blurring or dimness of vision with confusion of the lines of print 
follows use of the eyes for near work, often after indulgence for a short time only. 

Chief Signs. See page 75. 

Astigmatism. Characteristics. There is always a diminution in the acuteness of 
vision both distant and near, varying with the degree and variety of the astigmatism; 
it is least with simple astigmatism, more with compound astigmatism, and most with 
mixed astigmatism. There is commonly considerable asthenopia, especially after the 
use of the eyes for near work. 

Chief Signs. See page 129. 

Myopia. Characteristics. There is indistinct vision for distance, near vision being 
good. Symptoms of asthenopia follow use of the eyes for near work. 

Chief Signs. See page 93. 

Presbyopia. Characteristics. The presbyope is compelled to hold reading, sewing, 
and other forms of near work farther away than the usual distance; with recession of 
the near point beyond the usual situation, the print becomes pale and indistinct, and 
fine print can be read only with great difficulty. 

Chief Signs. Occurrence after 40; asthenopia; distant vision unaffected. 

Acute Conjunctivitis. Characteristics, There may be some blurring of sight when 
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the altered secretion lies upon the cornea. Other subjective symptoms are usually 
more prominent and include photophobia, itching and smarting of the lids, heaviness 
of the lids, smarting pain in the eye, and a dull aching in the brow and temple. 

For forms of acute conjunctivitis, see page 78. 

Interstitial Keratitis. Characteristics. There is more or less interference with vision 
depending upon the intensity of the process. This gradually subsides during the 
process of absorption. 

Chief Signs. See page 84. 

Opacity of the Cornea. Characteristics. This interferes with perfect vision when it 
involves or encroaches upon the pupillary area, the degree depending upon its density. 
Even slight opacities cause considerable visual disturbance on account of the result- 
ing diffusion of light. 

Chief Signs. History of keratitis or corneal ulcer; presence of nebula, macula, or 
leukoma of the cornea. 

Acute Iritis (and Iridocyclitis ). Characteristics. The patient complains of marked 
diminution of vision, the degree depending upon the cloudiness of the anterior cham- 
ber, deposits in the pupil and upon Descemet’s membrane, and upon transient myopia 
and astigmatism. 

Chief Signs. See page 90. 

Exudative Choroiditis. Characteristics. There are disturbances of sight: diminution 
of vision due to opacities in the vitreous, distortion of objects, and a reduction or loss 
of vision in that part of the field which corresponds to the seat of exudation. 

Chief Signs. See page 133. 

Sympathetic Ophthalmitis. Characteristics. Dimness of vision occurs when the 
eyes are used for near work. If the condition progresses to actual inflammation, dim- 
ness of vision becomes more marked and often progresses to blindness. 

Chief Signs. Presence of preceding and concomitant traumatic inflammation of the 
other eye; photophobia, lacrimation, tenderness in the ciliary region; circumcorneal 
injection; descemetitis; increased depth of the anterior chamber; contracted pupil; 
increased tension; progression to plastic uveitis, chorioretinitis, opacity of the vitre- 
ous, opacity of the lens, detachment of the retina, and atrophy of the eyeball. 

Glaucoma. Characteristics. With each succeeding attack the diminution in vision 
becomes greater, until finally blindness ensues. 

Chief Signs. See page 85. 

Cataract. Characteristics. There is diminished acuteness of vision, depending upon 
the situation and extent of the cataract. It is greatest when the opacity is central and 
diffuse, and least when it is peripheral. When central, the patient sees best in dim light 
—with dilation of the pupil. The interference with vision increases with the progress 
of the cataract, until finally there is mere perception of light. 

For forms of cataract see page 113. 

Retinitis. Characteristics. There is diminution in acuteness of vision varying with 
the severity and extent of the exudates, but generally considerable. Other visual dis- 
turbances are often present also. 

For causes see page 115. 

Optic Neuritis (Papillitis). Characteristics. Vision may be defective or entirely 
unaffected. Usually the vision of one eye is more affected than its fellow. Impairment 
of sight may come on rapidly or slowly. 

For causes see page 119. 

Optic Atrophy. Characteristics. There is reduction in the acuteness of vision, vary- 
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ing from a slight depreciation to blindness, and if the atrophy is bilateral, usually 
more marked in one eye than in the other. Other visual defects are also present, as 
concentric contraction of the field, first for colors and then for form, diminution in 
the light sense, sometimes scotomas, and color blindness. 

For causes see page 120. 

Migraine. Characteristics. When amblyopia occurs it is usually transitory and may 
occur either as a central scotoma, hemianopsia, or monocular blindness, more rarely 
as a quadrant hemianopsia or a ring scotoma. In some instances the upper or lower 
parts of the visual fields may be blurred or obscured. 

Chief Signs. Periodic unilateral headache, deep, throbbing, pulsating and aching; 
nausea and vomiting; hereditary diathesis; relief often by the use of an ergotamine 
preparation. 

Toxic Amblyopia (Chronic Retrobulbar Neuritis). Characteristics. There is grad- 
ual diminution in the acuteness of vision and foggy vision, the patient seeing better 
in the evening and the visual disturbance being more marked in bright light. 

Chief Signs. Occurrence in middle-aged or elderly men; history of excessive use of 
alcohol, tobacco, or other toxic agent (chloral, lead, arsenic, male fern, methyl 
alcohol, carbon bisulfide, thallium, nitrobenzol) ; history of vitamin deficiency; central 
color scotoma for red and green; at first, slight hyperemia of the disk, later often 
pallor of the temporal sides; improvement, permanent reduction of vision, or blind- 
ness. 

Congenital Amblyopia. Characteristics. The term is used to describe that variety 
of defective vision present from birth which is for the most part unassociated with 
fundus lesions, although sometimes the papilla is discolored and the macula deeply 
pigmented, and there is scotoma, either small or absolute, or larger and for colors 
alone. It usually affects one eye and is frequently associated with high degrees of 
hypermetropia and astigmatism, though correction of the optical error usually fails 
to improve the vision materially. 

Wood Alcohol Poisoning (Methyl Alcohol Amblyopia). Characteristics. The ocu- 
lar symptoms are marked reduction of vision, peripheral contraction of the fields, 
and absolute central scotoma; blindness often follows. 

Chief Signs. See page 120. 

Hysterical Amblyopia. Characteristics. The most constant symptom is a diminu- 
tion in the acuteness of vision, and the field of vision is concentrically contracted. The 
color fields have not the same relative areas as in the normal eye. There may be 
central, annular, or irregular scotomas, or hemianopsia. The ocular manifestations 
of hysteria are usually referred to one eye. 

Chief Signs. Those of a neurosis, often with hemianesthesia of the affected side. 

Amblyopia Exanopsia. Characteristics. Defective vision, attributed to lack of use, 
may occur on account of obstruction to the rays of light falling upon the retina (con- 
genital corneal opacities, congenital cataract, etc.) or in an eye which from early 
infancy has squinted and has, therefore, not been concerned in the visual act. 

Traumatic Amblyopia. Characteristics. Dimness of vision sometimes follows severe 
injuries to the head, especially in the occipital region and the region of the external 
angular process of the frontal bone; blows along the course of the spinal cord after 
railroad injuries; and blows upon the brow in the region of the supra-orbital nerve. 
There is no visible pathology but probably a hemorrhage into the sheath of the optic 
nerve. 

Quinine Amblyopia. Characteristics. The principal ocular symptom of quinine 
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poisoning is blindness, which may be total or partial and transitory or permanent. 
Permanent blindness is extremely rare, but permanent reduction of visual acuity is 
not uncommon. There is often extreme contraction of the retinal vessels and pallor 
of the optic disk. 

Reflex Amblyopia. Characteristics. Diminished vision is sometimes attributable to 
severe hemorrhage (postpartum, gastric or duodenal ulcer, hemoptysis, epistaxis, 
etc.) and to peripheral circulatory failure arising from causes other than hemor- 
rhage. 

Night Blindness (Functional Nyctalopia). Characteristics. This is a functional de- 
fect of the retinal apparatus, often congenital, concerned with dark adaptation, in 
which there is reduction of vision in diminished light and constricted visual fields, 
especially for blue. This condition is also symptomatic of certain forms of secondary 
optic atrophy, especially retinitis pigmentosa, and of vitamin A deficiency. 

Day Blindness (Hemeralopia). Characteristics. Sight is better at dusk or in feeble 
illumination than in bright light. 

Chief Signs. Occurrence in toxia amblyopia, opacity of the lens or cornea, retinitis 
with central scotoma, albinism, coloboma of the iris and choroid, and irideremia. 

Raynaud’s Disease. Characteristics. Temporary amblyopia due to spasm of the 
retinal vessels is sometimes met with. 

Chief Signs. See page 355. 

Malaria Amblyopia. Characteristics. It affects one or both eyes without fundus 
changes, lasts for hours or days, and usually disappears with therapy. 

Chief Signs. See page 587. 

Less Common Causes. Hereditary cerebellar ataxia; brominism; mercurialism; 
pterygium (when covering the cornea); pterygoclonus; sarcoma of the choroid; 
opticochiasmatic arachnoiditis; acute retrobulbar neuritis; thrombosis of the central 
vein; malingering; arsenic poisoning; amaurotic family idiocy; eclipse amblyopia; 
diabetes mellitus; gelfenium poisoning; tryparsamide poisoning; uremia; disease of 
the visual cortex; anoxia; retinoblastoma; eclampsia; vitamin B complex deficiency. 


BLINDNESS, TRANSIENT OR PERMANENT 


(Amaurosis ) 


Amaurosis signifies loss of vision, the term usually being restricted to those causes 
not due to ocular disease. This caption, however, shall be inclusive of all causes of 
blindness, unilateral or bilateral. 

Penetrating Wound of the Orbit. Characteristics. The eyeball may be destroyed, or 
the optic nerve injured, so that blindness results. 

Fracture of the Orbit. Characteristics. If the apex of the orbit involving the optic 
canal is the seat of the fracture, the optic nerve may be injured. This may result either 
from direct injury or indirectly (contrecoup) and produce blindness without oph- 
thalmoscopic evidence, followed in a few weeks by atrophy of the optic nerve. 

Purulent Iridocyclitis. Characteristics. The entire uveal tract may be involved in 
the purulent process and terminates in blindness, shrinking of the eyeball causing 
atrophy of the globe. In other cases the disease extends to all the structures of the 
eyeball and terminates in panophthalmitis. These complications are especially com- 
mon in cases following pyemia, septicemia, and meningitis. 

Chief Signs. Edema of the lid; circumcorneal injection; intense ciliary pain; chemo- 
sis; hypopyon; yellow reflex from the vitreous. 
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Ophthalmia Neonatorum (Infantile Purulent Conjunctivitis ). Characteristics. Tne 
gonococcus cases, unless energetically treated from the outset, are frequently fol- 
lowed by permanent loss of vision. This was one of the great causes of blindness, but 
cases are less frequent now as a result of better prophylaxis and therapy. 

Chief Signs. See page 79. 

Suppurative Iridochoroiditis. Characteristics. In this affection the choroid, ciliary 
body, and iris are involved in a suppurative inflammation which leads to the destruc- 
tion of the eyeball, and sight is rapidly lost. 

Chief Signs. See page 83. 

Panophthalmitis (Purulent Uveitis). Characteristics. The entire eye is destroyed, 
sight being rapidly lost. The eyeball becomes shrunken. 

Chief Signs. History of penetrating wound, perforating ulcer, pyemia, orbital cell- 
ulitis, meningitis; general febrile symptoms; severe pain in the eyeball; swelling and 
redness of the lids; intense ciliary and conjunctival congestion; marked chemosis, 
anterior chamber full of pus; cornea clouded, yellow, and of increased tension; ex- 
ophthalmos and limitation of movements of the eyeball; rupture of pus through the 
anterior portion of the sclera. 

Sympathetic Ophthalmitis. Characteristics. In the majority of cases, when inflam- 
mation of more than a mild degree sets in, blindness results. The retina is detached, 
and the eyeball shrinks and passes into the condition of atrophy. 

Chief Signs. See page 135. 

Acute Glaucoma. Characteristics. The final result is that the eyeball either softens, 
shrinks and atrophies, or else there are ulceration and perforation of the cornea, fol- 
lowed by iridocyclitis, with subsequent atrophy of the eyeball, or panophthalmitis and 
phthisis bulbi. 

Chief Signs. See page 85. 

Chronic Inflammatory Glaucoma. Characteristics. The final result is blindness. 

Chief Signs. As in acute glaucoma but less intense and more gradual in onset. 

Simple Glaucoma. Characteristics. There is gradual loss of sight with progressive 
contraction of the visual field and scotomas. Central vision is the last portion to be 
lost. 

Chief Signs. Insidious onset and chronic course; pupil somewhat dilated and slug- 
gish; increased ocular tension; glaucomatory excavation of the disk and optic atrophy; 
foggy vision, colored halos around artificial lights, diminished accommodation, pre- 
mature presbyopia. 

Cataract. Characteristics. The interference with vision increases with the progress 
of the cataract until finally there is mere perception of light. 

For forms of cataract see page 113. 

Retinitis. Characteristics. Certain changes may occur in the retina as a result of 
atrophy, causing considerable impairment or absolute loss of vision. 

For causes see page 115. 

Optic Atrophy. Characteristics. There is progressive reduction in the acuteness of 
vision, progressing to complete blindness. In secondary atrophy the prognosis is 
better than in simple atrophy and depends upon the extent to which the optic nerve 
has escaped from the destructive influences of the preceding process. 

For causes see page 120. 

Chronic Retrobulbar Neuritis. (Toxic Amblyopia). Characteristics. If the poison- 
ing continues, vision may be markedly impaired and eventually lost. Early treat- 
ment, however, gives hope of improvement or even restoration of normal vision. 
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Chief Signs. See page 121. 

Acute Toxic Encephalopathy. Characteristics. Blindness may occur as a result of 
an acute toxic encephalitis complicating acute and severe infectious diseases such as 
pneumonia, diphtheria, scarlet fever, dysentery, and erysipelas. 

Uremia. Characteristics. Uremic amaurosis in which complete blindness may de- 
velop within hours or a few days is not uncommon. Ophthalmoscopic changes may be 
entirely absent or they may be pronounced. As the uremia subsides, vision returns to 
its previous level unless there is renal retinitis, in which case recovery of vision is 
rare. 

Chief Signs. See page 108. 

Hemorrhage. Characteristics. Loss of sight may follow hemorrhage and is most 
frequently seen after gastrointestinal and uterine bleeding. It may also follow venesec- 
tion, epistaxis, hemoptysis, and urethral bleeding. The majority of cases follow 
repeated small, rather than single large hemorrhages, and the condition is rare as a 
result of traumatic hemorrhage. Blindness may occur either during or immediately 
after the occurrence of the hemorrhage, but most commonly it has its onset between 
the third and seventh day and is occasionally seen as late as three weeks following the 
bleeding. Unilateral amaurosis occurs in 10 to 12 per cent of the cases. The prognosis 
is guarded with often some permanent loss of vision. 

Malignant Malaria. Characteristics. Sudden blindness without retinal changes has 
been described, due presumably to cerebral involvement. Periodic amaurosis may 
occur as a result of retinal edema, hemorrhages, or drug therapy. Amaurosis termi- 
nating in optic atrophy is occasionally seen and may be due to parasitic obstruction of 
the central retinal artery or quinine poisoning. 

Chief Signs. See page 587. 

Wood Alcohol Poisoning (Methyl Alcohol Amaurosis). Characteristics. There is 
a rapid primary failure of sight. If this amaurosis clears quickly, the outlook is good. 
When, however, amblyopia persists for several days or weeks, there is in many in- 
stances secondary failure of vision occurring within weeks or months. This latter 
variety of visual failure is a common manifestation of wood alcohol poisoning. 

Chief Signs. See page 120. 

Quinine Poisoning (Quinine Amaurosis). Characteristics. The characteristic clini- 
cal features of taking large doses of the drug are total blindness, extreme pallor of the 
optic disks, marked diminution of the retinal vessels in number and caliber, and con- 
traction of the visual field. The restoration of vision may be perfect or incomplete. 
The contracted field of vision gradually widens out, but does not regain its normal 
limits. 

Chief Signs. History of ingestion; deafness and tinnitus; may be permanent pallor 
of the disks. 

Hysterical Amaurosis. Characteristics. This is characterized by complete abeyance 
of the visual sensation. It occurs both as a unilateral and a bilateral affection, the 
former being more frequent. Occasionally the blindness lasts for a very short time 
and occurs during a crisis; at other times it lasts for weeks, months, and sometimes 
years. The eyegrounds are normal, and usually the pupils react to light. Deafness may 
alternate or come on at the same time. Hysterical amaurosis may occur in children. 
Generally it is possible to prove by ordinary prismatic, stereoscopic, and other tests 
that the supposed blind eye really sees. 

Chief Signs. See page 42. 
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Diabetes Mellitus. Characteristics. Sudden amaurosis, similar to that which occurs 
in uremia, may occur. 

Chief Signs. See page B7 15 

Malingering (Pretended Amblyopia). Characteristics. Patients sometimes pretend 
to be blind in one eye in order to escape military duty or to recover damages for 
alleged injury; occasionally bilateral blindness is simulated. The light reflex remains. 
Several tests are used to detect the fraud. Bilateral simulation is more difficult of 
detection. 

Cerebral Tumor. Characteristics. A tumor extensive enough and so situated as to 
involve the optic chiasm may cause bitemporal hemianopsia, total blindness in one 
eye and temporal hemianopsia in the other, or complete blindness. This is a different 
condition from the blindness due to the optic atrophy following the optic neuritis of 
increased intracranial pressure which occurs so commonly in tumors of the brain. A 
tumor involving both visual centers in the cuneus or the connecting tract between 
these centers and the corpora quadrigemina causes absolute blindness, the pupils still 
reacting to light. 

Chief Signs. See page 106. 

Amaurotic Family Idiocy. Characteristics. There is gradual loss of sight, and death 
occurs before the end of the second year of life. 

Chief Signs. See page 117. 

Less Common Causes. Staphyloma of the cornea; retinoblastoma; embolism of the 
central artery; acute retrobulbar neuritis; orbital cellulitis (if occurrence of optic 
neuritis followed by atrophy); orbital tumor; tumor of the optic nerve; retrolental 
fibroplasia (permanent blindness in premature infants ) ; anophthalmos; buphthalmos, 
rupture of the globe; rupture of the sclera; iritis (with occlusion of the pupil); 
iridocyclitis; pertussis; sarcoma of the choroid; detachment of the retina; arsenic 
poisoning; small cerebral hemorrhage (may be transient blindness); small cerebral 
embolism (may be transient blindness); epilepsy (may be transient blindness) ; 
eclampsia (may be transient blindness ) ; snow blindness; excess of bromides, Cannabis 
indica, Felix’ mas, santonin, salicylates, mercury, lead; anemia of the brain (tran- 
sient); chloroma; electric current accidents and lightning stroke (usually transient 
blindness); paroxysmal tachycardia (may be transient blindness); vitamin A de- 
ficiency; idiopathic thrombocytopenic purpura; air embolism; Albers-Schénberg 
disease; anesthesia (unilateral blindness due to central retinal artery obstruction) ; 
aneurysm of the anterior cerebral and anterior communicating arteries; anoxia; blood 
transfusions; carotid artery thrombosis; hypertensive cerebral attack (may be tran- 
sient blindness ) ; exposure to electric flash and arc welding light (transient blindness ) ; 
Schilder’s disease (bilateral occipital lobe involvement); ethylene glycol ingestion; 
herpes zoster ophthalmicus; Raynaud’s disease (intermittent blindness); ocular 
leprosy; malignant nasopharyngeal tumor (orbital invasion or intracranial involve- 
ment of the optic nerve or chiasm); measles encephalomyelitis; meningococcus 
meningitis; radiogenic microcephaly; neurosurgical operations in the sitting position; 
optic nerve aplasia; opticochiasmatic arachnoiditis; paraffin embolism. 


COLOR BLINDNESS 
(Achromatopsia ) 


The most commonly used and most convenient method of examination is Holm- 
gren’s test with a large assortment of colored worsteds. This collection consists of: 
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1, certain colors called “test colors” (a pale green, a light pink, and a bright red); 
2, lighter tints and darker shades of these colors (“match colors”); and 3, ‘“‘con- 
fusion colors” (yellow, green, gray, drab, fawn, mauve, pale blue, etc.). The test 
must be made in good daylight. The pale green sample is given to the individual 
and he is required to select colors which match the test sample; if he does this cor- 
rectly he has normal color sense. If he not only selects similar colors but also con- 
fusion colors, and in addition shows a certain hesitancy, his color sense is defective. 
Next a pink skein is selected and the person examined asked to match this. If besides 
similar skeins he also selects blue or violet, he is red blind; if he selects green or 
gray, he is green blind. Finally, the bright red test skein is given to be matched. If, 
besides red, he chooses green and brown colors darker than the red, he is red blind; 
if he selects shades of these colors lighter than the red, he is green blind. A person 
afflicted with blue blindness sees only red and green; he usually confounds blue with 
green, purple with red, orange with yellow, and violet with yellow, green, or gray. 
Other methods of a similar nature are used. The spectroscope is also employed. 

Congenital Color Amblyopia (Congenital Color Blindness). Characteristics. This 
occurs in 3 to 4 per cent of males and in only 0.3 per cent of females. Both eyes are 
usually affected, and the functions of the eyes are otherwise normal. There is a 
distinct hereditary tendency in many cases. There is usually a loss of perception of 
one or two of the fundamental colors (red, green, or blue). 

Optic Atrophy. Characteristics. Color blindness sets in as the atrophy progresses; 
first the vision for green, then for red, then for blue is lost. There is concentric con- 
traction of irregular or sector-shaped peripheral defects of the field, first for colors, 
then for form. 

For causes see page 120. 

Toxic Amblyopia (Chronic Retrobulbar Neuritis). Characteristics. There" 1s/a 
central color scotoma for red and green, more marked for green than for red. 

Chief Signs. See page 136. 

Optic Neuritis. Characteristics. The field of vision is usually contracted peripher- 
ally, especially for colors; there may be reversal of the color fields. 

For causes see page 119. 

Less Common Causes. Dementia; diabetes mellitus (scotomas); retinitis; multiple 
sclerosis; epilepsy; hysteria; malingering; chronic glomerular nephritis; poisoning 
from lead, ergot, quinine, salicylates, carbon bisulfide, methyl alcohol; tobacco- 
alcohol amblyopia. 


BLIND SPOTS 


(Scotomas, Muscae Volitantes, etc. ) 


Scotomas are dark areas within the limits of the visual field. A positive scotoma is 
one which the patient perceives as a dark spot in some portion of his visual field; a 
negative scotoma, although unperceived by the patient as a dark spot, is a limited area 
of the visual field within the confines of which an external object is not perceived and 
which is generally not discovered until the field is tested. According to their locations 
scotomas are divided into central (one corresponding to the point of fixation); 
paracentral or cecocentral (one situated near the point of fixation); ring or annular 
(one surrounding the point of fixation); and peripheral. This caption refers to spots 
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which the patient himself is aware of, either as a dark spot or as a defect of the visual 
field. 

Muscae Volitantes. Characteristics. These are dark spots appearing before the 
eyes. They appear as grayish shadows which move with changes in the position of 
the eyes, having the shape of dots or globules collected into strings, or they may have 
any shape. 

Chief Signs. May be error of refraction or digestive disturbances; absence of struc- 
tural change in the vitreous or other media. 

Migraine. Characteristics. The headache may be and often is associated with 
scintillating scotoma. The attack begins with a central dark spot before both eyes, 
which spreads by scintillating and colored zigzag lines until there is a considerable gap 
in the field. 

Chief Signs. See page 136. 

Opacity of the Cornea. Characteristics. An opacity involving the pupillary area 
causes a defect of the field of vision by obstructing the entrance of light rays. 

Chief Signs. See page 84. 

Cataract. Characteristics. In the incipient stage the patient may complain of seeing 
spots which occupy a fixed position in the field. 

For forms of cataract see page 113. 

Opacities of the Vitreous. Characteristics. When these gravitate into the line of 
vision they cause scotomas which vary, depending on the size and density of the 
opacity. They are usually movable, and the patient may be able to move the eyeball 
in a certain way so as to throw the opacity out of the line of sight. 

Chief Signs. Presence of myopia, disease of the uvea or retina, systemic disease, or 
injury to the choroid or ciliary body (resulting in hemorrhage); discovery of dark 
spots upon a red ground and movable when the eye is turned in various directions 
(with the ophthalmoscope at a distance). 

Exudative Choroiditis. Characteristics. In the later stages of this ocular disease 
there may be defects in the field of vision due to scotomas—earlier there will have 
been other disturbances of sight, as diminution of vision, distortion of the shape and 
size of objects, a reduction or loss of vision in that part of the field corresponding to 
the seat of exudation, and flashes of light, sparks, or bright circles before the eyes. 

Chief Signs. See page 113. 

Simple Glaucoma. Characteristics. Scotomas are common; they may be central, 
paracentral, or peripheral; a very characteristic defect is often found directly continu- 
ous with the normal blind spot. 

Chief Signs. See page 138. 

Syphilitic Choroidoretinitis. Characteristics. Central or ring-shaped scotomas are 
common. 

Chief Signs. History and evidence of syphilis, congenital or acquired; diminution of 
visual acuity and of the light sense, night blindness, distortion of objects, flashes of 
light; contraction of the field of vision; ophthalmoscopic examination (swelling of 
the retina and disk, dustlike opacities, scattered spots in the acquired form; leaden 
discoloration of the fundus with patches of pigment in the congenital form). 

Toxic Amblyopia (Chronic Retrobulbar Neuritis). Characteristics. There is a 
central color scotoma which sometimes becomes absolute. 

Chief Signs. See page 136. 

Retinitis and Retinal Hemorrhage. Characteristics. A hemorrhage produces a 


Colored Vision 143 


scotoma if the retinal tissue has been injured. Retinal metamorphopsia is often associ- 
ated with a scotoma particularly if the retinal lesion is large. 

For causes see page 115. 

Optic Neuritis. Characteristics. A central scotoma without eniargement of the blind 
spot is characteristic of early optic neuritis. 

For causes see page 119. 

Optic Atrophy. Characteristics. In the atrophy of tabes, bilateral central scotoma 
is of frequent occurrence. Central scotoma is also common in multiple sclerosis, being 
of a changeable and fluctuating course. 

For causes see page 120. 

Detachment of the Retina. Characteristics. There is a blind spot in the area of the 
detachment, causing the appearance of a dark cloud before the eye and a correspond- 
ing limitation of the field as shown by the perimeter. The patients are also conscious 
of floating spots before the eyes due to the frequent presence of vitreous opacities. 

Chief Signs. See page 133. 

Tumor of the Pituitary Gland. Characteristics. Central and paracentral scotomas 
are common, especially the paracentral varieties; they may be situated to the outer 
side of each fixation point, that is, they are bitemporal scotomas. These scotomas may 
antedate the more elaborate visual field defects and they may expand into complete 
hemianopsia. 

Chief Signs. See page 130. 

Less Common Causes. Intraocular optic neuritis of meningitis and sinusitis; uveitis; 
coloboma of the choroid; foreign bodies in the vitreous; diabetes mellitus; macular 
hemorrhage; lead poisoning; fibrous dysplasia of the skull; pigmentary degeneration 
of the retina; blinding by diffuse light; fracture of the optic foramen; night blindness; 
malnutrition; myopia; hysteria; Leber’s disease. 


COLORED VISION 


(Chromatopsia ) 


Patients with blind eyes occasionally complain of being conscious of colored lights, 
owing probably to irritation of the visual centers. Red vision may occur during or- 
dinary mydriasis and in eyes which attentively regard a brilliantly illuminated surface. 

Cataract. Characteristics. Following extraction, erythropsia or red vision may be 
complained of. Visual acuteness is not affected, but everything appears of a red or 
violet color. Sometimes cyanopsia or blue vision is met with, rarely green, yellow, or 
white vision. 

For forms of cataract see page 113. 

Jaundice. Characteristics. In obstructive cases xanthopsia or yellow vision may 
occur. 

For causes see page 829. 

Santonin Poisoning. Characteristics. At first objects appear of a bluish color to 
the patient, but this aberration is of comparatively short duration and in fact may 
pass unnoticed. It is followed by a much longer period of “yellow sight,” during 
which objects that are brightly illuminated seem to have a yellow tinge, blue seems 
green, and violet is indistinct, although in dimmer lights the violet may still pre- 
dominate. A second stage of “violet sight” occasionally intervenes before complete 
recovery. 
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Chief Signs. History of use; mental confusion; nausea, vomiting, and diarrhea; 
clonic twitchings or convulsions; bloody urine. 

Less Common Causes. Alcoholism (blue or yellow vision); tabes dorsalis (blue 
vision) ; retinal hemorrhage (red vision) ; hemorrhage into the vitreous (red vision) ; 
snow blindness (red vision); electric blindness (red vision); digitalis poisoning 
(yellow vision); amyl nitrite poisoning (yellow vision) ; quinine poisoning (yellow 
vision); picric acid poisoning (yellow vison); Cannabis indica poisoning; hysteria; 
sulfonilamide therapy (yellow vision); hereditary optic atrophy; iridectomy (red 
vision); streptomycin therapy (yellow vision); metrozol in convulsant doses; DDT 
poisoning (yellow vision); carbon disulfide poisoning (greenish blue or red vision). 


CHANGE IN THE SHAPE AND SIZE OF OBJECTS 


(Metamorphopsia, Micropsia, Macropsia) 


Dysmetropsia (micropsia and macropsia) may be divided etiologically into two 
classes: 1, dysmetropsia of peripheral origin including cases of macular edema and 
accommodation anomalies; and 2, dysmetropsia of central origin. 

Exudative Choroiditis. Characteristics. Besides diminution of vision due to opaci- 
ties in the vitreous and areas of exudation, there is distortion of objects (meta- 
morphopsia) due to the displacement of the retinal elements over the inflamed focus; 
sometimes objects appear smaller than they really are (micropsia), sometimes larger 
(macropsia). 

Chief Signs. See page 133. 

Retinitis. Characteristics. All forms of distortion of objects both in shape and size 
may occur. Objects appear to be reduced in size if they are crowded together; they 
also appear to undergo change in their contour and shape. Vertically placed parallel 
lines, on the one hand, appear to be bulged outward, and on the other, to be bent 
inward (fine parallel lines may appear wavy to a normal eye). Retinal metamorphop- 
sia is often associated with a scotoma. 

For causes see page 115. 

Detachment of the Retina. Characteristics. The patient is conscious of distortion 
of objects as well as an appearance as of a cloud before the eye. 

Chief Signs. See page 133. 

Less Common Causes. Paralysis of accommodation (micropsia); spasm of ac- 
commodation (macropsia) ; epilepsy; fatigue of the retina; infantile delirium; refrac- 
tive errors; hysteria; schizophrenia; drug intoxications; tumor of the choroid; tem- 
poral lobe lesions; macula edema (micropsia); macula scarring (macropsia); mi- 
graine; tumor in the region of the chiasm. 


FLASHES OF LIGHT, SPARKS, BRIGHT CIRCLES 
(Photopsia) 


Exudative Choroiditis. Characteristics. In the early stages the patients are often 
much annoyed by subjective symptoms of light, as flashes of light, sparks, or bright 
circles before the eyes. 

Chief Signs. See page 133. 

Detachment of the Retina. Characteristics. Should a patient with high myopia 
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describe attacks of flashes of light, showers of sparks, or other types of photopsies, 
such symptoms are dangerously significant of impending retinal detachment. 

Chief Signs. See page 133. 

Migraine (Sick Headache; Hemicrania). Characteristics. Visual symptoms are 
found in about half the cases and when present always form the aura or warning of 
the impending attack. Often there is a central scotoma, or defect in or abolition of 
the central vision. This spot enlarges from the center to the periphery, and as it 
extends laterally it clears up centrally. In the central dim area spectral phenomena 
may appear—such as flickering light, a central bright spot, or the edge of the spot 
takes on a zigzag shape, constituting the so-called fortification spectrum. At other 
times colored lights will be seen, or objects in constant vibration comparable to what 
is seen on the moving picture screen, sparks, or flashes of light. After a variable 
time these visual phenomena gradually subside or suddenly disappear, to be followed 
by headache. 

Chief Signs. See page 136. 

Epilepsy. Characteristics. Among the sensory warnings or aurae of this disease, 
flashes of light are sometimes noted. There may be also flickerings of light with 
zigzag, colored fortification spectra. Usually the aurae in this disease are quickly 
followed by unconsciousness and convulsions. In the event of the warning constituting 
the whole seizure, as it may occasionally do in the so-called epileptic equivalent, 
larval or minor epilepsy (petit mal), consciousness may or may not be temporarily 
impaired. 

Chief Signs. See page 47. 

Less Common Causes. Apoplexy (premonitory stage); cerebral anemia and hyper- 
emia; delirium tremens; neurosis (hysteria, neurasthenia); insanity; meningitis; 
cerebral tumor; cerebral thrombosis; high myopia; tabes dorsalis; exposure to ata- 
brine dust (blue halos around lights); syphilitic chorioretinitis. 
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PAIN IN THE EAR 
(Earache; Otalgia) 


Pain in the immediate neighborhood of the ear is included in this caption. 

Acute Otitis Media (Acute Purulent Otitis Media). Characteristics. Earache soon 
becomes intense. It is throbbing, lancinating, boring, and not intermittent in char- 
acter, although often found to be less in the morning than at night. With the advent 
of otorrhea, through spontaneous rupture of the drum or myringotomy, the pain 
rapidly ceases. Infants are unable to give expression to the suffering except by crying, 
which often amounts to agonizing shrieks. They are restless, roll the head with a 
boring motion, and seem to rest best when held in the lap with the affected ear down- 
ward. Children may develop otitis media with but little pain if there is drainage 
through the eustachian tube. Even after otorrhea begins, pain may recur if the per- 
foration becomes blocked. Certain cases of acute purulent otitis media run their 
entire course without pain, especially tuberculous and syphilitic forms. Pain is also 
absent if there has been a previous old perforation of the drum. 

Chief Signs. Acute onset following a cold or acute infection (measles, scarlatina) ; 
chill and fever in children; may be convulsions or diarrhea in children; headache; 
malaise; anorexia; conduction type of deafness; otorrhea in one to three days from 
the onset; otoscopy if possible (reddening and bulging of the tympanic membrane, 
with absence of the light reflex ). 

Acute Mastoiditis (Acute Purulent Mastoiditis). Characteristics. In the common 
type there is intense, deep-seated pain from the very beginning with only a moderate 
amount of ear discharge. Pain is felt subjectively, but is particularly evinced upon 
pressure, first over the mastoid fossa (antrum) just behind the ear, then over the 
mastoid tip and mastoid emissary vein. After perforation or incision of the drum the 
pain becomes less and remains less for a day or two as the otorrhea becomes estab- 
lished, then during succeeding days it gradually becomes more intense, and tender- 
ness over the mastoid cortex is increased. The pain, while rarely as excruciating as 
in acute otitis media, is continuous, deep-seated, and radiates over the entire side 
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of the cranium. There is a form of acute mastoiditis characterized by very profuse 
otorrhea which is almost painless. 

Chief Signs. May be history of acute otitis media or presence of a chronic purulent 
otitis; fever; headache; anorexia; malaise; conduction type of deafness; facial ex- 
pression of anxiety and suffering, with the head inclined to the affected side; tension 
of a sternomastoid muscle; may be obliteration of the retro-auricular fold with projec- 
tion of the ear from the head; later, may be tender swelling over the mastoid cortex 
with local signs of inflammation; otoscopy (bulging of the posterosuperior canal wall, 
bulging of the upper segment of the drumhead); may be continuous, obstinate oto- 
pyorrhea; x-ray. 

Acute Tonsillitis. Characteristics. The tonsillar pain may radiate to the ear, produc- 
ing a sharp otalgia. 

Chief Signs. See page 253. 

Furunculosis of the External Meatus. Characteristics. An indefinite sensation of 
soreness and fullness in the ear is the initial symptom. This is aggravated by any 
form of manipulation of the auricle. Throbbing pain soon becomes severe and con- 
tinuous, remaining the most troublesome symptom throughout. It is greatly intensi- 
fied by pressure and tends to radiate to the jaw. There is a tendency to nocturnal 
exacerbations and morning remissions. The pain is intensified by mastication, and 
wide opening of the mouth may be impossible. 

Chief Signs. May be deafness from occlusion of the canal; otoscopy (showing a 
circumscribed inflammatory area at some point in the canal with a normal tympanic 
membrane ); may be swelling of the lymph nodes underneath the lobule and in front 
of the tragus; may be swelling of the superficial tissues external to the auricular at- 
tachment and standing out of the concha. 

Herpes Zoster Oticus. Characteristics. A few hours after the initial malaise and 
slight fever, shooting pains are experienced in and about the external ear, becoming 
most severe in some cases. In older people especially, severe pain in the area may per- 
sist for a long time. Paresthesia may exist for some time after the disappearance of the 
vesicles. 

Chief Signs. Swelling and redness of the skin of the involved area; appearance of 
a group of herpetic vesicles (in the concha, over the pinna or in the external canal, 
on the drum, in front of or behind the auricle, or on the face and neck depending on 
the nerve ganglion involved) which remain five to eight days, then desiccate; re- 
covery in two weeks; may be scars; may be facial palsy, facial palsy and hypoacusis, 
or facial palsy with Meniere’s syndrome accompanying the eruption. 

Foreign Body in the Meatus. Characteristics. Insects, when alive, produce loud 
noises and agonizing, nerve-racking sensations akin to pain. Pain is severe when 
objects like beans or peas, which swell when moistened, lie against or lacerate the 
drum membrane. Sometimes a foreign body may remain quiescent, producing only 
the symptoms of impacted cerumen. 

Chief Signs. In children, the history of introduction; in adults, the wearing of 
cotton plugs, picking the ears with toothpicks, or accident; otoscopy (visualization 
of the foreign body). 

Otitis Externa Diffusa. Characteristics. The chief complaints are pain, tenderness, 
tinnitus, and deafness. The pain varies with the severity of the attack and is due to 
swelling and tension of the parts. It is aggravated by movements of the jaw. 

Chief Signs. History of trauma or infection; may be deafness from occlusion of 
the canal, and tinnitus from inflammation of the drum; presence of desquamations 
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in the canal or on the drum, sometimes filling the canal; may be tenderness, swelling, 
and narrowing, so that the deeper parts cannot be seen; inflammation and thickening 
of the tympanum; may be ecchymoses, exudation, and discharge of serum or seropus, 
drying and tending to exfoliate, leaving angry-looking areas. 

Mumps (Epidemic Parotitis). Characteristics. Pain usually precedes the swelling. 
It is usually referred to a point just below the ear in the region behind the jaw. It is 
increased by movement of the jaw, by pressure, and sometimes by the presence of 
acid substances in the mouth. 

Chief Signs. See page 55. 

Acute Myringitis and Myringitis Bullosa. Characteristics. The initial symptom is 
pain in the ear, sometimes preceded by a sensation of fullness lasting for several 
hours. Deafness and tinnitus are present, especially in the bullous form. 

Chief Signs. Usually tinnitus with slight disturbance of hearing; may be some fever 
in young children; otoscopy (congestion, swelling, petechial or bleb formation in- 
volving the membrane) ; rapid resolution. 

Dental Neuralgias. Characteristics. Dental lesions such as exposure of sensitive 
dentine by caries or gum margin recession, unerupted molar teeth, impacted molar 
teeth, pulpitis, and various inflammatory lesions of the gums, alveolar margins, and 
alveolar processes are very common causes for the development of pain felt in the 
ear and about the mastoid process. 

Chief Signs. May be caries, gum boil, or no external evidence of diseased teeth; 
electric and other tests for diseased teeth; x-ray; relief after removal of the offending 
teeth. 

Acute Aero-otitis Media. Characteristics. As a result of rapid changes in atmos- 
pheric pressure and with resultant failure to equalize air pressure in the middle ear, 
there may be merely a sensation of fullness in the ear or quite severe pain. This is 
often associated with mild deafness, tinnitus, and at times vertigo, and may in the 
presence of great and sudden pressure differences eventuate in a rupture of the ear 
drum with a consequent escape of blood from the external auditory canal and subse- 
quent relief of pain. 

Chief Signs. Presence of an etiologic factor (flying, compression in diving, etc. ); 
hemorrhage into the drum; hemotympanum; a fluid level meniscus seen through the 
retracted drum; rupture of the drum. 

Acute Diffuse Glossitis. Characteristics. There are severe pains radiating into the 
ear and the region behind the ear. 

Chief Signs. See page 221. 

Carcinoma of the Tongue. Characteristics. There may be pain of an intense persist- 
ent character deep in the ear. This ear pain may be present when there is little or no 
pain felt at the site of the growth. 

Chief Signs. See page 231. 

Acute Auditory Tube Obstruction (Acute Salpingitis; Serous Otitis Media). 
Characteristics. Pain in the ear may be complained of, but is not usually severe. More 
prominent symptoms are a sense of fullness, subjective noises, and deafness. 

Chief Signs. See page 154. 

Acute Thyroiditis. Characteristics. Radiation of pain upward in the neck to the 
angle of the jaw and into the ear is common. 

Chief Signs. Enlarged, firm, painful, tender thyroid; signs of systemic infection. 

Less Common Causes. Aural polyps (when large); abscess of the auricle; otitis 
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media neonatorum (pain slight); acute periostitis of the mastoid; perichondritis of 
the auricle; othematoma (early pain of short duration) ; eczema of the meatus; cancer 
of the larynx; trigeminal neuralgia; impacted cerumen (may be radiating neuralgic 
pains); caries of the osseous external auditory canal; epithelioma of the auricle and 
external auditory meatus (early, severe, and persistent pain); trauma of the mem- 
brana tympani; sphenoid sinusitis; pharyngitis, temporomandibular arthritis; ery- 
sipelas; Raynaud’s disease; chilblains; postauricular lymphadenitis; glossopharyngeal 
neuralgia; sphenopalatine ganglion cephalalgia; acute lingual tonsillitis; chancre of 
the pharynx with secondary infection and ulceration; elongation of the styloid proc- 
ess; peritonsillar abscess; calculus of the tonsil; tuberculosis of the pharynx; naso- 
pharyngeal fibroma; malignant new growth of the nasopharynx; ulceration of malig- 
nant growths of the laryngopharynx; arthritis of the cricoarytenoid joint; contact 
ulcer of the larynx; gumma of the larynx with ulceration; perichondritis and chondritis 
of the larynx; foreign body in the esophagus; frostbite of the auricle; herpes simplex 
oticus; malignant new growths of the middle ear and mastoid process; otomycosis. 


SWELLINGS OF THE EAR 


Sebaceous Cyst. Characteristics. About the ear the favorite site is the lobule and 
the space posterior thereto, at the junction with the temporal bone. The growth is 
soft to the touch, painless even upon pressure, and is slightly movable but attached 
to the skin at one point. It may rupture spontaneously, discharging a cheesy material. 

Othematoma. Characteristics. Following an injury effusion develops, rapidly 
separating the perichondrium from the cartilage. The tumefaction is tense, with less 
sense of fluctuation that is usual in fluid sacs, and tends to obliterate the normal out- 
lines of the concha. 

Chief Signs. History of direct violence (often in the insane); reddening of the 
cutaneous surface with a bluish tint; usually normal hearing unless the tumor en- 
croaches on the lumen of the canal; absence of severe pain, usually disagreeable sen- 
sation of tension, heat, and itching. 

Trauma (Wounds, Stings, Burns). Characteristics. Direct blows usually cause 
othematoma (see above). Wounds, particularly those which become infected, may 
be accompanied by diffuse swelling. 

Acute Mastoiditis. Characteristics. In neglected cases, the retro-auricular fold just 
behind the concha becomes obliterated by swelling, and the ear may stand off from 
the head. There is also often swelling of the posterosuperior wall of the external 
auditory canal due to periostitis of the canal wall. 

Chief Signs. See page 146. 

Papilloma of the Auricle (Wart). Characteristics. Warts are invariably small, be- 
ing seldom larger than a small pea. Sometimes they appear as dense, horny offshoots 
with broad bases springing from the ring of the helix on the tip of the lobule. 

Fibroma. Characteristics. The lobule is the usual seat, and the tumor varies in size 
from a millet seed to that of a hen’s egg, often becoming sufficiently large to partially 
or wholly occlude the external meatus. The surface is usually smooth and hard, with 
few if any nodules, and the growth is rarely pedunculated. Keloid is a type of fibroma 
arising from an ear scar and is more common in Negroes. 

Erysipelas of the Ear. Characteristics. The infected area is swollen and red, and 
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the swelling and redness spread somewhat rapidly, until sometimes the entire auricle 
is involved and the disease has attacked adjacent skin areas. Recurrences are 
common, 

Chief Signs. See page 59. 

Gangrene of the Ear. Characteristics. In the phlegmonous form the enormous 
swelling of the concha tends to obliterate its normal outlines. 

Chief Signs. History of frostbite, phlegmon, diabetes; redness and infiltration; may 
be necrosis, sloughing, and ulceration. 

Tophi. Characteristics. These appear as whitish chalky nodules at the margin of 
the helix. 

Chief Signs. Presence of gout. 

Dermoid Cyst. Characteristics. Dermoids occur in front of or behind the ear. The 
tumor is globular, covered by normal and freely movable skin, and attached to the 
perichondrium. It plainly fluctuates when it has reached sufficient size. 

Chief Signs. Occurrence in infancy, childhood, or adult life; removal of a thick- 
walled, firmly attached tumor containing sebaceous matter, hair, teeth, etc. 

Perichondritis of the Auricle. Characteristics. The anterior surface of the concha 
becomes tumefied, with cutaneous redness, the tumefaction gradually extending until 
the normal lines of the concavity of the auricle become obliterated. If the swelling 
extends into the external meatus, hearing becomes impaired. The lobule remains 
normal. Fluctuation marks the appearance of the exudate, which detaches the peri- 
chondrium from the underlying cartilage. 

Chief Signs. May be history of furunculosis of the canal; burning sensation in the 
ear, followed by severe pain; sensitiveness and heat on palpation; may be suppura- 
tion. 

Less Common Causes. Dermatitis of the auricle; herpes zoster oticus; abscess of 
the auricle; macrotia (large ears); accessory auricles; redundancy of the helix; redun- 
dancy of the tragus; cystoma (appears suddenly); cavernous angioma (involves the 
jaw and face principally ) ; epithelioma; sarcoma; furunculosis (usually in the canal) ; 
chronic parenchymatous nephritis and nephrosis (as a part of extensive edema); 
nevus; gumma; cirsoid aneurysm; rodent ulcer; mumps (ear lobe may be raised); 
parotid abscess; diphtheria of the external auditory canal; enchondroma; acromegaly 
(hypertrophied ears); frostbite; auricular burns (sunburn, ultraviolet treatment, x- 
rays, or radium) ; otomycosis. 


DISCHARGE FROM THE EAR 
(Otorrhea) 


Under this heading are included those conditions which cause a discharge from 
the external auditory canal, predominantly serous, seropurulent, or purulent. Dis- 
charges predominantly bloody are treated below (see next symptom). Certain dis- 
eases of the auricle, such as eczema intertrigo, acute and chronic eczema, perichon- 
dritis, and erysipelas, produce a discharge from the auricle principally, and only 
incidentally from the meatus. 

Acute Purulent Otitis Media. Characteristics. The pressure of retained secretions 
may if continued bring about necrosis of a portion of the apex of the protruding 
membrane with subsequent perforation and the discharge into the canal of bloody 
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seropus. The perforation may be seen with the otoscope as a red fleck from which 
the secretion pulsates. 

Chief Signs. See page 146. 

Chronic Purulent Otitis Media. Characteristics. There is a chronic persistent aural 
discharge which may be exceedingly profuse or intermittent and scanty. When pro- 
fuse (otopyorrhea) it flows freely from the meatus, and tampons if worn require 
several changes each day. When scant it may be perceptible only as moisture in the 
canal. The discharge may be purulent, mucopurulent, or contain blood. It may emit 
a fetid odor as in cholesteatomatous otitis media, or a carrionlike smell if there is 
caries or necrosis of bone. 

Chief Signs. History of previous attack or succession of attacks of acute purulent 
otitis media, often associated with acute infectious diseases, adenoids, and hyper- 
trophied tonsils; persistence of the otorrhea beyond 8 to 12 weeks; progressive loss 
of hearing and tinnitus; may be attacks of pain, vertigo, nausea, nystagmus, facial 
paralysis; otoscopy (pyorrhea, perforation, granulations, exostosis, polyps, cho- 
lesteatoma, sequestra) ; careful use of the probe. 

Acute Purulent Mastoiditis. Characteristics. The drum is inflamed, bulging, and 
often shows a nipple in which the perforation lies, and a purulent discharge pulsates 
out in copious amounts; it constantly refills the canal as quickly as it is cleaned, thus 
indicating its origin to be beyond the capacity of the small cavity of the tympanum. 

Chief Signs. See page 146. 

Furunculosis of the External Meatus. Characteristics. The furuncle will rupture 
spontaneously, unless incised, in from two to eight days, according to whether the 
inflammation is superficial or deep-seated. The discharge is purulent, sometimes 
quite profuse, and its appearance is speedily followed by a subsidence of acute pain; 
the parts, however, remain sore for several days. A core, or small slough, usually 
exfoliates before the parts heal. 

Chief Signs. See page 147. 

Otitis Externa Diffusa. Characteristics. Infection of the skin and subcutaneous 
tissues throughout both portions of the canal may result from a tympanic discharge, 
trauma, and following measles and scarlet fever. It is associated with a generalized 
red swelling of the canal, erosions, and a thin purulent discharge. In deeper, more 
severe forms there may be a periostitis and osteitis of the canal with sequestrum 
formation. 

Chief Signs. History of infection, trauma, or excoriation of the canal; may be pain 
in the ear aggravated by movements of the jaw; may be tinnitus, vertigo, and impaired 
hearing; otoscopy (diffuse erythema, erosions, thin discharge); in severe forms 
regional adenopathy, fever, edema over the mastoid and parotid areas. 

Less Common Causes. Gumma of the meatus; suppurating cyst of the meatus; 
otomycosis (thin, watery, often musty-smelling); caries of the osseous meatus (usu- 
ally mastoiditis); acute myringitis (moisture in the canal); foreign body in the 
meatus; fracture of the middle fossa of the base of the skull (usually bloody); aural 
polyps (usually bloody); rupture of the tympanic membrane (usually bloody); 
myringitis bullosa (thin, bloody); acute aero-otitis media (usually bloody); otitis 
media neonatorum; petrositis, tuberculosis of the middle ear (foul discharge); ma- 
lignant new growths of the middle ear and mastoid process (sarcoma, carcinoma, 
epithelioma); osteomyelitis of the temporal bone; acute and chronic dermatitis of 
the external auditory canal, 
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BLEEDING FROM THE EAR 
(Otorrhagia ) 


Fracture of the Base of the Skull (Middle Fossa). Characteristics. Blood and 
cerebrospinal fluid, rarely brain tissue, may escape from the ears, and occasionally 
from the nose or mouth. It should be recalled that bleeding from the ear may be 
caused by injury to the bone or cartilage, or by rupture of the tympanum without 
fracture of the base, and that a serosanguineous fluid may come from the mastoid 
cells and inner ear. Cerebrospinal fluid, though blood-tinged, may be recognized by 
its watery, nonstiffening character, by the increase in flow on straining or coughing, 
and by chemical examination (presence of sugar). 

Chief Signs. See Head Injury page 106. 

Aural Polyps. Characteristics. In themselves, aural polyps give no symptoms ex- 
cept occasionally when they may cause hemorrhagic discoloration of the aural dis- 
charge, or when they grow large enough to cause obstruction. 

Chief Signs. Presence of chronic purulent otitis media; otoscopy with probing 
(presence of soft, vascular, mobile, bleeding growth). 

Rupture of the Tympanic Membrane. Characteristics. There may be a bloody or 
serous discharge from the ear. 

Chief Signs. History of direct injury to the drum, blow or fall upon the ear, or 
explosion; sharp pain which may last for several hours, usually accompanied by 
dizziness and sometimes by nausea; exclusion of fracture of the skull; otoscopy 
(presence of the laceration and blood clots). 

Less Common Causes. Acute aero-otitis media; wounds of the external meatus; 
myringitis bullosa; malignant ulcers in the meatus or middle ear. 


GANGRENE OF THE EAR 


Raynaud’s Disease. Characteristics. The severer form may affect besides the fingers 
and toes, the tips of the ears and tip of the nose. A severe attack of this sort may last 
three or four months when the patient recovers with the loss of a snip off the edges 
of both ears, also the loss of two or three fingers and toes and the tip of the nose. 

Chief Signs. See page 355. 

Frostbite. Characteristics. In frostbite of the second degree, reaction is attended 
with great swelling and lividity, and the formation of blisters or blebs. The portion 
which becomes gangrenous turns black and may slough off. 

Chief Signs. History of exposure to the cold; pallor and numbness of the auricle. 

Wounds, Characteristics. Wounds of the auricle are often slow in healing and are 
occasionally followed by necrosis of the cartilege. 

Less Common Causes. Ergotism. 


SKIN AFFECTIONS OF THE EAR 


Comedones or ordinary blackheads are readily recognizable and are fairly fre- 
quent upon the anterior and posterior surfaces of the ear. 

Eczema (Eczema Impetiginosum). Characteristics. Points of intertrigo covered 
with impetiginous crusts are found in the antero-external folds of the ear, especially 
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on the back of the ears in the retro-auricular fold. The eruption is usually vesicular 
or pustular, in fact an impetigo (see below under Retro-auricular Intertrigo). 

Chief Signs. Common occurrence in poorly nourished children. 

Retro-auricular Intertrigo. Characteristics. There is at first a red humid epider- 
mitis in the retro-auricular fold which discharges, forming crusts and fissures. Later, 
under the crusts the epidermis becomes macerated and is covered with a pale lilac- 
colored fibrinous membrane. 

Chief Signs. Special frequency in children; bleeding on pulling the ear forward; 
chronicity; coexistence of impetigo or eczema elsewhere on the face or head. 

Erythema Pernio (Chilblains). Characteristics. It may occur diffused over the 
whole ear or localized along the border. In the first, there is congestive, reddish 
violet edema with superficial desquamation. In the second, there is a succession of 
cracks with points of hard, painful edema. 

Chief Signs. Occurrence during the winter months. 

Furuncle of the External Auditory Canal. Characteristics. On examination of the 
meatus with the speculum auris one sees the mucous membrane or skin raised up 
locally by a round swelling protruding into the canal, very painful on contact. 

Chief Signs. Excessive pain in the conduit out of proportion to the amount of pus, 
which is very small; evolution six to eight days; tendency to recurrence. 

Seborrhea. Characteristics. In the oily form the skin has a smooth greasy appear- 
ance, and in the creases there is an accumulation of soft, sebaceous, flaky, dirty 
yellow material. In the dry form the creases are covered with fine flourlike scales or 
flakes. 

Eczema Squamosum. Characteristics. Partly detached, partly adherent scales 
exist on the surface of the skin, limited to the external auditory canal and concav- 
ity of the concha. 

Chief Signs. Association with pityriasis simplex or steatoid of the scalp and naso- 
labial furrow; tendency to recur. 

Tophus. Characteristics. Along the border (helix) of the ear, small, roundish or 
pointed, hard, yellowish elevations appear. They may be, and frequently are, associ- 
ated with the presence of gouty nodules or tophi elsewhere. 

Chief Signs. Presence of gout. 

Keloid. Characteristics. There is a prune-shaped swelling occupying the lobe of 
the ear. It is rosy in color, hard and fibrous to the touch. 

Chief Signs. History of puncture of the lobule for earrings, or wound. 

Syphilis. Characteristics. Condylomas of secondary syphilis may occur in the 
external meatus, causing a serous discharge which may have a very foul odor. Ter- 
tiary syphilitic ulceration may also occur at the orifice of the meatus. 

Chief Signs. History and evidence of syphilis (secondary or tertiary ). 

Lupus Vulgaris. Characteristics. The disease begins and has its principal situation 
when it attacks the ear in the lobule, which is doubled or trebled in size. The typical 
lupic nodules are somewhat hidden in the congestive edema of the part but are 
brought out as reddish nodules under compression of a glass slide. The ulcerous type 
is rare on the auricle. 

Chief Signs. Occurrence in early life; absence of signs of syphilis; biopsy. 

Lupus Erythematosus. Characteristics. There appear, often first on the tragus of 
the ear, a series of irregularly elongated red patches following the contour of the 
concha and bordered with white adherent scales. The atrophy of the skin affected 
makes the ear appear fleshless, which appearance remains after recovery. It may 
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affect the ear exclusively, but more often involves simultaneously other portions of 
the face or scalp. 

Chief Signs. Occurrence in adults; chronicity; absence of subjective symptoms; 
no tendency to ulcerations; may be dilatation of the sebaceous glands. 

Less Common Causes. Molluscum contagiosum; papilloma; leprosy; carcinoma; 
rodent ulcer; otitis externa parasitica; otitis externa fungoides (otomycosis); pem- 
phigus; pityriasis capitis; psoriasis; epithelioma of the auricle and external auditory 
meatus; erysipelas; ariboflavinosis (seborrhea). 


TINNITUS AURIUM 
(Ringing in the Ear) 


Tinnitus is a symptom which is present in approximately 85 per cent of all otologic 
disorders, but it may also be noted occasionally when there is no obvious lesion of the 
auditory mechanism. It may be classified as extrinsic when it arises outside the inner 
ear and central nerve pathways of the auditory nerve or intrinsic when it arises in 
the inner ear, the auditory nerve, or the central connections including the auditory 
cerebral cortex. The former is a vibratory tinnitus due to real sounds occasioned by 
such things as movements of the drum, the ossicles, or the muscles of deglutition or 
mastication. Extrinsic tinnitus may also be occasioned by motion of the cervical 
spine or the temperomandibular joint or result from hemic sounds, normal or ab- 
normal. Intrinsic tinnitus is nonvibratory and caused by some biochemical irritation 
of the auditory neural mechanism. It is an illusion of sound. 

Acute Auditory Tube Obstruction (Tubal Catarrh; Serous Otitis Media; Acute 
Salpingitis). Characteristics. Tinnitus may be complained of in association with 
autophony, a feeling of fullness in the ear, bubbling or crackling sounds, and a loss 
of hearing acuity. Hearing may vary suddenly on blowing the nose or sneezing due 
to forcible tubal inflation. 

Chief Signs. Presence of rhinopharyngitis, nasal allergy, adenoid hyperplasia in 
children, new growth in the pharynx (benign or malignant), or antibiotic-treated 
acute otitis; retraction of the drum; darker than normal blue-gray membrane; fluid 
level seen through the drum if serum is present; dull, thickened, opaque drum in 
long-standing cases. 

Chronic Auditory Tube Obstruction. Characteristics. Tinnitus, deafness of the 
conducting type, and a feeling of fullness in the ear occur as a result of chronic 
stenosis of the eustachian tube. In children the main sign, at first unnoticed, is a loss 
of hearing in the very high frequencies which if untreated gradually descends the 
frequency scale until clinical deafness occurs. 

Chief Signs. Presence of an etiologic factor (repeated acute inflammations pro- 
ducing thickening of the tubal mucosa, hyperplastic adenoids, benign or malignant 
growths of the nasopharynx, hypertrophy of the posterior end of the inferior turbi- 
nate, atresia of the nasopharynx); examination of the nasopharynx with the naso- 
pharyngoscope; dull, retracted, thickened drum in children. 

Otosclerosis (Ankylosis of the Stapes). Characteristics. Tinnitus is common in 
this condition which begins with an insidious loss of hearing for low tones by air 
conduction, usually bilateral. Nonvariable, slowly progressive deafness ensues, often 
associated with paracusis and slight vertigo. 

Chief Signs. Chronic progressive loss of hearing; exclusion of middle ear and 
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labyrinthine disease; otoscopy (presence of the Schwartze symptom, i.e., isolated 
areas of hyperemia in the mucosa covering the promontory as seen through an atro- 
phied transparent drumhead); prolonged bone conduction; normal upper notes of 
the scale, decided loss of the lower notes; bilateral involvement; onset before 30 in 
patients with a family history of deafness of the same type. 

Impacted Cerumen. Characteristics. Complete occlusion of the canal, when it 
occurs, is immediately followed by a sensation of fullness in the ear, tinnitus, deaf- 
ness, and often vertigo. 

Chief Signs. See page 158. 

Acute Otitis Media. Characteristics. In the tubotympanitic type, tinnitus is com- 
mon and associated with deafness of the conduction type. 

Chief Signs. See page 146. 

Chronic Catarrhal Otitis Media. Characteristics. Tinnitus and conduction deaf- 
ness occur, often bilaterally. 

Chief Signs. Thick, retracted, dull drums; often calcareous deposits in the drum; 
inflammation or thick secretion in the tympanum; chronic tubal obstruction; sequel 
of otitis media. 

Meniere’s Disease (Labyrinthine Vertigo). Characteristics. Paroxysmal labyrin- 
thine vertigo associated with increased tinnitus and deafness constitute an attack of 
fully developed Meniere’s disease. The vertigo is rotatory, and nystagmus is of the 
labyrinthine type. Attacks usually recur, and in the intervals between there is usually 
tinnitus and deafness, and brief sensations of vertigo with sudden head motion. 

Chief Signs. Sudden onset with vertigo (even reeling); consciousness usually un- 
affected; may be nystagmus, nausea, clammy sweating of the face, and vomiting; 
Barany’s test. 

Nasal Obstruction of Septal Origin. Characteristics. Tinnitus and chronic ca- 
tarrhal otitis media are associated with nasal obstruction of septal origin. 

Chief Signs. Inability to breathe freely through the nose, mostly on the side of the 
septal convexity. 

Drug Effect (Quinine, Salicylates, Streptomycin, Arsenic). Characteristics. Ring- 
ing or roaring sounds in the ears, accompanied by slight deafness, are produced by 
moderate quantities of quinine, and large doses are not infrequently followed by 
loss of hearing for a time. When the dosage of salicylates is raised to the full thera- 
peutic effect, ringing of the ears may occur. 

Chief Signs. History of use of the drug. 

Hypertension with Arteriosclerosis. Characteristics. High blood pressure in arteri- 
osclerosis may produce tinnitus aurium and vertigo. If this occurs in one with con- 
siderable deafness, labyrinthine disease may be wrongly inferred. 

Chief Signs. See page 9. 

Acute Anemia. Characteristics. Tinnitus aurium is common in anemia when due 
to sudden hemorrhage, external or internal. It is also noted not infrequently in the 
presence of any chronic severe anemia, especially in pernicious anemia. 

Chief Signs. See Acute Hemorrhage, page 38. 

Neurosis (Neurasthenia; Hysteria). Characteristics. Tinnitus is the most frequent 
symptom of neurasthenic aural disturbances. The character of the tinnitus is variable, 
the noises changing from time to time, and it is aggravated by fatigue, anger, and 
emotions. 

Chief Signs. See page 558. 

Otitic Labyrinthitis. Characteristics, Contrary to the importance which tinnitus 
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aurium assumes in nonpurulent affections of the labyrinth, this symptom is neither 
always present nor constant in the purulent form. 

Chief Signs. Variable fever; dull pain in the temporal or retro-ocular area; attacks 
of nausea and vomiting; impairment or complete loss of hearing; impairment or loss 
of bone conduction on the affected side; disturbances of coordination (vertigo, nys- 
tagmus, and ataxia) ; may be facial paralysis; Barany’s test. 

Chronic Glomerulonephritis. Characteristics. Auditory troubles are by no means 
infrequent; ringing in the ears with dizziness is not uncommon. Tinnitus may be a 
prodrome of uremia. 

Chief Signs. See page 51. 

Aortic Regurgitation. Characteristics. Long before any signs of decompensation 
occur, the patient may complain of, and be annoyed by, throbbing of his arteries, 
producing a pulsatile variety of tinnitus. 

Chief Signs. See page 501. 

Syphilis of the Internal Ear. Characteristics. The onset of the disease is sudden, 
with tinnitus, marked deafness, and vertigo. Intense tinnitus continues even after 
deafness becomes complete. 

Chief Signs. Those of late secondary or early tertiary stage syphilis. 

Chronic Myeloid Leukemia. Characteristics. Vertigo and tinnitus, symptoms sug- 
gestive of Meniere’s syndrome, may come on quite suddenly due to leukemic infiltra- 
tion or hemorrhage into the internal ear. 

Chief Signs. See page 37. 

Acromegaly. Characteristics. Tinnitus aurium is frequent and often distressing, 
especially on lying down. 

Chief Signs. See page 131. 

Mountain Sickness. Characteristics. Ringing in the ears is not infrequent when 
atmospheric pressure becomes much reduced. 

Chief Signs. Ascension to high altitudes; headache; nausea; cyanosis; vomiting; 
hyperpnea; epistaxis; palpitation; intestinal disturbances; sometimes fainting. 

Less Common Causes. Aural polyp; nasal polyp; migraine; epilepsy (aura); tabes 
dorsalis; gout; malaria (quinine?) ; tobaccoism; chronic alcoholism; cerebral aneu- 
rysm; apoplexy (premonitory); cerebral concussion; catalepsy (premonitory); cer- 
vico-occipital neuralgia; cholera; delirium tremens; typhoid fever; pulsating exoph- 
thalmos; mumps; influenza; plethora; tumor of the brain; typhus fever; rupture of 
the tympanic membrane; basal skull fracture; acoustic neuroma; acoustic trauma; 
allergy; gastrointestinal disorders; acute aero-otitis media; acute mastoiditis; acute 
rhinitis; chronic adhesive otitis media; chronic rhinitis; diffuse external otitis; foreign 
bodies in the external auditory canal; herpes zoster oticus; acute myringitis; myrin- 
gitis bullosa; nasopharyngeal fibroma; presbycusis; Paget’s disease; poisoning (lead, 
phosphorus, carbon monoxide, mercury, oil of chenopodium, morphine, aniline 
dyes) ; otomycosis; atrophic rhinitis; glomus jugulare. 


SENSE OF FULLNESS IN THE EAR 


Impacted Cerumen. Characteristics. Complete occlusion is immediately followed 
by a sensation of fullness in the ear, deafness, tinnitus, and often vertigo. 

Chief Signs. See page 158. 

Acute Myringitis. Characteristics. The initial symptom is severe pain in the ear, 
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often radiating in all directions, sometimes preceded by a sensation of fullness lasting 
for several hours. 

Chief Signs. See page 148. 

Acute Auditory Tube Obstruction. Characteristics. A feeling of fullness in the 
ear and bubbling or crackling sounds and the sensation of fluid in the ear are often 
associated with a diminution of hearing acuity of the conductive type in acute sal- 
pingitis. 

Chief Signs. See page 154. 

Acute Aero-otitis Media. Characteristics. A full sensation in the ears due to a 
failure to equalize pressure in the middle ear is the first manifestation of this condi- 
tion. If unrelieved this feeling gives way to increasing discomfort and finally pain 
which may be quite severe. 

Chief Signs. See page 148. 

Chronic Auditory Tube Obstruction. Characteristics. The outstanding subjective 
symptom is a feeling of fullness in the ears associated with deafness of the conduction 
type, tinnitus, and retraction of the drum. 

Chief Signs. See page 154. 

Acute Otitis Media. Characteristics. There is a sense of fullness in the ears during 
the prodromal stage before the onset of pain. 

Chief Signs. See page 146. 

Less Common Causes. Myringitis bullosa; chronic catarrhal otitis media; acute 
rhinitis; allergic sinusitis; foreign body in the external auditory canal; hay fever; 
otomycosis; sphenopalatine ganglion cephalalgia; chronic nasal allergy. 


DEAFNESS 
(One or Both Ears) 


The word deafness is here used in the sense of inability to hear through some dis- 
turbance in the auditory exteroceptors in the organ of hearing. Cases of deafness 
resolve themselves into three main groups: 1, conduction deafness (middle ear 
type) due to lesions producing interference with the transmission of sound through 
the canal and middle ear; 2, perception deafness (internal ear type) due to lesions 
in the labyrinth or eighth cranial nerve or its central connections; and 3, mixed deaf- 
ness which involves both conduction and perception deafness. 

Conduction deafness is in general characterized by the following changes: (a) 
air conduction for high-pitched sounds is better than for low tones; (b) in more 
severe cases loss for both high and low tones is about equal; (c) very low tones may 
not be heard at all; (d) bone conduction is normal or nearly so; thus, the fork is 
heard longer by bone than by air conduction in the Rinne test (Rinne negative) ; 
(e) the duration of bone conduction may be apparently longer than normal if the 
test is performed in a noisy room or by one who suffers from presbycusis. 

Perception deafness is characterized by the following changes: (a) air conduction 
for low-pitched sounds is better than for high tones; (b) very high tones may not be 
heard at all; (c) bone conduction is longer than normal; (d) air conduction for 
tuning forks is longer in duration than bone conduction in the Rinne test (Rinne 
postive); (e) the duration of bone conduction with the tuning fork test is less than 
normal. 
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In the auditory aphasias (word-deafness) the patient hears without difficulty, but 
heretofore known symbols are now as though foreign. This is usually due to a sub- 
cortical lesion of the transverse temporal gyrus. Senile deafness occurring in the aged 
presents a gradual disappearance of sound perception affecting both nerve and bone 
conduction. Hearing is decreased during the act of yawning. 

Acute Auditory Tube Obstruction. Characteristics. There is a loss of hearing acu- 
ity of the conduction type. 

Chief Signs. See page 154. 

Chronic Auditory Tube Obstruction. Characteristics. Deafness of the conduction 
type is a characteristic symptom associated with tinnitus, drum retraction, fullness 
in the ear, and the symptoms caused by the presence of thick secretion in the tym- 
panum. 

Chief Signs. See page 154. 

Impacted Cerumen. Characteristics. An extremely small channel seems to be sufh- 
cient to admit sound waves and maintain hearing. A change of position of the mass, 
due to jarring or movements of mastication, may occlude the canal and cause deaf- 
ness. The same result often ensues after bathing, when the moistened plug may 
swell. Complete occlusion is immediately followed by a sensation of fullness in the 
ear, deafness, tinnitus, and often vertigo. Autophony is a common symptom, i.e., 
the patient’s own voice sounds altered, loud, soft, or distant. The symptoms may be 
intermittent or continuous. 

Chief Signs. May be slight neuralgic pains and nausea; otoscopy (revealing a 
brownish or blackish mass, easily removable by syringing ). 

Acute Otitis Media. Characteristics. There is usually a prodomal stage lasting a 
few hours, during which the ear feels full, the patient’s voice sounds unduly loud 
(autophony ), and there are deafness and tinnitus. The patient thinks there is some 
obstruction in the external ear. This is followed by increasing pain, which continues 
until relieved by rupture of the drum membrane or, short of this, until with therapy 
the acute inflammation subsides. With resolution the hearing usually gradually re- 
turns toward the normal. 

Chief Signs. See page 146. 

Acute Mastoiditis. Characteristics. Deafness of the conduction type with or with- 
out tinnitus may be present, and its severity or increase is a valuable guide to the 
amount of inflammation present in the mastoid process. 

Chief Signs. See page 146. 

Chronic Simple Suppurative Otitis Media. Characteristics. There is conduction 
type deafness associated with a persistent or intermittent foul purulent discharge. 

Chief Signs. History of old acute otitis media of the necrotic type with perforation 
as seen in measles, scarlet fever, and diphtheria; central perforations with granula- 
tion tissue, a polyp, or partial epithelialization of the promontory; thickened, scarred 
drum; chronic course. 

Otosclerosis. Characteristics. Hardness of hearing and tinnitus are the principal 
symptoms. Progressive loss of hearing is a constant subjective symptom. This may 
develop so gradually that it is hardly noticeable to the patient at first. Nevertheless, 
during each year the impairment progresses until the human voice and other familiar 
tones are heard with difficulty or become lost entirely. As long as the labyrinth re- 
mains unaffected, high tones, like those of the singing voice or musical instruments, 
may be heard. In like manner, the hearing is often quite good when the patient is in 
a noisy place (paracusis willisiana ). 
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Chief Signs. See page 154. 

Acute Labyrinthitis. Characteristics. In the majority of instances the hearing func- 
tion in the affected ear not only is seriously impaired but also is completely destroyed, 
depending on the type of labyrinthitis present. Tests show impairment or loss of bone 
conduction on the affected side, and Weber positive toward the opposite ear. When- 
ever the purulent invasion is confined to the semicircular canals the impairment of 
the hearing function is partial, but deafness becomes complete when the cochlea is 
totally destroyed. 

Chief Signs. See page 155. 

Traumatic and Occupational Deafness. Characteristics. Blast injury with resultant 
deafness is usually one of two types. In the first form the force acts mainly on the 
middle ear, usually with rupture of the drum and subsequent deafness, which may 
vary from mild to total and which may be temporary or permanent. As a rule such 
deafness is mild and transient. In the second form the internal ear is mainly involved 
with or without the drum rupture or evidence of external injury. With mild injury 
deafness is slight, but with more severe trauma there is considerable upper tone 
deafness, usually more marked in one ear. Severe injury results in total or almost total 
deafness. Noise deafness is another form of acoustic trauma due to prolonged ex- 
posure to loud noises as seen in boiler makers, riveters, pilots, and telephone opera- 
tors. Repeated damage results in high tone deafness. Caisson deafness results from 
repeated attacks of acute aero-otitis media. Direct injury to the labyrinth in surgical 
procedures and indirect injury which may occur as a result of blows or falls or basal 
skull fracture will also produce deafness which is usually permanent. Fracture 
through the temporal bone may result in partial or complete deafness. 

Chief Signs. History of blast injury or other trauma; occupation. 

Acoustic Neuritis (Nerve Deafness). Characteristics. Deafness of the perception 
type due to degenerative changes in the organ of Corti, the acoustic nerve, or both 
may result from the use or exposure to drugs and poisons (quinine, quinidine, sali- 
cylates, alcohol, tobacco, arsenic, lead, phosphorus, carbon monoxide, oil of cheno- 
podium, mercury, morphine, aniline dyes, streptomycin). It is also seen at times 
following mumps and influenza and in diabetes mellitus. In all cases there is a lower- 
ing of the upper tone limit, a marked reduction in bone conduction and, if marked, a 
reduction in air conduction as well. 

Chief Signs. History of ingestion of drugs or poisons, infectious diseases or dia- 
betes; absence of vertigo; absence of organic middle ear disease. See also Traumatic 
and Occupational Deafness above. 

Hay Fever (Hyperesthetic Rhinitis; Vasomotor Coryza). Characteristics. Many 
cases have temporary deafness from extension of the catarrhal process to the eusta- 
chian orifices and nasopharynx. 

Chief Signs. See page 172. 

Scarlet Fever. Characteristics. The ear complications of this disease rank among 
the most frequent causes of deafness in children. The severe forms of membranous 
angina are almost always associated with otitis, which goes on to suppuration and 
perforation of the drum, extending to the labyrinth and rapidly producing deafness. 

Chief Signs. See page 875. 

Measles (Morbilli). Characteristics. Otitis media is not at all uncommon and may 
lead to perforation of the drum or mastoid disease; deafness of varying degrees will 
be present. The coryza which always accompanies the period of invasion may be- 
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come chronic and lead to enlarged tonsils and adenoids, which bring about a reduc- 
tion of hearing. 

Chief Signs. See page 205. 

Hysteria. Characteristics. Hysterical deafness may be complete and may alternate 
or come on at the same time with hysterical blindness. 

Chief Signs. See page 42. 

Quininism (Cinchonism). Characteristics. The most constant early symptoms of 
larger doses of quinine are ringing in the ears, headache, and disturbed vision. With 
still larger doses there is deafness, at first partial, later complete. The symptoms sub- 
side when the use of the drug is stopped. 

Chief Signs. History of quinine administration; see also Acoustic Neuritis above. 

Hemorrhage into the Labyrinth. Characteristics. The deafness is sudden, accom- 
panied by nausea, syncope, and vertigo, with a tendency to fall toward the affected 
side if it be unilateral. 

Chief Signs. May be history of arteriosclerosis, trauma, exposure to explosions, or 
some blood dyscrasia (leukemia, pernicious anemia, hemophilia, purpura haemor- 
rhagica ) ; tinnitus aurium. 

Meniere’s Syndrome. Characteristics. There is sudden loss of hearing associated 
with tinnitus aurium, and vertigo, the last often to such a degree that the patient is 
unable to maintain his balance and falls to the ground. Usually the more alarming 
symptoms pass away within a few days, leaving, however, some deafness, tinnitus, 
and vertigo, which may remain for years, the deafness gradually getting worse until 
it is complete. 

Chief Signs. See page 155. 

Cerebrospinal Syphilis. Characteristics. A form of severe deafness with or without 
tinnitus occurs in cerebrospinal syphilis with gummatous involvement of the me- 


ninges and the sheath of the auditory nerve and secondary atrophy of the spiral gan- _~ 


glion and Corti’s organ. A similar involvement of the vestibular nerve causes vertigo, 
nystagmus, and labyrinthine ataxia, and ends in a dead and nonreacting labyrinth. 

Chief Signs. See page 10S. 

Congenital Syphilis. Characteristics. During the fourth to the eighth week the 
child develops rhinitis (snuffles) which may extend into the nasopharynx, eustachian 
tubes, and middle ears, producing deafness. In addition severe intra-uterine syphilis 
frequently leads to cochlear destruction so that the infant is born totally deaf. See 
Congenital Deafness below. 

Chief Signs. See page 35. 

Meningitic Neurolabyrinthitis. Characteristics. During the course of meningitis 
there is a sudden onset of deafness in one or both ears, which is usually severe or 
total, of the perceptive type, and permanent. The condition may also occur in the 
course of meningo-encephalitis, typhoid fever, influenza, scarlet fever, and measles. 

Chief Signs. See Cerebrospinal Meningitis, page 94. 

Mumps (Epidemic Parotitis). Characteristics. There may be earache, even otitis 
media, and slight impairment of hearing. 

Chief Signs. See page 5S and Acoustic Neuritis above. 

Furunculosis of the External Meatus. Characteristics. Deafness is not common, 
and when present is due to occlusion of the canal. 

Chief Signs. See page 147. 

Foreign Body in the External Meatus. Characteristics. Unless producing distress- 
ing symptoms, a foreign body may remain undisturbed for an indeterminate period 
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during which it becomes encased in an admixture of cerumen and epithelial scales, 
and it may cause occlusion of the canal and consequent deafness. 

Chief Signs. See page 147. 

Acute Myringitis. Characteristics. There is slight disturbance of hearing with tin- 
nitus, following or accompanying the initial pain, which persists until the disease 
subsides. 

Chief Signs. See page 148. 

Eczema of the External Ear. Characteristics. Whenever the external canal is in- 
volved, the swelling may be sufficient to block off its lumen and produce temporary 
deafness. 

Chief Signs. See page 152. 

Cerebral Tumor (Pontine). Characteristics. A tumor growing in the lower part of 
the pons usually involves the auditory nerve, causing deafness; at the same time it 
will involve the sixth nerve, producing internal strabismus, and the seventh nerve, 
producing facial paralysis. 

Chief Signs. May be alternate paralysis (ipsolateral cranial nerve, contralateral 
hemiplegia); may be conjugate deviation of the eyes to the side opposite that on 
which there is facial paralysis; general symptoms of tumor (headache, vomiting, 
choked disk). 

Chronic Glomerulonephritis. Characteristics. Various forms of deafness may 
occasionally be encountered. 

Chief Signs. See page 51. 

Uremia. Characteristics. Sometimes uremic deafness supervenes and is probably 
a cerebral manifestation. It may occur in connection with persistent headache, nau- 
sea, and other gastric symptoms. 

Chief Signs. See page 108. 

Sporadic Cretinism (Infantile Myxedema). Characteristics. Deafness from ade- 
noids or from middle ear disease is very common. 

Chief Signs. See page 43. 

Congenital Deafness. Characteristics. This occurs because of abnormal cochlear 
development secondary to heredity or as a result of congenital syphilis; maternal ru- 
bella with cochlear damage; erythroblastosis producing cochlear damage; or birth 
trauma resulting in brain injury or hemorrhage into the cochlea. 

Chronic Myeloid Leukemia. Characteristics. Deafness has frequently been ob- 
served; it may appear early and possibly is due to hemorrhage. Features suggestive 
of Meniere’s disease may come on quite suddenly due to leukemic infiltration or 
hemorrhage into the semicircular canals. 

Chief Signs. See page 37. 

Less Common Causes. Purpura hemorrhagica; herpes of the auricle; syphilitic 
rhinitis; syphilis of the middle ear; primary atrophy of the acoustic nerve; congeni- 
tal atresia of the external auditory meatus; atrophy of the brain; chloroma; diph- 
theria; typhoid fever; cerebral hemorrhage; hydrocephalus; cancer of the labyrinth; 
osteogenesis imperfecta; oxycephaly; pernicious anemia; typhus fever; acoustic 
tumor; new growths of the external auditory canal (exostosis, papilloma, adenoma 
of the ceruminous glands, angioma, carcinoma); herpes zoster oticus; otomycosis; 
chronic suppurative otitis media with cholesteatoma; diffuse external otitis; myrin- 
gitis bullosa; traumatic rupture of the tympanic membrane; acute aero-otitis media; 
chronic catarrhal otitis media; malingering; deaf mutism; tuberculosis of the middle 
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ear; hydrops of the labyrinth; chronic adhesive otitis media; chronic rhinitis; atrophic 
rhinitis; unknown origin. 


HEIGHTENED HEARING 


(Hyperacusis, Autophony, Paracusis ) 


Hyperacuteness of hearing is sometimes manifested by individuals recovering 
from the effects of anesthesia. Likewise it may be encountered in convalescence from 
acute febrile diseases. 

Aero-otitis Media. Characteristics. With transudation of serum into the middle 
ear there is autophony in which the patient’s own voice sounds unusually loud to him 
in the affected ear. 

Chief Signs. See page 148. 

Acute Auditory Tube Obstruction. Characteristics. There may be autophony in 
which the patient hears his own voice in an echolike manner associated with a loss of 
hearing acuity, tinnitus, and fullness in the ear. 

Chief Signs. See page 154. 

Otosclerosis. Characteristics. Paracusis is fairly common. It consists of an ap- 
parent improvement of hearing in noisy places, probably due to the fact that with 
advanced conduction deafness the patient hears less background noise than the 
normal individual and as a consequence raises his voice and seems to hear better. 

Chief Signs. See page 154. 

Neurosis (Hysteria; Neurasthenia). Characteristics. Occasionally hyperacuteness 
of hearing may be present, especially oxyecoia, or a temporary ability to hear music, 
at least certain tones, at a much greater distance than others do with normal hearing. 
Hyperesthesia acoustica, characterized by a disagreeable sensation experienced 
when musical sounds are heard, may be present. 

Chief Signs. See page 558. 

Paracusis Duplex (Diplacusis). Characteristics. In some cases of acute otitis me- 
dia, serous middle ear catarrh, chronic suppurative otitis media, and hyperostosis of 
the bony capsule of the labyrinth, this variety of disturbed perception of sound is 
observed. It is characterized by the hearing of two tones for every sound produced, or 
in certain cases only for certain tones. 

Chief Signs. Presence of one of the diseases of the middle or internal ear, above 
mentioned, known to be concerned in its causation. 

Alcohol and Tobacco Poisoning. Characteristics. Oxyecoia, or ability to hear 
music at a much greater distance than normal, may be encountered. 

Chief Signs. History of chronic indulgence in either or both of these drugs. 

Quininism and Salicylism. Characteristics. Hyperesthesia acoustica or disagreeable 
sensitiveness to musical tones or sounds may be present, though tinnitus aurium is 
much more frequently encountered. 

Chief Signs. History of ingestion of one or the other or both of these drugs. 

Migraine (Hemicrania; Sick Headache). Characteristics. Hyperesthesia acoustica 
has been occasionally noted as one of the protean sensory disturbances. 

Chief Signs. See page 136. 

Trigeminal Neuralgia. Characteristics. Disagreeable hypersensitiveness to musical 
tones or sounds (hyperesthesia acoustica) may be met with occasionally. 

Chief Signs. See page 32. 


Deformities or Malformations of the Ear 163 


Peripheral Facial Paralysis. Characteristics. In cases where the nerve to the stape- 
dius is paralyzed, an increased sense of hearing (hyperacusis) may be present, 
especially to musical sounds. 

Chief Signs. See Bell’s Palsy, page 49. 

Amaurotic Family Idiocy. Characteristics. In the first stage of the disease the in- 
fant may manifest an unusual acuteness of hearing, shown by sudden clonic starting 
when the examiner’s hands are clapped together near the child’s ear. 

Chief Signs. See page 117. 

Less Common Causes. Epilepsy (aura); hydrophobia; tetanus; cerebral tumor; 
acute gastritis; cerebrospinal meningitis; manic psychosis; tetanus; encephalitis; 
meningitis; chronic auditory tube obstruction. 


DEFORMITIES OR MALFORMATIONS OF THE EAR 


Absence of the auricle is very rare. 

Microtia. Characteristics. The auricle appears as a shapeless, round mass, or rolled 
upon itself, or with the helix adherent to the tragus. 

Congenital Fistula (Fistula Auris Congenita). Characteristics. There is an open- 
ing 4 to % inch in length, sometimes longer, leading obliquely inward, more or less 
parallel to the meatus, and secreting a yellowish-white fluid which, from retention, 
may form a fluctuating tumor. These fistulas are situated almost always from 7 to 4 
inch above and in front of the tragus, although exceptionally they have been found in 
the antitragus, lobule, crus helicis, and behind or below the ear. 

Macrotia. Characteristics. The auricle is abnormally large but otherwise well 
formed. 

Polyotia. Characteristics. These appear as auricular appendages, small projecting 
masses near the auricle, sometimes composed of folds of skin and subcutaneous tissue 
merely, often containing irregular bits of cartilage. Exceptionally there is a duplicate 
auricle, more or less well formed, situated on the neck a short distance below the 
natural one. 

Malposition and Irregular Formation of the Ear. Characteristics. In the commonest 
malposition the auricle is attached at such an obtuse angle to the head as to make it 
too prominent (lop ear). Irregularities in the normal formation of the ear may affect 
the helix and anthelix, the lobule, or the tragus, singly or combined. Minor variations 
in the scroll-like formation of the helix (border) are common and consist of abrupt 
angles or other irregularity of outlines, as is observed in the satyr ear with angular 
projection on top, or in a lack of development or overdevelopment of the part. The 
upper portion is the usual seat of faulty development and here the helix is oftener 
absent than overdeveloped. At times, however, enormous overdevelopment of the 
helix is seen. The chief deformity of the anthelix is undue projection and division into 
two or three crura; it is sometimes absent altogether. The chief types of lobule de- 
formity are the enlarged bulbous, the thin elongated, and the flat fan-shaped. The 
lobule may be absent, biped, or have a horny excrescence. Deformities of the tragus 
are rare. It is sometimes much enlarged with a backward flare that partially or wholly 
covers the external meatus. Anomalous cartilaginous projections and supernumerary 
tragi are occasionally observed. 
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PAIN IN THE NOSE 


Acute Rhinitis (Coryza; “Cold in the Head”). Characteristics. There is a sensa- 
tion of fullness and pain about the nose and forehead and the nasal pharynx, followed 
by nasal obstruction, watery nasal discharge, partial anosmia, and an actual soreness 
of the throat and nasopharynx. 

Chief Signs. Acute onset with sneezing, followed by increasing and gradually thick- 
ening nasal discharge; may be slight fever (100° to 103°); may be occlusion of the 
nares with irritation of the skin of the alae and upper lip; anosmia; malaise; dull 
frontal headache aggravated if the sinuses are involved; resolution 8 to 10 days. 

Frontal Sinusitis. Characteristics. Pain referable to the lower frontal region and 
root of the nose is often present. The pains and lower frontal headache due to disease 
of the frontal sinus may assume the form of sharp, shooting pains radiating into the 
eyes, or they may be full, heavy, and nearly constant; or they may consist ot a dull 
feeling in the forehead, which is aggravated by leaning forward and which in females 
is especially well marked during each menstrual period. Pressure under the floor of 
the sinus at the inner angle of the orbit near the root of the nose usually elicits pain. 

Chief Signs. History of acute rhinitis; may be swelling, redness, and heat of the skin 
in the frontal region; tenderness upon pressure if redness and swelling are present; 
frontal headache limited to or originating on the side affected, often more severe at 
night, especially upon awakening while in bed, or in the morning, or in the acute form 
a daily pain beginning at 10 or 11 a.m. and leaving at 3 or 4 p.m.; may be vertigo 
aggravated by stooping or rising; may be modification of resonance (timbre) of the 
voice. 

Empyema of the Frontal Sinus. Characteristics. Pain is a prominent symptom even 
in the chronic form; while it is located chiefly in the brow, it may extend into the root 
of the nose. It is worse on arising in the morning, disappearing as the day advances. 

Chief Signs. History of previous nasal trauma or disease, or some specific infectious 
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disease, particularly grip or the exanthemas; tenderness on pressure or percussion, 
especially upon the orbital plate; increased nasal secretion, purulent or mucopurulent; 
aprosexia; anosmia; rhinoscopy (pus exuding from the space between the middle 
turbinate and the outer nasal wall) ; transillumination; X-ray. 

Acute Ethmoid Sinusitis. Characteristics. There is a disagreeable sensation of 
pressure, sometimes amounting to pain, at the root of the nose and nasal bridge. The 
pain may be vaguely seated in the head, manifesting itself as a unilateral headache, 
becoming general. There is a sensation of fullness between the eyes and occasionally 
moderate pain in the ethmoid region and about the nasal bones. 

Chief Signs. May be swelling and redness of the skin at the inner angle of the orbit 
with tenderness on pressure; may be a creamy, tenacious mucus, which the patient 
removes from his nose with difficulty and which on inspection is seen to be coming 
down from under cover of the middle turbinate or above the middle turbinate without 
pus coming from the frontal maxillary or sphenoid sinuses; may be reflex rash on the 
face; may be tinnitus and asthenopia; may be asthmatic paroxysms and cough, or 
unilateral paresis of the soft palate; tenderness on pressure against the orbital plate of 
the ethmoid at the inner angle of the orbit; may be disturbance of equilibrium aggra- 
vated by stooping forward; may be parosmia. 

Fracture of the Nasal Bones. Characteristics. There is severe pain in the bridge of 
the nose. 

Chief Signs. History of direct violence; displacement, usually depression of the 
nasal bones readily noticeable if seen prior to the onset of swelling; crepitation; 
epistaxis; may be emphysema; x-ray. 

Furuncle of the Nostrils. Characteristics. Small but very painful boils form in the 
skin or mucous membrane attached to the subjacent cartilage at or just within the 
nostrils. Pain may be intense until they rupture or are incised, on account of the close 
attachment and unyielding nature of the tissue composing the parts. 

Chief Signs. Presence of red, elevated, tender boils which, when well advanced, 
show at the center a yellowish elevation from the contained pus; enlarged lymph 
node over the angle of the jaw. 

Chronic Rhinitis. Characteristics. In chronic hypertrophic rhinitis there is a feel- 
ing of pressure or even of pain at the root of the nose, accompanying the character- 
istic chronic obstruction of the nasal passages. In rhinitis sicca there is severe nasal 
dryness and burning and a sense of obstruction not explained by swelling. 

Chief Signs. See page 170. 

Foreign Body in the Nose. Characteristics. Sometimes a foreign body will cause no 
noticeable symptoms, but in many instances it will cause pain and other subjective 
annoyance, particularly a sense of fullness. 

Chief Signs. History of accidental or purposeful introduction of an animate or in- 
animate body; may be nasal stenosis, usually unilateral, with mucopurulent dis- 
charge; rhinoscopy. 

Nasociliary Neuralgia. Characteristics. There is pain extending down the side of 
the nose and in the brow and eyes, usually referred to the small district bounded by 
the supraciliary ridge above, the supra-orbital notch laterally, and the nasal bone 
below. Sometimes it extends to the tip of the nose. 

Chief Signs. Transitory character; absence of organic disease; sometimes tem- 
porary disappearance of pain on application of 5 per cent solutions of cocaine high up 
in the anterior limit against the root of the nasal fossa or by the injection of procaine 
into the orbit about the anterior ethmoid nerve and vessels. 
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Abscess of the Septum. Characteristics. There is pain and a sensation of fullness 
referred to the middle of the nose. 

Chief Signs. May be history of trauma; may be sweiling and nasal obstruction; foul 
mawkish odor of secretions; otoscopy (showing fluctuating tumor in one or both 
nostrils, reddish or slightly yellowish in color). 

Nasal Gumma (Tertiary Syphilis of the Nose). Characteristics. Pain soon appears 
over the nasal bridge and in the forehead, is worse at night, and becomes intensified 
as necrosis develops. 

Chief Signs. History of syphilis; discharge of foul mucopus and scabs from the 
nose; presence of necrosed and loose bone on probing, especially involving the vomer; 
perforation of the septum; collapse of the nose or nostrils; nasal stenoses; presence 
of ulceration, granulations, scars; positive serology; therapeutic test. 

Acute Glanders. Characteristics. Usually a short period of incubation is followed 
by a painful swelling in the nose, with lymphangitis and severe systemic reaction. 

Chief Signs. History of exposure, usually to an infected horse; appearance of 
nodules on the skin or mucous membrane of the nose, increasing in size, breaking 
down, and discharging at first a yellow, glairy material, later bloody, thick, and offen- 
sive; inoculation of guinea-pig testicle; positive mallein test. 

Nasal Lupus. Characteristics. Pain and tenderness may be present. 

Chief Signs. See page 180. 

Less Common Causes. Maxillary antritis; sphenoid sinusitis; atrophic rhinitis (irri- 
tation and dryness in the nose and pharyngeal vault); carcinoma; sarcoma; fibroma; 
nasal polyps; nasal myiasis (fly larvae); chancre of the nose; chronic purulent eth- 
moiditis (pain during exacerbations); chancre of the nasal vestibule; acute miliary 
tuberculosis of the nose (nasal obstruction); sarcoidosis of the nasal cavity (nasal 
obstruction); rhinolith (neuralgic pain with ulceration from pressure); hematoma of 
the nasal septum (pressure or pain over the bridge of the nose) ; dermatitis of the skin 
of the nasal vestibule; fissure of the nasal vestibule; erosion of the nasal septum; 
sphenopalatine ganglion cephalalgia; angina pectoris. 


REDNESS OF THE NOSE 


(Localized or Generalized) 


Acne Rosacea. Characteristics. The skin of the nose and in the region of the nose is 
of a deep red color; the vessels are dilated; the skin is thickened and lumpy, and acne 
lesions coexist. In advanced cases the nose may become extremely large and lobulated 
(rhinophyma). 

Chief Signs. May be history of gastric disturbance, exposure to extremes of temper- 
ature, intemperance; absence of subjective phenomena. 

Furunculosis of the Nostrils. Characteristics. There may be redness at the margin 
of the nostril or of the tip of the nose when the furuncle is situated, as it usually is, in 
some portion of the cutaneous vestibule just within the anterior nasal opening. 

Chief Signs. See page 16S. 

Chronic Alcoholism. Characteristics. The venules of the cheeks and nose are 
dilated; the nose becomes red, enlarged, and may present the condition known as 
acne rosacea (see above). 

Chief Signs. See page 39. 

Acute Rhinitis (Coryza; “Cold in the Head”). Characteristics. The discharge often 
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possesses an irritating quality which produces excoriation and redness of the skin 
about the nasal orifices and upper lip which may be aggravated by repeated friction 
in wiping the nose. 

Chief Signs. See page 164. 

Erysipelas. Characteristics. Facial erysipelas often attacks the nose early (stage of 
invasion ), showing slight redness over the bridge of the nose and on the cheeks. The 
skin looks red and feels hot and tense. The first affected parts become gradually pale 
as the disease extends at the periphery. 

Chief Signs. See page 59. 

Lupus Erythematosus. Characteristics. There is a sharply defined, often butterfly- 
shaped, red patch with elevated margins and depressed center covering the nose and 
its neighborhood. 

Chief Signs. See page 181. 

Rhinoscleroma. Characteristics. The color of the skin of the nose varies from a red 
to a bluish or brownish red. 

Chief Signs. See below. 

Less Common Causes. Dermatitis of the skin of the nasal vestibule (chronic hyper- 
trophic rhinitis, acute sinusitis, hay fever, and perforation of the nasal septum); 
chancre of the nose; gumma of the nose (red nasal bridge); nasal parasites (mag- 
gots); pellagra (erythema of the bridge of the nose). 


SWELLINGS OF THE NOSE 
(See also Deformities of the Nose, page 168.) 


Trauma (Bruising of the Nose). Characteristics. Bruising of the nose is followed 
by tumefaction and sometimes ecchymosis. 

Fracture of the Nasal Bones. Characteristics. Displacement of the bones is soon 
masked by swelling, which is occasionally added to by emphysema involving the root 
of the nose, the eyelids, and cheek, as a result of a rent in the mucous membrane of 
Schneider or a crack in the frontal sinus. 

Chief Signs. History of direct violence to the nose; pain; crepitus; blocking of nose 
by the clot; profuse epistaxis, soon checked; may be deformity; x-ray. 

Rhinophyma. Characteristics. In advanced cases of acne rosacea the nose may be- 
come extremely large and lobulated, constituting the condition known as rhinophyma 
(see under Acne Rosacea, page 166). 

Erysipelas. Characteristics. There are swelling and tension of the skin about the nose 
from the beginning, which rapidly increases so that during the second day the eyes are 
usually closed. 

Chief Signs. See page 59. 

Furunculosis of the Nostrils. Characteristics. There is more or less swelling of the 
end of the nose if the furuncle is near the tip, accompanied by redness, tenderness, 
and throbbing pain. 

Chief Signs. See page 165. 

Acute Glanders. Characteristics. There is usually great swelling of the nose ac- 
companied by pain and severe constitutional symptoms. 

Chief Signs. See page 166. 

Rhinoscleroma. Characteristics. Initially there is nasal catarrh, increased nasal 
secretion, and subsequent crustation. Gradually a nodular or rather diffuse sclerotic 
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enlargement of the nose, upper lip, palate, and neighboring structures ensues. At 
first the nodules are small, hard, and subepithelial, but eventually there is fusion to 
form sclerotic plaques which are adherent to the underlying parts. Ulceration may 
occur and is usually the result of trauma or infection. The lesions are of a dusky 
purple or ivory color. As the disease advances there is extensive facial mutilation with 
complete obstruction of the nares. 

Chief Signs. Occurrence between 14 and 15; history of residence in southwestern 
Europe; chronicity; biopsy (histologic picture, presence of bacillus of rhinoscler- 
oma) ; absence of syphilis or cancer. 

Less Common Causes. Cellulitis; myxedema; bites and stings; lipoma, cavernous 
sinus thrombosis; nasal parasites (maggots); lethal midline granuloma; chronic 
lymphedema. 


DEFORMITIES OF THE NOSE 


Congenital Syphilis (Hereditary Syphilis). Characteristics. In severe cases the 
child may be born with the sniffles and later (fourth to eighth week) develop a 
marked rhinitis with seropurulent or bloody discharge. Ulceration takes place with 
necrosis of the bones, leading to a depression at the root of the nose and a deformity 
characteristic of congenital syphilis, the saddle-back nose, in which the bridge 1s 
collapsed. 

Chief Signs. See page 41. 

Fracture of the Nasal Bones. Characteristics. Displacement of the fragments of the 
nasal bones causes depression of the nose which is readily noticeable if seen prior to 
the onset of the swelling and, if not properly treated, afterward persists as a serious 
deformity. 

Chief Signs. See page 165. 

Collapse of the Alae Nasi. Characteristics. The nasal orifices are greatly narrowed, 
often mere slits, and the alae are flaccid and collapse upon inspiration instead of 
being firm, resilient, and dilatable as normally. The nose is usually of the long, thin 
type. 

Chief Signs. History of prolonged nasal obstruction and mouth breathing. 

For causes of obstruction of the nose, see page 170. 

Achondroplasia (Chondrodystrophy ). Characteristics. The root of the nose is de- 
pressed. The achondroplastic dwarf is readily recognized on account of the normal 
head and trunk with the very short extremities. 

Chief Signs. See page 14. 

Cretinism. Characteristics. The nose of the child is broad and flattened, the lips are 
thick, the tongue thick and often protruding from the partly opened mouth. 

Chief Signs. See page 43. 

Myxedema. Characteristics. The nostrils of the adult are broad and thick with a 
tendency to general obliteration in the face of the lines of expression. 

Chief Signs. See page 43. 

Mongolian Idiocy. Characteristics. The bridge of the nose is flattened and the alae 
are expanded. In the Mongol idiot there is a characteristic slant upward and outward 
of the almond-shaped palpebral fissures. 

Chief Signs. See page 43. 

Rhinophyma. Characteristics. In advanced cases of acne rosacea the nose may be- 
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come extremely large and lobulated, constituting the condition known as rhino- 
phyma (see under Acne Rosacea, page 166). 

Acquired Tertiary Syphilis (Gumma of the Nose). Characteristics. A nasal gumma 
may break down and ulcerate, before which the cartilages and even the bony struc- 
tures of the nose may melt away like wax as the destruction rapidly extends, thus 
producing in a short time the most hideous deformity. There may be collapse of the 
entire anterior third of the nose, sinking in of the entire nostril so that only slits 
project, or even complete destruction of the alae, so that finally the anterior nares are 
represented merely by an irregular hole in the face. 

Chief Signs. See page 182. 

Congenital Deformity of the Nose. Characteristics. The most common of the con- 
genital deformities or departures from the general normal morphology of the nose 
are: a bulbous condition of the end or tip of the nose (bulbous nose), an exaggerated 
form of the so-called Roman nose with a humplike prominence of the nasal bones or 
bridge (hook-, beak-, or hump-nose) bending to either side of the median line 
(twisted or crooked nose). These deformities can all be greatly improved by surgery. 

Dislocation of the Nose. Characteristics. In this deformity the lower portion of 
the nose and the upper lip are dislocated downward, where they may remain and be- 
come adherent to subjacent tissues. The openings of the nostrils may be on a level 
with the gums and obstructed. Violent force, as a cyclone, is required to produce it. 

Deflection or Deviation of the Septum. Characteristics. There is sometimes some 
deformity of the external nose, the tip of the nose being turned to one side of the 
bridge which may be flattened. 

Chief Signs. See page 171. 

Lupus Vulgaris (Tuberculous Luposa). Characteristics. The tip of the nose may 
be sharply pointed and beaklike, or the whole nose may be destroyed and only its 
orifices and the posterior parts of the septum and turbinate visible. 

Chief Signs. See page 180. 

Rhinoscleroma. Characteristics. The tissues at the end of the nose become progres- 
sively thickened until breathing is more or less occluded. 

Chief Signs. See page 167. 

Less Common Causes. Acromegaly (massive nose) ; leprosy; lethal midline granu- 
loma of the face; gangosa; goundou; leishmaniasis; rodent ulcer of the nose; atresia 
of the anterior nares; xeroderma pigmentosum; Wegener’s syndrome (saddle nose). 


COLLAPSE OF THE NOSTRILS 


Adenoids. Characteristics. If the adenoid vegetations are at all large they block up 
the posterior nares and compel mouth breathing, which brings about a collapse or 
pinched condition of the nostrils, and, with the open mouth, gives to the face a vacant 
expression, the “adenoid facies.” 

Chief Signs. Occurrence usually in child life, between 3 and 12 years; may be de- 
pression of the superior maxilla about the nasal orifices; mucus or mucopus in the 
nose, difficult to blow out on account of nasal obstruction; mouth breathing; may 
be enlarged lymphatics along the sternomastoid; may be deformity of the chest; audi- 
ble breathing during the day and loud snoring at night; toneless voice, indistinct artic- 
ulation, and impaired hearing; palpation of a gelatinous, wormlike mass in the 
epipharynx. 
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Nasal Obstruction. Characteristics. Obstruction of the nares from any cause may 
produce a collapse of the nostrils, particularly upon inspiration, and when the ob- 
struction endures sufficiently long the nostrils may become permanently partially 
closed, causing the pinched nose. 

For causes see below. 


RESPIRATORY DILATATION OF THE NOSTRILS 


Lobar Pneumonia. Characteristics. Dilatation of the alae nasi with each inspiration 
is one of the striking features presented by the pneumonia patient on the second or 
third day as he lies in bed, often on the affected side, breathing hurriedly with short 
expiratory grunts. 

Chief Signs. See page 390. 

Bronchopneumonia. Characteristics. In children particularly, dilatation of the 
nostrils with each inspiration is an early and striking phenomenon. 

Chief Signs. See page 387. 

Dyspnea. Characteristics. In all cases of severe dyspnea the nostrils may dilate to a 
greater or lesser degree according to the difficulty of inspiring air into the chest. 

For causes see page 428. 

Less Common Causes. Acute serofibrinous pleurisy; collapse; perforation of the 
palate; retropharyngeal abscess; tetanus neonatorum; emotional excitement; neurosis. 


OBSTRUCTION OF THE NOSE 


Adenoids. Characteristics. The vegetations in the nasopharynx cause mechanical 
obstruction of the air currents through the nasal passages. The obstructive symptoms 
are inability to blow the nose, mouth breathing constantly or only during sleep, and a 
nasal voice. There may be attacks of dyspnea at night, and when long-standing, chest 
deformities are present. 

Chief Signs. See page 169. 

Acute Rhinitis (Acute Coryza, “Cold in the Head”). Characteristics. An attack of 
acute rhinitis is usually ushered in with a sensation of stuffiness or obstruction in the 
nose, which after a few hours becomes associated with a profuse watery discharge, 
and the mucosa, which was at first hyperemic, becomes so much infiltrated that one 
or both nostrils may become entirely occluded. The nasal obstruction commonly 
alternates from one nostril to the other. Mouth breathing is the rule, especially during 
sleep, and the sense of smell is often greatly diminished. 

Chief Signs. Sneezing; burning sensation in the nose; lacrimation; languor, fatigue, 
chilliness, and prostration; serous discharge, changing to mucopurulent; excoriation 
of the nasal orifices and upper lip; may be slight rise of temperature; exclusion of 
acute infection, especially measles. 

Chronic Simple Rhinitis. Characteristics. The chief clinical phenomena are intra- 
nasal obstruction and increased secretion. The obstruction is usually more noticeable 
at night, is liable to be attended with complete occlusion of one or both nostrils, and 
may alternate from one side to the other. The swelling, hence the obstruction, be- 
comes greater on the dependent side during sleep. 

Chief Signs. Tendency to chronicity and aggravation by environment; thick, sticky 
gray or greenish discharge; hawking and spitting; tendency to frequent and prolonged 
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colds; dull pain over the bridge of the nose, headache, and aprosexia; changes in the 
nasal mucosa (engorged, boggy, soft, and covered with exudate) ; may be invasion 
of the eustachian tube and ear with tinnitus and deafness. 

Drug Action. Characteristics. The use of certain drugs, particularly rauwolfia 
derivatives which are used for the treatment of hypertension and emotional dis- 
turbances, often causes nasal congestion and an uncomfortable sensation of stuffiness 
in the nose. 

Chronic Hypertrophic Rhinitis (Hyperplastic Rhinitis; Hypertrophy of the Tur- 
binates ). Characteristics. The chief clinical phenomena are nasal obstruction, greatly 
altered secretions, and in many instances slight odor. When the obstruction is great 
and constant the patient becomes a mouth breather. When the patient is in bed, first 
one nostril and then the other will be occluded, according to the side lain upon. Colds 
are frequent and prolonged, and acute sinusitis is likely to occur. Chronic inflamma- 
tion of the nasopharynx, pharynx, and larynx is common. There may be tinnitus, 
deafness, and attacks of vertigo. 

Chief Signs. Chronicity; may be reflex eye symptoms (conjunctivitis, slight paresis 
of accommodation, irritable retina); may be anosmia; may be redness of the tip of 
the nose and acne; may be deafness, headaches, and feeling of pressure or pain at the 
root of the nose; bad breath, subjective or objective; may be cough, hawking and 
clearing of the throat, and sneezing; rhinoscopy (inferior turbinal enlarged, irregular 
and nodular anteriorly, and of mulberry shape at the posterior end; absence of pitting 
on probe pressure, as in chronic simple rhinitis; absence of marked contraction under 
adrenalin or cocaine; hyperplastic swelling of large segments of mucosa). 

Deviations or Deflections of the Septum. Characteristics. Where the deviation is 
marked, symptoms of unilateral obstruction to respiration and drainage are in evi- 
dence. The patient complains of inability to breathe freely through the nose, ob- 
structed breathing being mostly on the side of the septal convexity. It is worse at night 
and often causes mouth breathing, snoring, and postnasal dripping. 

Chief Signs. May be history of trauma; may be neuralgic headache, increased sus- 
ceptibility to colds and sinusitis; may be heavy or watery acrid secretion on blowing 
the nose, with postnasal “dropping”; may be external deformity of the nose; may be 
epistaxis; rhinoscopy (showing ridging, convexity, or twisting of the septum, cartilagi- 
nous or osseous ) . 

Nasal Polyp (Myxoma). Characteristics. Nasal obstruction, partial or complete, is 
present after the polyps have reached sufficient size and number to fill the middle and 
inferior meatuses. If pedunculated and movable, the obstruction can be modified by 
the patient blowing them back and forth. If sessile, however, they cannot be thus 
moved. Sneezing and watery or mucoid discharge are commonly associated symp- 
toms but are due to allergy. 

Chief Signs. May be watery discharge, especially in damp weather; diminished 
timbre of the voice or nasal twang; dull headache and pressure between the eyes (full 
middle meatus); may be mouth breathing, rhinorrhea, cough, asthma, anosmia, 
aprosexia, and sneezing; rhinoscopy (disclosing a grayish, semitranslucent tumor 
hanging in the middle meatus, moving with respiration and on probing if peduncu- 
lated). 

Benign New Growths of the Nasal Cavity. Characteristics. Angioma, fibroma, 
papilloma, enchondroma, and osteoma produce nasal obstruction when they are of 
sufficient size. Nasal discharge is increased, severe epistaxis may occur with angioma, 
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and if very large a growth produces pressure atrophy of the surrounding structures, 
erosion of the turbinates, or widening of the nasal bridge. 

Chief Signs. Increased nasal discharge; rhinoscopy (angioma is a red, friable, gran- 
ular, soft mass with a broad base attached to the cartilaginous septum; fibroma is a 
smooth, firm mass with a broad base; papillomas are often multiple and appear as 
warts on the skin of the nasal vestibule; enchondromas arise from the cartilaginous 
septum; osteoma is very hard and nodular, and has a solid pedicle). 

Malignant New Growths of the Nasal Cavity. Characteristics. Sarcoma and car- 
cinoma occur with about equal frequency and usually have their origin in the par- 
anasal sinuses, most commonly the maxillary, with subsequent nasal extension. 
Carcinoma is rarely seen before the age of 40. When the nasal cavity is invaded, 
unilateral nasal obstruction is produced with a bloody purulent discharge. 

Chief Signs. Epistaxis; antral malignancy: pain in the upper teeth and cheek; 
swollen cheek with cutaneous anesthesia; bulging of the naso-antral wall and plate; 
orbital displacement; ethmoid malignancy: severe pain; diplopia; epiphora; exoph- 
thalmos; foul bloody discharge; rhinoscopy; x-ray; biopsy. 

Nasal Diphtheria. Characteristics. Sufficient obstruction develops to necessitate 
mouth breathing, and the nasal occlusion is at first thought to be due to a foreign 
body in the nose. The child snuffles, sleeps a great deal, and takes food poorly on 
account of the nasal occlusion, and he may become cyanotic on attempting to nurse 
the breast. 

Chief Signs. Occurrence in children; profuse discharge of mucopus, producing 
excoriation of the nostrils, becoming blood-tinged; epistaxis; cervical adenitis; foul 
breath; fever; rhinoscopy (showing a membranous exudate upon the septum and 
turbinates); frequent association with disease in the pharynx; culture (Klebs-Léffler 
bacillus). 

Hematoma of the Septum. Characteristics. Unless of small size this produces 
marked nasal obstruction, usually of both sides, frontal headache, and a sense of 
pressure over the nasal bridge. 

Chief Signs. History of injury to the nose; presence of a large, oval, fluctuating 
tumor on rhinoscopic examination. 

Abscess of the Septum. Characteristics. If the abscess is of any size there will be 
interference with breathing through the nose. 

Chief Signs. May be history of injury or infection; sense of fullness, pain and tender- 
ness over the nasal bridge; heat; sometimes fever and chills; mawkish odor; presence 
on rhinoscopic examination of a reddish or yellowish swelling containing pus; sub- 
maxillary lymphadenitis. 

Nasal Gumma (Tertiary Syphilis of the Nose). Characteristics. The development 
of gummas within the nose is always associated with a gradually increasing nasal 
obstruction and deep pain over the nasal bridge and in the forehead. With ulceration 
the nasal bridge becomes red and tender, and there is a foul, bloody nasal discharge. 

Chief Signs. See page 179. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The syphilitic rhinitis, 
or snuffles, which develops characteristically from the fourth to the eighth week after 
birth impedes respiration through the nose considerably, so that the child nurses with 
great difficulty. 

Chief Signs. See page 35. 

Hay Fever (Pollinosis). Characteristics. Intermittent and alternate stenosis is 
present, brought about by varying degrees of turgescence of the soft parts. During the 
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continuance of the nasal stenosis the patient suffers from the paroxysmal sneezing, 
headache, and lacrimation. 

Chief Signs. Seasonal occurrence and recurrence (summer and fall); onset with 
malaise, sneezing, serous discharge, headache; itching or burning sensation of the 
mucous membrane of the nose, eyes, and pharynx; acrid, excoriating secretion from 
the nose, becoming seromucous and even purulent in character; may be complications 
(sinusitis, otitis, asthma); tests for pollen sensitization. 

Foreign Body in the Nose. Characteristics. There is unilateral nasal obstruction, 
later accompanied by discharge. 

Chief Signs. See page 165. 

Less Common Causes. Atrophic rhinitis; sinusitis; aspergillosis; cyst of the middle 
turbinate; eczema; exostosis; nasopharyngeal tumors (benign and malignant); retro- 
pharyngeal abscess; rhinolith; rhinoscleroma; typhus fever; variola; adhesions (sy- 
nechiae) of the nasal cavity; lupus; glanders; leprosy; actinomycosis; nasal myiasis; 
fracture of the nasal bones; acute miliary tuberculosis of the nose; atresia of the 
anterior nares; atresia of the posterior nares; atresia of the nasopharynx; collapse of 
the alae nasi; lethal midline granuloma; sarcoidosis of the nose; chronic nasal allergy; 
histaminic cephalalgia. 


WATERY DISCHARGE FROM THE NOSE 


Acute Rhinitis (Coryza; “Cold in the Head”). Characteristics. After a few hours’ 
onset, during which the mucous membrane of the nose is dry, a profuse watery dis- 
charge begins, which later, however, becomes mucopurulent or purulent. 

Chief Signs. See page 164. 

Hay Fever (Pollinosis). Characteristics. There is a profuse serous discharge from 
the nasal mucosa which becomes seromucous and sometimes purulent in character. 

Chief Signs. See page 172. 

Measles (Morbilli). Characteristics. During the period of invasion, lasting from 
three to four days, there will be “running at the nose” accompanied by sneezing, con- 
junctivitis, and fever. 

Chief Signs. See page 205. 

Pertussis (Whooping Cough). Characteristics. In the early catarrhal stage, there 
are symptoms of an early cold, with “running at the nose,” slight fever, and an inces- 
sant cough which does not subside. 

Chief Signs. See page 388. 

Influenza (La Grippe; Grip). Characteristics. The respiratory form of this disease 
sets in with coryza accompanied with watery discharge from the nose, fever, and 
prostration. 

Chief Signs. See page 387. 

Allergic Rhinitis (Chronic Nasal Allergy). Characteristics. The symptoms are 
similar to those of hay fever, but they persist with remissions and exacerbations the 
year round. There are paroxysms of sneezing, periodic flow of watery or viscoid fluid 
from one or both nostrils, nasal obstruction, anosmia, frontal headache, postnasal 
drip, dry pharynx, cough; often associated asthma and sinus symptoms. 

Chief Signs. Occurrence in adults; often a history of other forms of allergy; erratic 
intermissions; may be malaise, sneezing, and irritation of the nose; absence of fever; 
pale and edematous mucosa with true polyps or polypoid hyperplasia; precipitation 
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of mucin in the fluid on addition of alcohol or acetic acid; negative Fehling’s test; 
eosinophilia in the nasal secretion and in the blood; demonstration of an allergic 
offender. 

lodism. Characteristics. A not unusual effect of intolerance to iodides is the oc- 
currence of a severe “cold in the head,” with profuse watery discharge from the nose, 
sneezing, lacrimation, discomfort in the nasal mucous membrane, and headache. 

Chief Signs. History of ingestion of iodides; may be laryngobronchial symptoms, 
mouth irritation, and skin eruptions. 

Cerebrospinal Rhinorrhea. Characteristics. There is constant dripping of clear, 
watery fluid (not opalescent as in nasal hydrorrhea), free from taste, odor, or sedi- 
ment. It is often unilateral. The handkerchief remains limp. 

Chief Signs. Onset usually spontaneous; may be symptoms or signs of increased 
intracranial pressure or brain tumor, absence of viscidity of the fluid; absence of pre- 
cipitation of mucin by acetic acid, absence of albumin, and presence of positive 
Fehling’s reaction (opposite of fluid in nasal hydrorrhea). 

Less Common Causes. Scarlet fever; German measles; cerebrospinal meningitis; 
arsenic poisoning; foreign body in the nose; iritis; lacrimation; polyp of the antrum; 
ametropia; rhinolith; asthma; trigeminal neuralgia; typhus fever; worms; acromegaly; 
allergic sinusitis; deviations and spurs of the nasal septum (mucous discharge ) ; local 
nasal irritants (sulfadioxide, chlorine, and other irritant gases); histaminic cephalal- 
gia (unilateral); brominism; spasmodic rhinitis; benign new growths of the nasal 
cavity. 


MUCOPURULENT OR PURULENT DISCHARGE FROM THE NOSE 


Acute Rhinitis (Acute Coryza; “Cold in the Head”). Characteristics. After a few 
hours the nasal obstruction, which is an early symptom, becomes associated with a 
profuse watery discharge. The serous exudate soon changes to a mucopurulent and 
therefore thicker discharge as a result of the increasing admixture of cellular ele- 
ments, and meanwhile it diminishes in quantity. The discharge often possesses an 
irritating quality which produces excoriation of the skin about the nasal orifices and 
upper lip. 

Chief Signs. See page 164. 

Chronic Rhinitis. Characteristics. In chronic simple and hyperplastic rhinitis there 
is a thick, sticky, at times offensive discharge which is dislodged with difficulty and 
which collects in the nasopharynx at night and is brought out with much hawking and 
gagging in the morning. In rhinitis sicca a musty-smelling, gray or greenish mucus 
lies on the nasal floor. 

Chief Signs. See page 170. 

Measles (Morbilli). Characteristics. Acute coryza is characteristic of the initial 
stage of measles, and the discharge from the nose, which is at first mucoid, later be- 
comes mucopurulent or purulent. 

Chief Signs. See page 205. 

Empyema of the Antrum of Highmore (Purulent Antritis). Characteristics. The 
chief symptoms are discharge from the nose and pain. During all stages of an 
empyema of the antrum a purulent secretion into the middle meatus is present. A 
characteristic of the purulent discharge is its profusion in the morning and its partial 
or complete cessation during the day. The discharge is increased by recurrent colds to 
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which patients with antral disease are subject. In old cases the discharge is fetid. In 
character it is mucopurulent or purulent, and in acute cases the color is bright yellow. 

Chief Signs. History of previous infection in the nose, repeated rhinitis, infectious 
disease, or carious teeth; pain, especially marked in acute cases, located chiefly about 
the eminence of the malar bone and in the infra-orbital region of the affected side, 
also pain and sensitiveness of the teeth of the upper jaw, with radiation of the pain to 
the orbit, the supra-orbital region, and toward the ear; tenderness on pressure or per- 
cussion over the anterior malar process, in the canine fossa, and intra-orbital region; 
intermittency of pain with subsidence on free discharge; presence of subjective malo- 
dor, nasal obstruction, epistaxis, or eczema of the vestibule; aprosexia, insomnia, and 
nervousness; may be malar swelling; rhinoscopy (revealing pus flowing from beneath 
the middle turbinate; quick reappearance when wiped away, with the patient lying 
10 to 15 minutes on the unaffected side ) ; transillumination (darkened antrum, infra- 
orbital region, and pupil) ; x-ray. 

Empyema of the Frontal Sinus. (Purulent Frontal Sinusitis). Characteristics. In- 
creased nasal secretion, purulent or mucopurulent, is observed in all cases. The flow 
of pus is usually yellowish at first; later it becomes lighter in color. 

Chief Signs. See page 164. 

Chronic Purulent Ethmoiditis. Characteristics. Pus discharge from the ethmoid 
cells is the most prominent symptom. Unlike the maxillary antrum, the discharge 
from the ethmoid cells is more likely to be constant, and it is more profuse when the 
patient is in an upright position. Furthermore there is a quick return of pus after 
wiping out the middle meatus. The discharge from the posterior group of ethmoid 
cells flows into the superior meatus, and may be seen in the olfactory fissure between 
the septum and the middle turbinate; but in the main it flows backward into the post- 
nasal space. 

Chief Signs. History of repeated attacks of acute ethmoiditis; inconstancy of pain 
except during exacerbations, when there is a dull, heavy sensation of pressure be- 
tween the eyes and at the root of the nose, often radiating into the frontal region, 
rarity of tenderness except during exacerbations, when it may be elicited by pressure 
inward and backward at a point between the inner canthus of the eye and the naso- 
frontal and nasomaxillary sutures; rhinoscopy (revealing pus in the middle meatus 
external to the middle turbinate, excluding its emergence from the frontal or maxil- 
lary sinuses ) ; X-ray. 

Foreign Body in the Nose. Characteristics. When the foreign body, either sharp or 
vegetable, swells or when it produces pressure or ulceration, there is a unilateral, 
mucopurulent, fetid discharge, and excoriation of the borders of the nostril and upper 
lip. 

Chief Signs. See page 165. 

Nasal Diphtheria. Characteristics. At the onset there is a profuse discharge of 
bloody or blood-stained mucopus which produces excoriation about the nostrils. This 
symptom, occurring suddenly in young children, should arouse suspicion, and a 
culture should be taken. 

Chief Signs. See page 172. 

Chronic Purulent Rhinitis. Characteristics. The predominating symptom is a 
persistent discharge from both nostrils of a yellowish, viscid, mucopurulent fluid. 
While the rhinorrhea is not fetid, it is often so profuse that the nasal cavities become 
blocked and the excess flows backward into the pharynx and forward over the surface 
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of the upper lip. Temporary relief from the obstructive discharge is obtained by 
blowing or washing out the retained secretion. 

Chief Signs. Exclusion on rhinoscopic and other examination of purulent sinusitis, 
foreign bodies, and tuberculous or syphilitic affections. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. A syphilitic rhinitis 
develops from the fourth to the eighth week (the snuffles), which is accompanied by 
a discharge, seropurulent or bloody in character. 

Chief Signs. See page 41. 

Nasal Gumma (Tertiary Syphilis of the Nose). Characteristics. Necrosis and ulcer- 
ation are accompanied by a discharge of foul mucopus, and the formation of masses 
of thick scabs, which are blown from the nose. Particles of necrosed bone with a 
foul stench may come away. 

Chief Signs. See page 166. 

Malignant New Growths of the Nasal Cavity. Characteristics. Sarcoma and car- 
cinoma found in the nasal cavity and usually originating in the paranasal sinuses 
produce a foul, bloody purulent discharge. 

Chief Signs. See page 172. 

Less Common Causes. Atrophic rhinitis (slight offensive discharge, ozena); 
rhinitis caseosa; empyema of the frontal sinus (pus visible above the infundibulum) ; 
acute ethmoiditis; gonorrhea of the nose; abscess of the septum; membranous rhini- 
tis; rhinolith; necrosis; scarlet fever; tuberculous rhinitis; lethal midline granuloma; 
lupus of the nose; secondary syphilis of the nose; leprosy of the nose; glanders; 
rhinoscleroma in early stage (thick mucus); allergic sinusitis with infection; foreign 
body in the paranasal sinuses with infection; fungous infection of the paranasal si- 
nuses; atresia of the posterior nares; benign new growths of the nasopharynx (naso- 
pharyngeal fibroma, lipoma, chondroma, teratoma); atresia of the nasopharynx; 
adenoid hyperplasia; foreign body in the nasopharynx with infection; rodent ulcer 
with nasal penetration; malignant new growths of the nasopharynx (sarcoma and 
carcinoma). 


REGURGITATION OF FLUID THROUGH THE NOSE 


Cleft Palate. Characteristics. Sucking is impossible or difficult, and food passes into 
the nose from the mouth. The deformity when congenital is often accompanied by 
harelip, and there is a characteristic nasal twang to the voice. 

Chief Signs. Examination of the mouth, revealing the deformity. 

Postdiphtheritic Paralysis. Characteristics. Paralysis affecting the palate in diph- 
theria is fairly common, coming on in the second or third week of convalescence. The 
first symptom noted will be a return of liquids through the nose, causing a difficulty 
in swallowing. The voice has a nasal tone. Within two or three weeks it disappears. 
Palatal paralysis may be the beginning of a multiple form of diphtheritic paralysis with 
loss of power of accommodation, lost reflexes, and paraplegia. 

Chief Signs. See page 95. 

Retropharyngeal Abscess. Characteristics. Sometimes there is regurgitation of 
food through the nose or mouth. 

Chief Signs. See page 263. 

Gumma of the Soft Palate (Tertiary Syphilis). Characteristics. Liquids and food 
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pass through the perforations into the nose, and the voice sounds are similar to those 
in cleft palate. 

Chief Signs. Presence on inspection of a hole or holes in the velum palati; history of 
syphilis with other tertiary manifestations; positive serology. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. Swallowing 
becomes difficult, owing partly to regurgitation into the nostrils, partly to the involve- 
ment of the pharyngeal muscles. 

Chief Signs. See page 44. 

Less Common Causes. Postoperative paralysis; myasthenia gravis; pseudobulbar 
paralysis; carinoma of the palate (with perforation); traumatic perforation of the 
palate. 


EPISTAXIS 
(Nosebleed ) 


Hemorrhage from the nasal cavities occurs at all periods of life, but is especially 
common in the young, particularly at the age of puberty. Certain individuals are 
especially prone to nosebleed, and sometimes the disposition to it is hereditary. 
Epistaxis may occur as a result of local causes (injury, ulceration, new growths, 
varicose veins of the nasal mucosa, acute infective inflammation) or as a result of 
remote or systemic conditions (elevated arterial or venous pressure, blood dyscrasias, 
atmospheric pressure alterations, menopause, vicarious menstruation ). 

Trauma. Characteristics. After picking or scratching the nose, especially in chil- 
dren, or following slight contusions, epistaxis may occur. If the blood flows from each 
side of the nose in equal amounts, it is somewhat suggestive of injury to the nasal 
bones, vault of the pharynx, or even fracture of the base of the skull (see below). 

Chief Signs. Rhinoscopy, revealing the source of the bleeding, usually a small 
septal abrasion near the anterior nares, from which a small scab has been picked, less 
commonly a more serious injury. 

Foreign Body in the Nose. Characteristics. Sharp, rough bodies produce pressure 
ulceration with foul unilateral nasal discharge, nasal hemorrhage, and obstruction 
and radiating neurologic pain. 

Chief Signs. See page 165. 

Fracture of the Base of the Skull and Facial Bones Involving the Sinuses. Charac- 
teristics. Fracture through the anterior cerebral fossa may open the frontal, ethmoid, 
or sphenoid cells and cause bleeding from the nose and mouth. The malar bone may 
be driven into the antrum, the nose broken, or the anterior wall of the frontal sinus 
or antrum may be driven in with resultant hemorrhage. 

Chief Signs. See Head Injury, page 106. 

Erosion of the Nasal Septum. Characteristics. Septal erosion with the complaints of 
repeated epistaxis, irritation, dryness, and crusting of the nose forms when the pa- 
tient wipes, blows, or picks crusts from that area and the epithelium is torn away. 

Chief Signs. Rhinoscopy revealing a shallow ulcer on the septum after removal of 
overlying crust with a soft friable base of subepithelial tissue. 

Nasal Diphtheria. Characteristics. As the disease progresses the nasal discharge 
becomes blood tinged and true epistaxis may take place. 

Chief Signs. See page 172. 
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Measles (Morbilli). Characteristics. The coryza of measles may sometimes be 
accompanied by epistaxis, which occasionally is profuse enough to become serious. 
In the malignant type, or black measles, hemorrhages may occur from all the mucous 
membranes, including the nose, and also into the skin. 

Chief Signs. See page 205. 

Scarlet Fever (Scarlatina). Characteristics. Epistaxis occurs in the hemorrhagic 
form of scarlet fever, together with hemorrhage into the skin and hematuria. The 
erythematous rash becomes likewise hemorrhagic (petechiae ). 

Chief Signs. See page 875. 

Pertussis (Whooping Cough). Characteristics. Epistaxis may appear as a compli- 
cation and is induced by the strain of the paroxysms of coughing upon the hyper- 
dilated anterior septal vessels. 

Chief Signs. See page 388. 

Essential Hypertension. Characteristics. Spontaneous epistaxis, sometimes readily 
recurring, often without known cause or from cold, heat, stress, etc., may be an im- 
portant revelatory sign. 

Chief Signs. See page 115. 

Chronic Glomerulonephritis. Characteristics. Nosebleed is very common, and 
when not clearly explicable on other grounds should always lead to an investigation 
as to possible nephritis. It may be slight and often recurring; yet it may be severe 
enough to demand plugging the posterior nares. Epistaxis with various other types of 
spontaneous hemorrhage which may be seen, while commoner in advanced chronic 
nephritis, may be among the early symptoms. 

Chief Signs. See page 115. 

Cirrhosis of the Liver (Portal). Characteristics. Epistaxis is very common and 
sometimes very obstinate, large quantities of blood being lost. Hematemesis and 
melena are more common. 

Chief Signs. See page 35. 

Scurvy (Scorbutus). Characteristics. While hemorrhages from the mucous sur- 
faces are less common than those under the skin (ecchymoses ), epistaxis is, however, 
frequent. 

Chief Signs. See page 36. 

Obstructive Jaundice (Intrahepatic and Extrahepatic). Characteristics. Epistaxis, 
along with bleeding from other mucous membranes, occurs, but more rarely than 
hemorrhages of subcutaneous type. The tendency to bleeding in obstructive jaundice 
is accompanied by an increase in the prothrombin time due to a faulty absorption of 
vitamin K or to a failure in the formation of prothrombin. 

For causes see page 831. 

Chronic Myeloid Leukemia. Characteristics. Hemorrhages of one type or another, 
at one or another period of the disease, occur in five sixths of the cases, and nosebleed 
is a common form. A few rare cases are on record in which epistaxis or other hemor- 
rhage was the first sign noted, but as a rule when hemorrhages occur (including 
epistaxis) they come later in the course of the disease and are moderate in character. 

Chief Signs. See page 37. 

Splenic Anemia. Characteristics. In the advanced stages epistaxis may supervene. 
The marked hemorrhagic tendency in the disease is toward hematemesis. 

Chief Signs. See page 589. 

Hemophilia. Characteristics. Epistaxis is common in bleeders, but it is so fre- 
quently seen in other conditions that its eccurrence alone, even when repeated and 
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the bleeding severe, does not justify the diagnosis of hemophilia. Epistaxis has proved 
fatal in this disease in 24 hours. In the slow-bleeding type, large blood tumors may 
form and project from the nose. 

Chief Signs. See page 95. 

Gumma of the Nose (Tertiary Syphilis of the Nose). Characteristics. The nasal 
discharge is abundant after ulceration occurs, dark in color from admixed blood and 
tissue, and hasa horribly offensive odor. 

Chief Signs. Development of symptoms 5 to 15 years after syphilitic infection; 
presence in the nose of deep-spreading ulceration, with ragged edges and surrounded 
by an inflammatory zone, covered with a purulent and bloody secretion and yellow- 
ish-green scabs; bone destruction and perforation; may be nasal deformity; positive 
serology. 

Late Congenital Syphilis. Characteristics. In the later form of hereditary nasal 
syphilis, which is analogous to the tertiary stage of acquired syphilis, i.e., occurring 
between the third year and puberty, infiltration, ulceration, and tissue destruction 
bring about a purulent, exceedingly offensive discharge, often streaked with blood. 

Chief Signs. See page 244. 

Purpura Haemorrhagica (Primary Thrombocytopenic Purpura Haemorrhagica; 
Essential Thrombocytopenia ). Characteristics. Epistaxis is not uncommon. 

Chief Signs. See page 903. 

Tuberculosis of the Nose. Characteristics. Occasionally there is hemorrhage from 
the ulcerated area. 

Chief Signs. Chronicity; presence in the nose, usually on the anterior part of the 
septum, of a shallow ulcer, with irregular, slightly elevated edges, usually not sur- 
rounded by a zone of inflammation, its floor covered with a yellowish exudate; may 
be miliary tubercles on the floor and edges of the ulcer; thick mucopurulent discharge 
which may be fetid; absence of pain; presence of tuberculosis elsewhere, usually in 
the lungs; demonstration of tubercle bacilli in the exudate. 

Malignant New Growths of the Nasal Cavity and Sinuses. Characteristics. When 
the new growth (sarcoma or carcinoma) ulcerates, attacks of very severe epistaxis 
occur. As the growth enlarges and invades the nasal cavity there is unilateral ob- 
struction and a bloody purulent discharge. Ethmoid growths are especially prone to 
cause epistaxis. 

Chief Signs. See page 172. 

Lupus of the Nose. Characteristics. As the disease progresses, ulceration is ac- 
companied by a thick purulent secretion with occasional admixture of blood. 

Chief Signs. See page 180. 

Acute Yellow Atrophy of the Liver. Characteristics. When severe symptoms set 
in, hemorrhages occur into the skin and from the mucous membranes, of which latter, 
epistaxis may be a manifestation. 

Chief Signs. See page 833. 

Less Common Causes. Nasal polyps; malaria; cardiac decompensation; phos- 
phorus poisoning; pyemia; glanders; nitrous oxide anesthesia (particularly in phthisic 
subjects ) ; adenoiditis; alcoholism; aortic insufficiency; arsenic poisoning; bronchi- 
tis; nasal caries; chloroma; chlorosis; dysentery; emphysema; erysipelas; rheumatic 
fever; menopause; acute nephritis; paratyphoid fever; peritonitis; pleurisy; psittaco- 
sis; relapsing fever; remittent fever; salicylism; tumors of the neck; varicosities of the 
nasal mucosa; chronic empyema of the antrum; symptomatic purpura haemorrhagica, 
aplastic anemia; typhoid fever; fissure of the nasal vestibule; leprosy of the nose: 
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perforation of the nasal septum; nasal parasites; rhinolith; sarcoidosis of the nasal 
cavities; hereditary hemorrhagic telangiectasia; subacute bacterial endocarditis; gen- 
eralized arteriosclerosis; rickettsial infections; malignant and benign new growths of 
the nasal pharynx; lethal midline granuloma of the face; angioma; vicarious menstrua- 
tion; influenza; nasal and sinus surgery; pernicious anemia; alterations in atmos- 
pheric pressure (mountain climbing, diving, caisson disease, flying); anticoagulant 
therapy; hereditary hemorrhagic thrombasthenia; hemorrhagic disease of the new- 
born; idiopathic congenital hypoprothrombinemia; afribinogenemia; parahemo- 
philia; pseudohemophilia; Christmas disease; constitutional thrombopathy; David's 
disease; hemorrhagic thrombocythemia; macroglobulinemia. 


SKIN AFFECTIONS OF THE NOSTRILS, NOSE, AND CHEEKS 


Erythema. Characteristics. There is diffuse redness of the skin, disappearing on 
pressure, and without thickening or elevation of the skin. 

Chief Signs. History of exposure to heat or cold, sun-rays, or x-rays, traumatism, or 
local irritation (drugs, soaps); may be slight burning. 

Seborrhea Oleosa. Characteristics. The nose is observed to be abnormally oily and 
often to have a dirty appearance from the adherence of dust. The sebaceous follicles 
may be the seat of dark-colored plugs, or an oily secretion may exude from them. 
The superficial blood vessels about the nose may be enlarged. Comedones are usually 
present and consist of cylinders of fatty sebaceous material, often with a black top, 
which plug up the orifices of the sebaceous ducts. They can be easily expressed by 
the fingernails or otherwise. 

Acne Rosacea. Characteristics. The affected area, usually located on the nose and 
face adjacent to the nose, is of a deep-red color; the vessels are dilated; the skin is 
thickened and lumpy, and acne lesions coexist. In advanced cases the nose may 
become extremely large and lobulated, constituting what is known as rhinophyma. 

Chief Signs. Chronicity; usual absence of subjective phenomena. 

Acne Vulgaris (Pimples). Characteristics. Acne of the nose is usually an ac- 
companiment of the same disease upon the face or elsewhere. There is an aggrega- 
tion of small papules, pustules, and comedones, 

Chief Signs. Occurrence between the ages of 15 and 35; may be history of anemia, 
menstrual, or gastrointestinal disorders, or ingestion of certain drugs (iodides, bro- 
mides), but particularly of previous or concomitant seborrhea; absence of subjective 
symptoms, protracted course. 

Furunculosis of the Nostrils. Characteristics. There is a red, painful swelling within 
the nose. There is edema and redness of the end of the nose with the formation of a 
slough. A slight local edema may remain, long after the disappearance of the furuncle. 

Impetigo Contagiosa. Characteristics. There are yellowish crusts continually 
obstructing the nostrils and a continuous serous discharge from the nose running 
down over the upper lip. It usually complicates an impetigo of the face and often 
persists after it. During the night the crusts accumulate and obstruct the nasal orifices. 
In the morning the child usually picks off the crusts and the discharge recurs. Cul- 
tures show the presence of a streptococcus or staphylococcus. 

Lupus Vulgaris. Characteristics. Nine times out of ten, lupus begins along the 
edge of the nostrils in the form of one or two slightly raised tubercles of rosy color, 
disappearing on pressure with a glass slide except for a yellowish point in the center. 
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Gradually the tubercles increase in size and number and invade the alae nasi or the 
lobe. It may evolve slowly with sclerotic changes, or rapidly with soft, fungous, 
mutilating ulceration, serpiginous in character, healing in one direction while spread- 
ing in another. The ulcers are shallow, however, and their edges are soft and red. 
After involution of the lesions the nose may appear shrunken and scarred with the 
tip sharply pointed and beaklike, or the entire nose may be destroyed and only the 
orifices and the posterior parts of the septum and turbinates visible. The disease 
usually begins in childhood or early adult life and is not so common in this country 
as in Europe. 

Perforating Folliculitis of the Nose. Characteristics. There is recurrent, chronic, 
mild pustulation attacking the root of the hairs within the orifice of the nose. 

Chronic Recurrent Erysipelas. Characteristics. The onset and symptoms are those 
of ordinary erysipelas but much more moderate and attenuated. The invasion is not 
so sudden, the redness not so intense. There may be considerable swelling but not 
much pain, and its course is slower and attended by only slight constitutional reac- 
tion. 

Lupus Erythematosus. Characteristics. In lupus erythematosus discoides the early 
lesion, consisting of an erythematous macule or edematous plaque with more or less 
adherent scales, may be single or multiple and often begins on the bridge of the 
nose or the flush areas of the cheeks. The size of the lesion gradually increases with 
its central portion being less elevated and red than its border, and the patch is 
covered with characteristic scales which when removed reveal patulous follicular 
orifices, which may contain dry horny epithelial plugs. The patches tend to spread 
peripherally and heal centrally with atrophy, scarring, and telangiectases. A telangi- 
ectatic variety consisting of red spots of sizes varying from puncta to large disks 
occurs occasioned solely by telangiectases, which sometimes form a butterfly pattern. 
Acute, subacute, and chronic disseminated lupus erythematosus are characterized 
by a wide range of symptoms and signs varying from simple erythema or purpura, 
the butterfly pattern of erythema, or erysipeloid erythema to a fulminating toxemia 
with widespread erythema or purpura, high fever, and rapidly fatal outcome. The 
eruption usually begins on the more exposed parts of the face, particularly the bridge 
of the nose and the malar regions, and in time minute telangiectases appear on the 
face and other parts. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. From the second week 
to the third month of life a severe coryza develops. The nasal mucosa is red and 
swollen and there is a profuse discharge, the irritating nature of which is shown by 
excoriation of the nasal orifices and upper lip. In some instances there are crusts. 
The name of snuffles has been given to this early luetic coryza. Occasionally mucous 
patches may be visible in the nose, and later necrosis of the cartilages and bones with 
sequestration and deformity may occur. The later form of hereditary nasal syphilis 
occurs between the third year and puberty and is characterized by gummatous in- 
filtration, ulceration, necrosis, and destruction of tissue with consequent deformity. 

Chief Signs. See page 244. 

Basal-Cell Epithelioma. Characteristics. This usually begins as a discrete pinhead- 
to pea-size, waxlike or pearly nodule. Gradually it enlarges by the development of 
other waxy papules near it which coalesce with it and form a disk-shaped, plaquelike 
lesion of waxy color. Crusting eventually appears over the central portion, and its 
repeated removal is followed by a raw surface which is gradually converted into an 
ulcer. The ulcer has a prominent indurated margin, is irregular in outline, and has an 
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uneven base covered by a viscid necrotic material, crusts, and some serosanguineous 
discharge. It spreads very slowly, and some of the lesions tend to heal spontaneously 
and form scar tissue as they extend. The ulceration may burrow deeply into the 
subcutaneous tissues or even cartilage and bone, and in such cases may eventually 
destroy the nose. 

Chief Signs. See page 61. 

Squamous-Cell Epithelioma. Characteristics. This usually begins on the skin as a 
dry, wartlike growth that arises from its indurated rounded base. The base is elevated, 
firm, and frequently dull red or telangiectatic. The warty outgrowth is an inherent 
part of the tumor and is therefore attached strongly to the skin, thus differing from 
the crust of a basal-cell epithelioma. In time, however, the warty portion is pulled 
or knocked off with bleeding, and therefore another horny outgrowth or an ulcer en- 
sues. This ulcer is surrounded by an elevated, rolled, hyperemic border. The lesion is 
characterized by comparatively rapid and destructive growth locally. Extension 
occurs into the connective tissue, cartilage, and bone, and sometimes by metastatic 
extension into the regional lymph nodes or to the internal organs. This lesion is less 
frequently found on the nose than a basal-cell epithelioma. 

Chief Signs. See page 60. 

Acquired Tertiary Syphilis (Gumma of the Nose). Characteristics. At first there 
is a gummatous infiltration of the mucous membrane, giving rise to local or diffuse 
swellings which are red or purplish red in color, but later become pale. In the begin- 
ning these swellings are hard and do not pit on pressure with the probe, but later 
they become soft and ulcerate, forming deep ragged ulcers surrounded by an inflam- 
matory zone, which gradually spread, the surface being covered with a purulent, 
bloody, scabby (yellowish green), abundant, dark, horribly offensive discharge. The 
cartilaginous septum, vomer, and nasal bridge may become destroyed in succession 
with sinking-in deformity (saddle nose). 

Chief Signs. History of syphilitic infection 5 to 15 years previous; presence of 
other syphilitic manifestations; positive serology. 

Tuberculosis of the Nose (Secondary). Characteristics. The most common mani- 
festation is ulceration, the most common site being on the anterior part of the 
septum, though it may occur on the floor of the nose or turbinates, and may extend 
to the upper lip. The ulcer is shallow with irregular, slightly elevated edges, usually 
not surrounded by a zone of inflammation, and its floor is covered with a yellowish 
exudate containing tubercle bacilli. Miliary tubercles may be seen upon the floor 
and edges of the ulcer. There is a thick mucopurulent discharge from the nose, which 
may become fetid. There is little or no pain. Occasionally there is hemorrhage from 
the ulcerated area. The ulcers show slight disposition to heal, and if this does take 
place there is a marked tendency to recurrence. Instead of the characteristic ulcera- 
tion the disease may present itself as a neoplasm, irregular in outline, of varying size, 
reddish in color, bleeding easily, and showing a strong tendency to break down and 
ulcerate. There may be some nasal obstruction. 

Chief Signs. Tuberculin test; biopsy; presence of tuberculosis elsewhere, usually 
chronic pulmonary tuberculosis. 

Less Common Causes. Chancre of the nose; secondary syphilitic rhinitis; rhino- 
scleroma; necrotic acne; hypertrophic acne; varicosities of the nose; passive conges- 
tion of the nose (heart failure); senile wart; hypertrichosis; nevus; telangiectasis; 
angioma; xanthoma (extension from the eyelids); molluscum contagiosum; Darier’s 
disease; glanders; ariboflavinosis (seborrhea): pellagra; erysipelas; leprosy of the 
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nose; lethal midline granuloma of the face; adenoma sebaceum; iododerma; ephed- 
rine dermatitis; xeroderma pigmentosum; seborrheic dermatitis; blastomycosis; 
coccidioidomycosis; sarcoidosis; yaws; gangosa; goundou; pemphigus (Senear-Usher 
type); hypervitaminosis A (fissuring of the corners of the nostrils); capillary he- 
mangioma; leishmaniasis. 


LOSS OF THE SENSE OF SMELL 


(Anosmia ) 


The function of the olfactory nerves, which may be disturbed at their origin in 
the nasal mucous membrane (exteroceptors ), at the bulb, in the course of the tract, 
or at the centers in the brain, is usually tested with oil of cloves or peppermint, or 
with musk, though any other substance with characteristic odor may be employed. 
The sense of smell is the most easily fatigued of all the senses, which accounts for 
rapid failure to note disagreeable odors in closed spaces soon after being exposed 
to them. Heightening of the sense of smell (hyperosmia) is a rare and unimportant 
symptom, sometimes observed in neurotics, especially certain hysterical women who 
are said to be able to recognize, like dogs, the difference between individuals by the 
odor. The term parosmia denotes a perversion or hallucination of the sense of smell. 
There are two general types—one, a perversion of a normal odor, and the other, a 
wholly imaginary odor. Both are usually disagreeable sensations (cacosmia). It is 
a common hallucination of the insane and occasionally is observed in epilepsy and 
hysteria. 

Acute Rhinitis (Coryza; “Cold in the Head”). Characteristics. Temporary anos- 
mia is a common symptom of ordinary “cold in the head,” in which event it accom- 
panies the swelling and engorgement of the intranasal mucosa and the consequent 
obstruction to the free access of air into the nasal passages. There may be also 
perversion of the sense of smell (and taste). 

Chief Signs. See page 164. 

Acute Rhinitis of Infectious Diseases. Characteristics. In the more severe types of 
intranasal inflammation, especially when due to influenza (grip), measles, nasal 
diphtheria, and scarlet fever, the loss of smell may be prolonged and even permanent. 

Nasal Obstruction. Characteristics. Any form of prolonged nasal obstruction may 
cause impairment of olfaction. Nasal polyps, septal deviations, enlarged middle 
turbinates, adenoids, tumors, nasal septal spur, necrosis of the bones in the nares, 
aspergillosis, syphilis, foreign body, and extensive hyperplasia are the chief obstruc- 
tive lesions concerned in impairment of the sense of smell. 

For discussion of these and other causes of nasal obstruction, see under Obstruc- 
tion of the Nose, page 170. 

Chronic Hyperplastic Rhinitis. Characteristics. In advanced cases of long standing 
there is diminution or loss of the sense of smell (anosmia). 

Chief Signs. See page 171. 

Empyema of the Frontal Sinus. Characteristics. Anosmia is one of the many dis- 
comforts complained of by these patients. 

Chief Signs. See page 164. 

Chronic Empyema of the Antrum. Characteristics. Usually the sense of smell is 
impaired, and sometimes complete anosmia is complained of. A subjective malodor 
may be present. 
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Chief Signs. See page 174. 

Atrophic Rhinitis (Ozena). Characteristics. There is an extremely fetid odor, not 
unlike that of bone necrosis, from the nose, yet the victims of the affection rarely are 
conscious of it, inasmuch as the terminal filaments of the olfactory nerve have been 
involved in the atrophic process. 

Chief Signs. History of chronic rhinitis, nasal diphtheria, or sinus disease; hawking, 
spitting, and blowing the nose; extremely fetid breath; may be obstructed nose breath- 
ing, reflex skin rashes, laryngitis, and anemia; otoscopy (showing patulous nares, 
scabs and pus, and atrophy of the mucous membrane, which has a dry, glazed ap- 
pearance). 

Chronic Purulent Ethmoiditis. Characteristics. Great impairment of the sense of 
smell occurs when the middle turbinates are swollen and press on the septum. 

Chief Signs. See page 175. 

Cerebral Tumor. Characteristics. In tumors of the frontal lobe, anosmia may 
develop following a period of hallucinations of smell if the tumor presses upon the ol- 
factory pathway. In tumors of the parietal lobe, so-called uncinate fits may occur, in 
which there are attacks of olfactory disturbance (anosmia or parosmia) combined 
with subjective gustatory abnormalities. 

Chief Signs. See page 106. 

Less Common Causes. Occlusion of the nostrils; olfactory clefts; rhinoliths; 
alcoholism; cerebellar tumor; congenital absence of the olfactory bulbs; cretinism; 
facial paralysis; trigeminal paralysis; general paresis; tabes dorsalis; hydrocephalus; 
tobaccoism; iodism; fracture of the ethmoid; fracture of the base of the skull; gamma 
of the nose; neurosis; old age; cranial lesions (hemorrhage, thrombosis, embolism, 
softening, injury or tumor of the uncinate gyrus); hysteria; epilepsy (aura) ; insanity; 
peripheral olfactory neuritis (typhoid fever, typhus fever, pneumonia, lead poison- 
ing, overstimulation by noxious vapors, arsenic poisoning, or as part of a general 
peripheral neuritis); basal meningitis; hay fever; menopause; pyorrhea; Vincent’s 
infection; lung abscess; carcinoma of the lung; gangrene of the lung; carcinoma of 
the stomach; aneurysm of the circle of Willis (hippocampus irritation); pituitary 
tumor (hippocampus irritation); atresia of the nasal pharynx; vasomotor rhinitis; 
migraine, 


SNEEZING 


(Sternutation) 


Acute Rhinitis (Acute Coryza; “Cold in the Head”). Characteristics. An attack 
of acute rhinitis is usually ushered in by sneezing, which is frequently repeated and 
which occurs with the slight indisposition, perhaps chilliness and headache, and 
sensation of stuffiness in the nose, which constitute the earliest symptoms. 

Chief Signs. See page 164. 

Hay Fever (Pollinosis). Characteristics. There is violent sneezing accompanied by 
intense itching of the nose and followed by a profuse watery discharge from the 
nostrils. 

Chief Signs. See page 172. 

Measles (Morbilli). Characteristics. In the stage of invasion, for a few days, the 
child presents the symptoms of a feverish catarrhal cold with sneezing, running at 
the nose, redness of the eyes and lids, and cough. 
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Chief Signs. See page 205. 

lodism. Characteristics. Symptoms of cold in the head accompanied by sneezing 
are the first observed. 

Chief Signs. See page 174. 

Simple Chronic Rhinitis. Characteristics. Mild periodic attacks of sneezing occur. 

Chief Signs. See page 170. 

Adenoids. Characteristics. Occasionally sneezing may occur. Recurrent colds and 
persistent cough in a young child should invariably lead to a suspicion of adenoids. 

Chief Signs. See page 169. 

Bronchial Asthma. Characteristics. Occasionally chilly sensations with sneezing 
may occur as premonitory symptoms of an attack. 

Chief Signs. See page 389. 

Pertussis (Whooping Cough). Characteristics. Sneezing and signs of an ordinary 
coryza occur in the early or catarrhal stage. 

Chief Signs. See page 388. 

Influenza (La Grippe; Grip). Characteristics. In the simple respiratory forms the 
disease sets in with sneezing and other symptoms of coryza, and presents the features 
of an acute catarrhal fever, with perhaps rather more prostration and debility than 
usual. 

Chief Signs. See page 91. 

Foreign Body in the External Auditory Meatus. Characteristics. Sneezing is usu- 
ally present, accompanying the nasal obstruction and serous discharge. 

Chief Signs. See page 171. 

Nasal Polyp. Sneezing accompanies the frequent acute coryzas which usually 
occur. 

Chief Signs. See page 171. 

Deflected Septum. Characteristics. Sneezing accompanies the repeated attacks of 
acute rhinitis. 

Chief Signs. See page 42. 

Nasal Irritation. Characteristics. Sneezing may be produced by a great variety of 
substances inhaled into the nose, such as pepper, dust, euphorbium, tobacco, ipecac, 
veratrum, chlorodihydrophenarsazine, diphenyl-cyanarsine. Some individuals ap- 
pear to be more susceptible to nasal irritation than others and in these, indeterminate 
substances, such as house dust and smoke, will provoke an attack. 

Hysteria. Characteristics. An occasional manifestation of hysteroneurosis may be 
long-continued attacks of incessant, uncontrollable sneezing which may actually last 
for a sufficient time, days or weeks, to bring about exhaustion of the patient. Here 
the explosive effort being repeated at such frequent intervals becomes a sort of 
imitation of the true act of sneezing. There will, of course, be no adequate cause 
found upon examination of the nose. 

Chief Signs. See page 42. 

Less Common Causes. Impacted cerumen; looking at bright lights (in some in- 
dividuals) ; allergic sinusitis; nasal parasites; vasomotor rhinitis; poison gases (chlo- 
tine, phosphine, chloropicrin, tear gas); psychologic sneezing. 
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SYMPTOMS PAGE 
Swollen Lips . : ; ; : oe 86 
Local Swellings of the Ling iinelading Haroes Labialis) é : ‘ lst, 
Trembling or Twitching of the Lips . : ; : : 3 ‘ aakss 
Skin Affections of the Lips (Including Ulcers) . : ; ; ; <itos 
Deformities of the Lips . ; : : ; , ; , : apt sO 


For pallor and cyanosis of the lips, see Pallor or Sallowness of the Face, page 33; 
and Cyanosis, page 776. 


SWOLLEN LIPS 
(See also Local Swelling of the Lips, page 187.) 


Large, thick lips are a racial characteristic of the Negro; full lips in white races are 
said to mark a phlegmatic temperament or to indicate a tendency to the worship of 
Bacchus and Venus. 

Trauma. Characteristics. Acute swelling with purplish discoloration often follows 
a blow on the lips or biting of the lips. 

Chief Signs. History of a blow or bite; pain and tenderness. 

Bites and Stings. Characteristics. Enormous puffing of the affected lip often follows. 

Chief Signs. History of insect bite or sting; pain and tenderness. 

Abscess of the Lip. Characteristics. The lip is swollen, hot, red, painful, and 
tender. Fluctuation and pointing develop. 

Chief Signs. History and evidence of wound of the lip; constitutional symptoms. 

Lymphangitis (Cheilitis ). Characteristics. Chapped lips may become inflamed and 
swell up, forming probosciform eminences. 

Chief Signs. Occurrence in winter; presence of cracks or fissures; vascular turges- 
cence. 

Carbuncle of the Lip. Characteristics. Staphylococcal infection sometimes occurs 
in the upper lip, causing a brawny swelling. Numerous pustules appear and sloughing 
usually takes place. There is much pain. 

Chief Signs. Constitutional symptoms; may be serious complications (meningitis, 
cavernous thrombosis, brain abscess ). 

Macrocheilia. Characteristics. This is a hypertrophy of the lip, usually the lower. 
Either lip may be enlarged from the habit of lip-sucking. Permanent simple enlarge- 
ment of either lip often persists to an annoying extent after malocclusions have been 
corrected. 

Chief Signs. May be congenital (lymphangioma), syphilitic (tertiary), tuber- 
culous (strumous lip), due to elephantiasis (lymphangiectasis) or to chronic recur- 
rent erysipelas. 

Angioneurotic Edema. Characteristics. This affection may involve the lips, but not 
as commonly as the eyelids. The lip may be swollen to such a degree that the mouth 
cannot be opened. 


Chief Signs. May be hereditary history; history of preceding attacks, rarely in the 
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same locality (eyelids, cheeks, hands, genitalia, legs, throat); sudden appearance 
and transient duration, possibly preceded by itching, heat, redness, urticaria; may be 
colic, nausea, vomiting. 

Myxedema. Characteristics. The lips are thick. This feature, however, is merely a 
part of the altered physiognomy of the patient, the face being swollen and broad, the 
nostrils thick and broad, the mouth enlarged, and the skin dry and coarse. 

Chief Signs. See page 43. 

Cretinism. Characteristics. The lips are thick as in myxedema, but this is not as 
striking a feature as the large, protruding tongue. 

Chief Signs. See page 43. 

Less Common Causes. Alveolar abscess; adenoids; glandular cheilitis; miliary 
cheilitis; stomatitis (acute catarrhal) ; corrosive poisoning; chancre; epilepsy; jagged 
teeth; ulcer; acromegaly; Plummer-Vinson syndrome; congenital ectodermal defect; 
lipstick dermatitis; lupus erythematosus; keratosis follicularis; diffuse keratosis of 
the lips; mercury poisoning; ulcerative stomatitis; gangrenous stomatitis; Aschner’s 
phenomenon. 


LOCAL SWELLINGS OF THE LIPS 


(Including Herpes Labialis) 


Herpes Simplex (Fever Blister; Cold Sore; Herpes Labialis). Characteristics. One 
or several groups of tiny vesicles appear on the lip with an edematous base and 
areolae. At first small, the lesions often increase in the course of some hours or one 
to two days to the size of a small pea. There is heat or burning and, rarely, itching. 
After several days or earlier in slight cases they begin to dry up and form a thin 
crust, which in the course of two or three days drops off. Sometimes one or two of 
the vesicles are broken, and the patch is then excoriated at these points and serum 
oozes out, which dries to a thin, yellow crust. The crust drops off in from 7 to 10 
days after the onset. The eruption is most common on the cutaneous surface of the 
lower lip near the commissure. It regularly accompanies some febrile diseases such 
as pneumonia, influenza, malaria, typhoid fever, Weil’s disease, remittent fever, 
meningococcal meningitis, and foot and mouth disease. It appears frequently with 
coryza, digestive or menstrual disturbances, and at times with allergic or emotional 
states. 

Mucous Cysts. Characteristics. These appear as rounded, translucent swellings, 
caused by blocking of the orifices of the glands. The cysts are thin-walled and filled 
with a glairy, clear fluid. 

Epithelioma. Characteristics. Squamous-cell epithelioma, almost invariably on 
the lower lip and occurring more commonly in men than in women, is the most 
common type of labial carcinoma. The early lesion begins as a blister, scale, or 
crust, but with the passage of time the growth changes into an exophytic or en- 
dophytic type of carcinoma. In the former the growth appears as a papillary or 
smooth, dome-shaped, elevated, round or oval nodule which eventually undergoes 
ulceration and metastasizes late. In the endophytic type there is mucosal induration 
followed by early ulceration with crustation. The margins of such ulcers are raised, 
rolled, pearly, and suggestive of invasion. Metastases are more frequent than in the 
exophytic variety. Lesions of the upper lip are usually endophytic and characterized 
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by rapid invasion and early metastases. Basal cell epithelioma is a much less common 
lesion on the lip, is extremely slow-growing, and does not metastasize. 

Chief Signs. See pages 60 and 61. 

Hemangiomas. Characteristics. In infants these growths are of congenital origin; 
in adults they are often acquired and usually result from trauma. They are red or 
blue, vary from flat to slightly elevated, and are classified microscopically as papil- 
lary, cavernous, or mixed types. 

Chancre. Characteristics. The developed lesion is round, slightly elevated, of al- 
most cartilaginous consistency, involves the deeper structures, and has a flat, red, 
only slightly ulcerated surface with no discharge. 

Chief Signs. See page 189. 

Wart (Verruca). Characteristics. Warts are sometimes seen on the lips and have 
the same characteristics as elsewhere, namely, rough, hard, papillated protuberances. 

Less Common Causes. Nonspecific granuloma; perléche; papilloma; keratoses; 
leukoplakia; cheilitis granulomatosa; tuberculous ulcer; pseudopapilloma; kerato- 
acanthoma; mixed tumors of minor salivary gland origin; melena; pigmented nevus; 
leukemia; lymphosarcoma; reticulum-cell sarcoma; Hodgkins’ disease; malignant 
schwannoma; erythema multiforme (including Stevens-Johnson syndrome) ; impetigo 
contagiosa; lymphangioma; angioma. 


TREMBLING OR TWITCHING OF THE LIPS 


Convulsive raising of the upper lip is an occasional evidence of severe abdominal 
pain. Quivering of the lips occurs in emotional states when the individual is about to 
weep and cry. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. In speaking there is marked tremulousness of the lips and facial muscles. 
The facies has a peculiar stolidity. The tongue is also tremulous and may be protruded 
with difficulty. 

Chief Signs. See page 105. 

Bulbar Paralysis. Characteristics. The lips are atrophied, and there is a fibrillary 
tremor of the muscle fibers. Saliva dribbles from the patient’s trembling, paralyzed 
lips. 

Chief Signs. See page 44. 

Less Common Causes. Cocaine withdrawal; opium withdrawal; uremia; cholemia; 
anxiety states; hysteria; congenital double athetosis; Sydenham’s chorea (involun- 
tary movements of the lips); chronic alcoholism. 


SKIN AFFECTIONS OF THE LIPS 
(Including Ulcers) 


Simple chapping of the lips is common in winter, frequently due to exposure to 
winds, and is sometimes aggravated by the habit of picking. 

Herpes Simplex (Cold Sore). Characteristics. The herpetic patch is most com- 
monly observed on the cutaneous surface of the lower lip near the commissure. It 
consists of a collection of four to ten oblong, cloudy vesicles, irregularly placed side 
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by side in one or two little groups, the whole collection being 2 to 3 mm. in diameter 
and having the shape of a half egg cut in its long axis. The vesicles appear and develop 
simultaneously on a common erythematous base which disappears about the third 
day. Crusts form and fall off in a week or ten days. 

Chief Signs. Slight sensitive adenitis at the beginning; may be slight fever. 

Eczema. Characteristics. This affection of the lip is exceedingly common. The 
vermilion border is dry and rough, and prone to deep cracks or fissures. These are 
usually seen at the angles of the mouth or in the median line. When severe they are 
exceedingly painful, bleed freely, and are the cause of very great discomfort, es- 
pecially in the cold season. 

Chief Signs. Occurrence in infants and children. 

Epithelioma. Characteristics. See pages 60 and 61. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. Fissures, or rhagades, 
radiating from the angles of the mouth or in the median line are among the most 
diagnostic features of early hereditary syphilis. In the active stage these fissures are 
really linear ulcers of the lips; they are multiple, deep, painful, and bleed easily. They 
persist in spite of local treatment. After healing, contraction of the scars may produce 
the so-called purse-string deformity. 

Chief Signs. See page 245. 

Mucous Patch (Secondary Syphilis). Characteristics. Mucous patches may be 
observed on the mucous surface of the lips as an extension from the mouth. They 
appear as flat, grayish, rounded erosions covered by a scaly, delicate, soggy mem- 
brane and are about 5 mm. in diameter. 

Chief Signs. May be concomitant roseolar or papular syphilids on the body, pres- 
ence of other mucous patches in the mouth; positive serology. 

Chancre. Characteristics. The lesion may appear on any part of the lip and is 
almost always single. The developed lesion is round, slightly elevated, of almost 
cartilaginous consistency, involves the deeper structures, and has a flat, red, only 
slightly ulcerated surface with no discharge. 

Chief Signs. Presence of “indicator” gland, either pre-auricular, submaxillary, or 
submental, according to location; other evidences of syphilis; demonstration of 
spirochetes; positive serology. 

Fordyce’s Disease. Characteristics. This is the anomalous presence of enlarged 
sebaceous glands on the lips, cheeks, and gums characterized by small whitish or 
yellowish, elevated or flat, pinhead-sized spots on the mucosa. On the lips they tend 
to occur near the commissures. The overlying epidermis is hypertrophied. 

Chief Signs. May be slight burning and itching with a feeling of stiffness. 

Perleche. Characteristics. This affection usually starts at both angles of the lips as 
a whitening and maceration of the epithelium which is easily detached. It extends 
along the epithelium towards the middle line, involving also the surrounding skin 
and the mucosa of the inside of the lips. 

Chief Signs. Occurrence in children; accompanying hyperemia and inflammation, 
feeling of heat and discomfort, leading to constant licking (hence perléche); fre- 
quent association with impetigo, or impetiginous stomatitis, or vesicular erythema. 

Cancrum Oris (Noma; Gangrenous Stomatitis). Characteristics. The ulceration 
may extend outwards over the lips from the interior of the cheeks or may perforate 
the lower lip. Extensive sloughing (septic gangrene) occurs. 

Chief Signs. See page 203. 

Less Common Causes. Cheilitis exfoliativa; cheilitis glandularis; lupus erythema- 
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tosus; lichen planus; tinea circinata; urticaria; psoriasis; syphilitic condyloma; ery- 
thema multiforme; lupus vulgaris; eczema (upon the upper lip from nasal discharge 
or from irritating tooth powder); foot and mouth disease; stomatitis; anthrax; tuber- 
culous ulcer; ariboflavinosis (shiny redness of the lips with angular stomatitis ) ; can- 
didiasis; yaws; keratosis follicularis (Darier’s disease); dermatitis vegetans; erysipe- 
las; erythroplasia of Queyrat; diffuse keratoses of the lips; leukoplakia; molluscum 
contagiosum; lipstick dermatitis; Plummer-Vinson syndrome; impetigo contagiosa; 
nail-polish dermatitis; trauma following dental therapy; neurodermatitis; seborrheic 
dermatitis. 


DEFORMITIES OF THE LIPS 


Harelip. Characteristics. This is a congenital cleft in the upper lip due to nonunion 
of the frontonasal and superior maxillary processes. It may be single or double, in- 
complete or complete, and it may or may not be associated with cleft palate. It is 
more frequent on the left side; median harelip rarely occurs. When double, the inter- 
maxillary bones often fail to unite and, with the central portion of the lip, project 
forward. 

Chief Signs. Occurrence from birth; males more commonly affected; may be 
hereditary. 

Congenital Macrocheilia. Characteristics. The lip, usually the lower, may be hy- 
pertrophied from birth (lymphangiectasis ). 

Cicatrix (Scar). Characteristics. The healing of scars in the region of the lips, as 
from burns, wounds, noma, may cause considerable deformity. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. Contraction of the 
radiating lip ulcers, which may occur early, may cause the lips to be drawn up as by 
a purse-string (purse-string deformity ). 

Chief Signs. See page 245. 

Facioscapulohumeral Muscular Atrophy (Landouzy-Déjerine Type). Character- 
istics. The lips are everted and may remain apart, the lower lip protruding and giv- 
ing the so-called tapir mouth. The lips cannot be pursed or applied to a glass in 
drinking, and whistling is impossible. The nasolabial fold is lost, and in smiling, 
instead of the angles of the mouth being drawn upwards or outwards, the upper lip 
is elevated and the mouth forms a straight line. 

Chief Signs. See page 45. 

Less Common Causes. Oblique faciai cleft; cleft of the lower lip; macrostoma 
(enlarged mouth); microstoma (small mouth) ; congenital ectodermal defect (thick 
lips with upper lip protrusive ) ; hemihypertrophy. 
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SYMPTOMS PAGE 
Pain in the Mouth (Sore Mouth) . ; : ‘ , 4 : aevi9i 
Foul Breath (Fetor Oris; Halitosis) . ; ; , : ; : we: 
Diagnostic Odors of the Breath. : 5 : , - ; ee 94 
Salivation and Dribbling (Ptyalism) : : i ; ; ; 95 
Dryness of the Mouth . : ; ‘ , : ; , : oe 97 
Foaming at the Mouth . ; ‘ ‘ ; : : : : 9 98 
Bleeding from the Mouth ‘ ; ; , : ‘ ; ALIS? 
The Open Mouth (Mouth Breatiing) ; , : : : ; ae 79 
Mouth Drawn to One Side. : : : P : ; ; nee OO 
Swellings in the Floor of the Mouth : , ‘ ‘ P F se nrz Oi 
Ulcers or White Patches in the Mouth. : : : : ; zezO2 
Koplik's Spots , 5 5 : 5 : F ; ; ; n 205 
Petechiae inthe Mouth . ; 7 ; : : ; i : e205 
Pigment Patches in the Mouth . , : ; : : < . 206 
Colored Line on the Gums. ; : ; UEZOT 
Spongy, Bleeding, or Ulcerated cues (Gingivitis) : ' ‘ . # 208 
Swellings of the Gums and Alveolar Processes 5 : ; : get | 
Swellings of the Cheek (Inside the Mouth) . , : , ° . 214 
Swellings of the Palate or Roof of the Mouth . ; : ; ; ance 
Perforated Palate . ; sec 
Skin Affections of the Mouth iinetuding the Ee enrhemaieuc Eeaetone pele 


See also The Tongue, page 219, The Teeth, page 239, and The Pharynx or 
Throat, page 253. 


PAIN IN THE MOUTH 
(Sore Mouth) 


(See also Pain in the Throat, page 253, Pain in the Tongue, page 219, and Pain 
in the Teeth, page 239.) 


Acute Catarrhal Stomatitis. Characteristics. There is considerable pain or discom- 
fort, especially on eating hot or spiced foods. Infants, in whom the pain is most se- 
vere, are irritable and refuse the breast or bottle. 

Chief Signs. History of cutting teeth, mechanical, thermal, or chemical irritants, 
or presence of an infectious disease or digestive disorders; heat and redness of the 
gums and buccal mucous membrane (sometimes even the tongue); salivation; glan- 
dular enlargement; swollen, furred tongue, indented by the teeth; slight constitutional 
disturbance; short course. 

Aphthous Stomatitis (Herpetic, Vesicular, or Follicular Stomatitis; Canker-Sores ). 
Characteristics. The pain is particularly intense, it being often difficult to induce 
children to take anything in the form of food. 

Chief Signs. Occurrence usually in children under 3 to 6 years, but also in adults; 
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appearance of crops of vesicles with areolae which rupture and form shallow ulcers; 
coated tongue, heavy breath; malaise and slight fever, duration one to two weeks. 

Ulcerative Stomatitis (Fetid Stomatitis; Putrid Sore Mouth). Characteristics. 
There is pain on mastication or on examination of the mouth with a tongue depressor. 

Chief Signs. Occurrence under unsanitary conditions, often in epidemic form; red, 
swollen, easily bleeding gums; ulcers along the gumline of the upper and lower jaws; 
salivation; foul breath; enlarged submaxillary lymph nodes; little or no fever; recov- 
ery in S to 10 days. 

Thrush (Parasitic Stomatitis). Characteristics. Food may be refused on account 
of pain, and there may be some difficulty in swallowing. 

Chief Signs. See page 303. 

Gumma. Characteristics. Gummatous ulcers are sometimes extremely painful. 

Chief Signs. See page 204. 

Corrosive Poisoning. Characteristics. There is always severe pain in the mouth, 
throat, esophagus, and stomach after swallowing corrosive poisons. If the patient 
recovers and ulcers form in the mouth as a result of sloughing, these also will be 
painful. 

Chief Signs. See page 203. 

Secondary Syphilis. Characteristics. The mucous patches sometimes occasion 
little complaint of pain on the part of the patient; at other times they may be very 
annoying and painful. 

Chief Signs. See page 203. 

Erosion from Mouth Washes. Characteristics. The mucous membrane may be- 
come extremely sensitive from erosions produced by highly concentrated mouth 
washes. There are red erosions, sometimes with white scabs, found mostly at the 
margin of the tongue and epiglottis, palatal arches and uvula. 

Burns of the Mouth. Characteristics. Following the ingestion of very hot liquids 
or solids, or the inhalation of steam, severe scalding may result, always accompanied 
by pain of so severe a character sometimes as to completely prevent all movements 
of the mouth and tongue. High degrees of heat produce blisters which soon burst, 
and also thin fibrinous deposits, swelling and reddening of the mucous membrane. 

Scurvy (Scorbutus). Characteristics. The gums become painful, and mastication 
may be impossible from swelling and ulceration of the gums. 

Chief Signs. See page 209. 

Pellagra. Characteristics. After a variable time a sensation of burning in the 
mouth, with or without some redness, may appear. The redness at first most com- 
monly affects the tip, or the tip and margins of the tongue; less frequently the buccal 
mucosa becomes more or less evenly reddened. In marked cases the epithelial sur- 
face of the tongue may be denuded and the tongue and buccal mucosa appear dif- 
fusely red, or present flaming red patches over which the epithelial layer may appear 
as a gray, somewhat slimy, fairly easily detached pseudomembrane. The burning 
may involve the pharynx, and occasionally extends along the esophagus; more rarely 
the patient may complain of a sensation of burning from mouth to anus as if the entire 
tract were raw. 

Chief Signs. See page 365. 

Less Common Causes. Ulcerative stomatitis of nursing women; chronic gingivitis; 
acute diffuse glossitis; Ludwig’s angina; concrum oris; carcinoma; sialadenitis; mer- 
curialism; pernicious anemia; tuberculosis (local); herpangina; Beh¢et’s triple- 
symptom complex; periadenitis; mucosa necrotica recurrens; Vincent’s angina; malig- 
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nant granuloma of the face; Plummer-Vinson syndrome; Hand-Schiiller-Christian 
disease; Stevens-Johnson syndrome; Mesantoin therapy; phenobarbital sensitivity; 
phenolphthalein sensitivity; streptomycin and dihydrostreptomycin therapy; bismuth 
sensitivity; cinchophen effect (oral bullae); thiouracil sensitivity; candidiasis of the 
mouth; erythema bullosum; dermatitis herpetiformis; pemphigus. 


FOUL BREATH 


(Fetor Oris; Halitosis) 


(See also Diagnostic Odors of the Breath, page 194.) 


Halitosis is due to one of four main groups of conditions, namely, septic or putre- 
factive changes in the oral or nasal cavities, septic or putrefactive pulmonary changes, 
tobacco or the ingestion of substances whose volatile products are excreted by the 
lungs or saliva (paraldehyde, alcohol, onions, etc.), and severe toxic conditions, 
especially those involving the gastrointestinal tract or peritoneum. 

Pyorrhea Alveolaris (Riggs’ Disease). Characteristics. This is the most common 
cause of foul breath in adults and is almost constantly present after middle life, caus- 
ing a perfectly distinctive odor. An easy test is to draw a bit of stout thread high up 
between the teeth and the gums and then smel1 it. 

Chief Signs. See page 209. 

Chronic Follicular Tonsillitis. Characteristics. The fetor oris is often marked due 
to the putrefactive processes occurring in the crypts of the tonsils. The odor of the 
expressed bodies resembles that of Limburger cheese. 

Chief Signs. See Chronic Lacunar Tonsillitis, page 260. 

Adenoids. Characteristics. The breath is often fetid from the decomposition of the 
retained secretions and from the disordered stomach which is so often complained of. 

Chief Signs. See page 169. 

Caries of the Teeth. Characteristics. The breath is foul if there are badly decayed 
teeth in the mouth and is quite different from that of either pyorrhea or tonsillitis. 
This odor is common in those to whom the use of the toothbrush is unknown. 

Chief Signs. See page 31. 

Atrophic Rhinitis (Ozena). Characteristics. There is a stench which emanates 
from the nose and mouth, the fetid odor being associated with an inspissated secre- 
tion which forms greenish crusts over the whole of the nasal mucous membrane. 

Chief Signs. See page 184. 

Stomatitis. Characteristics. All forms are associated with a foul breath. Smokers 
often suffer from a mild chronic stomatitis, and their breath in the morning is heavy. 

For forms of stomatitis, see page 202. 

Dyspepsia. Characteristics. The breath is often heavy and disagreeable. The gas- 
tritis of chronic alcoholism is a common cause. In children the odor is merely a sour 
smell. The dyspepsia of constipation is an occasional cause. 

For causes see page 540. 

Hepatic Insufficiency. Characteristics. In absolute hepatic insufficiency, most often 
the result of portal cirrhosis, as the patient becomes stuporous and finally comatose a 
characteristic fishy odor of the breath develops (fetor hepaticus ). 

Chief Signs. History of progressive loss of weight and strength; jaundice (50 per 
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cent of cases); ascites; enlarged, hard liver; splenomegaly (50 per cent of cases); 
spider nevi; positive Bromsulphalein test; needle biopsy of the liver. 

Less Common Causes. Bronchiectasis; putrid bronchitis; gangrene of the lung; 
abscess of the lung; pyopneumothorax (with bronchial fistula); empyema (with 
bronchial fistulas); pulmonary actinomycosis; measles; smallpox; scarlet fever; 
diphtheria; typhus fever; glossitis; scurvy; necrosis of the jaw; brominism; iodism; 
lead poisoning; intestinal obstruction (often stercoral); peritonitis; carcinoma of the 
mouth; carcinoma of the esophagus; gangrenous sore throat; nasal obstruction; 
foreign body in the nose, pharynx, larynx or bronchus; carcinoma of the stomach; 
fecal impaction; subphrenic or hepatic abscess (opening into the lung); cancrum 
oris; tuberculous cavity; Vincent’s angina; acute infection of the pharyngeal lym- 
phatic structures (puslike fetor) ; acute leukemic laryngitis; agranulocytic pharyngitis; 
atrophic laryngitis (ozena of the larynx); atrophic pharyngitis; gumma of the phar- 
ynx; lethal midline granuloma; tuberculosis of the pharynx; calculus of the tonsil; 
peritonsillar abscess; nasopharyngeal bursitis (Thornwaldt’s disease); carcinoma of 
the lung; malignant new growth of the larynx; tumor of the oral pharynx; tumor of 
the laryngopharynx; typhoid fever; postpuerperal sepsis; carcinoma of the tonsil; 
nasal syphilis; sinus sepsis; endothelioma of the antrum; prolonged arsenic and bis- 
muth administration (garlic odor). 


DIAGNOSTIC ODORS OF THE BREATH 
(See also Foul Breath, page 193.) 


If sordes have collected upon the teeth the breath is apt to be stale and musty. A 
hot feverish breath is common in febrile disorders, and the disagreeable odor is most 
noticeable in measles, scarlet fever, and typhus fever. A slight cadaveric smell is at 
times perceptible in the breath of those who are critically ill. The characteristic odors 
of ether and chloroform are easily detectable from those who have been under the 
influence of these anesthetics. Opium preparations are said to give a narcotic odor 
when used in sufficient strength to cause profound stupor. 

Acute Alcoholism. Characteristics. The odor of alcohol is strong upon the breath 
of tipplers. The fact that such an odor is present should not, however, condemn a 
comatose individual to neglect, especially one who has been in an accident or has 
been picked up from the gutter. 

Chief Signs. See page 38. 

Uremia. Characteristics. An ammoniacal, urinous odor is often present on the 
breath in severe grades of uremia. 

Chief Signs. See page 108. 

Diabetes Mellitus. Characteristics. A heavy sweetish odor, like stale beer or over- 
ripe apples, due to the presence of acetone or diacetic acid, is typical of the acidosis 
of diabetes, often preceding or accompanying the coma. Failure to detect this odor 
does not, however, eliminate the possibility of diabetic acidosis. 

Chief Signs. See page 371. 

Phosphorus Poisoning. Characteristics. An alliaceous or garlicky odor is present 
on the breath of an individual recently poisoned. 

Chief Signs. History; vomiting; hematemesis; jaundice; phosphorus in the vomitus. 

Hydrocyanic Acid Poisoning (Prussic Acid Poisoning). Characteristics. The 
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breath may smell of peach kernels or bitter almonds, provided that too long a time 
has not elapsed since the poisoning. 

Chief Signs. History of ingestion; numbness in the mouth and throat; nausea and 
vomiting; confusion and headache; dyspnea; slow pulse; general muscular weak- 
ness; dilated pupils; unconsciousness; convulsions; incontinence of urine and feces; 
respiratory failure. 

Mercurial Stomatitis. Characteristics. There is a characteristic fetor ex ore, which 
is of a peculiar and metallic quality. 

Chief Signs. See below. 

Less Common Causes. Thrush (sweetish acid odor); hepatic coma (fishy odor) ; 
arsenic poisoning (alliaceous odor); bismuth poisoning (alliaceous odor); lactation 
(sweetish odor); septicopyemia (sweetish odor); bronchiectasis (odor of sulfurated 
hydrogen ) ; paraldehyde use. 


SALIVATION AND DRIBBLING 
(Ptyalism ) 


The amount of saliva which is excreted in 24 hours is normally from 2 to 3 pints. 
Hypersecretion may occur in early pregnancy and sometimes during menstruation. 
The process of dentition may be attended with an excessive formation of saliva. The 
mouth “waters” normally at the sight or smell of savory food, sometimes in contem- 
plation of a feast. Joy, fright, worry, and anxiety are sometimes the cause; the condi- 
tion has been known to occur during sexual excitement or during the orgasm. To- 
bacco, spices, alcohol, and bitter substances in general produce an increased flow. 
Pseudoptyalism occurs in all comatose conditions (anesthesia); this is an inability 
to swallow the normal amount of salivary secretion, resulting in an accumulation of 
saliva in the mouth, which drools down the side of the cheeks. 

Stomatitis. Saliva is greatly increased in quantity and may dribble from the mouth 
as a result of any of the various forms of general stomatitis (aphthous, catarrhal, 
septic, ulcerative, suppurative, malignant, diphtheritic, syphilitic, tuberculous, fuso- 
spirochetal). Ptyalism may also be produced by pyorrhea alveolaris, necrosis of the 
jaw, cancrum oris, and a host of other diseases which produce general stomatitis as 
one of their manifestations (pernicious anemia, hemophilia, sprue, scurvy, foot and 
mouth disease, Vincent’s angina, glanders, etc. ). 

For forms of stomatitis, see page 202. 

Mercurialism (Mercury Poisoning or Susceptibility). Characteristics. Salivation 
is a constant symptom and accompanies the stomatitis. The lips and skin are irritated 
where exposed to the secretion. The salivary glands become enlarged and painful. 

Chief Signs. History of prolonged medicinal use of the drug in any form; metallic 
taste; feeling of numbness and soreness of the tongue and gums; fetid breath; swol- 
len, coated tongue; swollen, dark bluish red or gray-colored gums, possibly ulcerated; 
may be loosening or falling out of the teeth; colic and diarrhea, or alternating diar- 
rhea and constipation; may be skin eruption; may be albuminuria; tremor and other 
nervous system phenomena; pallor, emaciation, weakness. 

Peritonsillar Abscess (Quinsy). Characteristics. Dribbling of saliva from the 
mouth forms one of the characteristic symptoms. A thick viscid secretion also forms 
in the throat, which the patient finds difficulty in expelling. The symptoms are due 
in large part to difficulty in swallowing. 
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Chief Signs. See page 253. 

Dementia. Characteristics. Saliva may drool from the mouth. Salivation is some- 
times an early and prominent feature in the psychoses, as in general paresis and 
melancholia. 

For causes see page 785. 

Neurosis (Hysteria; Neurasthenia). Characteristics. Reflex salivation occurs fol- 
lowing painful affections of the mouth. It is a common symptom in hysteria. 

Chief Signs. See page 558. 

Idiocy. Characteristics. The mouth remains open and saliva drools therefrom. 

Chief Signs. See page 21. 

Neurosis of the Mouth. Characteristics. A functional form of salivation occurs as 
a mouth neurosis, attended with discomfort in the salivary glands. There is generally 
a history of a constant discharge of saliva, and the patients produce for inspection a 
bottle of saliva which they say is the discharge which constantly forms in the mouth. 
Under ordinary circumstances the increased secretion does not take place at night. 

Chief Signs. Absence of constitutional or local disease, except perhaps patches of 
chronic inflammation about the jaws; tenderness over the related skin area on the 
cutaneous surface of the face. 

Fracture of the Lower Jaw. Characteristics. The saliva dribbles constantly and is 
apt to be mixed with blood from laceration of the gum. 

Chief Signs. See page 246. 

Dislocation of the Jaw. Characteristics. The saliva dribbles, swallowing being 
difficult and closure of the mouth impossible. 

Chief Signs. See page 252. 

Trigeminal Neuralgia (Tic Douloureux). Characteristics. Perhaps the most con- 
stant of all symptoms attending the paroxysm of pain is that of salivation, especially 
when the pain is referred to the lips and angles of the mouth. The mouth drops apart 
and saliva runs from the open mouth. 

Chief Signs. See page 4. 

Facial Paralysis. Characteristics. On the affected side the angle of the mouth 
droops and saliva dribbles from it. If the lesion be within the fallopian aqueduct 
there may be an excess secretion of submaxillary and sublingual saliva. 

For causes see page 48. 

Bulbar Paralysis. Characteristics. The saliva may be increased and is apt to ac- 
cumulate in the mouth. 

Chief Signs. See page 44. 

Less Common Causes. Internal or external medications (aconite, antimony, arse- 
nic, bromides, cantharides, potassium chlorate, copper, iodine, phosphorus, pilo- 
carpine, bismuth); conditions producing reflex irritation of the fifth nerve (alveolar 
abscess, salivary calculus, dental abscess, foreign body in the mouth, glossitis, sar- 
coma of the jaw, jagged teeth, ulcer of the mouth, epulis, ranula, improperly fitting 
dentures); mechanical interference in swallowing (adenoids, mumps, acute tonsil- 
litis, epithelioma of the oral structures, sarcoma of the tonsil, retropharyngeal ab- 
scess, syphilitic lesions, gumma or chancre of the oral structures, malignant lesions 
of the pharynx, gumma of the pharynx, arthritis of the temporomaxillary joint, car- 
cinoma of the larynx, painful conditions of the larynx, pharynx, or esophagus); 
reflex gastric or hepatic ptyalism (dilation of the stomach, duodenal ulcer, gastric 
ulcer, pancreatic disease, carcinoma of the stomach, acute gastritis, liver disease, 
hyperchlorhydria, hiatus hernia); neurogenic disorders (diphtheritic paralysis, hy- 
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poglossal paralysis, myasthenia gravis, paralysis agitans, pseudobulbar paralysis, 
esophageal paralysis) ; arteriosclerosis; hypertension; hydrophobia; botulism; hemo- 
philia; pernicious anemia; scurvy; sprue; typhus fever; smallpox; tabes dorsalis 
(crisis ) ; idiopathic ptyalorrhea. 


DRYNESS OF THE MOUTH 


The mouth is dry in most febrile affections. Fright, anger, or excitement may 
temporarily inhibit the secretion of saliva. 

Nasal Obstruction. Characteristics. One of the unpleasant symptoms of mouth 
breathing is the stiff, dry tongue of the morning awakening. There is no actual di- 
minution of the salivary secretion. 

For causes see page 170. 

Acute Hemorrhage. Characteristics. In association with and immediately following 
an acute hemorrhage the patient is restless, pale, cold, sweating, and thirsty, the 
mouth and tongue being extremely dry. 

Chief Signs. See page 38. 

Diabetes Mellitus. Characteristics. The mouth and tongue are usually dry and 
the saliva scanty. Increased thirst is one of the cardinal symptoms of this disease. 

Chief Signs. See page 371. 

Chronic Glomerulonephritis. Characteristics. The mouth is often dry due to 
dehydration from polyuria. 

Chief Signs. See page 51. 

Alkalosis. Characteristics. In this condition of body fluids, in which basic con- 
stituents increase at the expense of the acid constituents, a parched, dry mouth is 
often noted. 

Chief Signs. Elimination of acid in excess (persistent vomiting as occurs in cases 
of pyloric obstruction or high intestinal obstruction, cerebral lesions, toxemia, and 
pregnancy); excessive ingestion or administration of alkalies; hyperventilation; in- 
creased irritability, restlessness, and excitability; tetany; increase in the blood pH; 
increase in the bicarbonate content of the blood; increase in the CO, combining 
power of the blood. 

Low-Salt Syndrome. Characteristics. This syndrome can be initiated by depletion 
of the body of sodium chloride through the use of mercurial diuretics or other 
measures, by producing a large discrepancy between the intake and output of fluid, 
or by the excessive loss of salt through abnormal routes. A dry, parched mouth is 
often present in the absence of alkalosis and dehydration. 

Chief Signs. Presence of an etiologic factor; anorexia; apathy; drowsiness; weak- 
ness; nausea; muscle cramps; psychosis; low chloride in the plasma; decreased or 
absent chloride in the urine. 

Chronic Gastritis. Characteristics. While dryness of the mouth is often a persistent 
feature, a catarrhal stomatitis may complicate the disorder and produce the reverse 
condition. 

Chief Signs. See page 551. 

Mumps (Epidemic Parotitis). Characteristics. The salivary secretion is usually 
very much diminished, and the dry mouth causes great discomfort. Exceptionally, 
distressing salivation occurs. 

Chief Signs. See page 55. 
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Thrush (Mycotic Stomatitis; Parasitic Stomatitis). Characteristics. The mouth 1s 
generally dry. 

Chief Signs. See page 203. 

Drug Action. Characteristics. One of the outstanding effects of atropine therapy 
or poisoning is the inhibition of most of the secretory processes of the body, includ- 
ing particularly the flow of saliva. The effect is the characteristic dryness of the 
mouth, the hoarseness of the voice, and the thirst and difficulty in swallowing. A 
similar effect accompanies the use of the host of anticholinergic drugs available as 
antispasmodics or for the amelioration of parkinsonism. 

Chief Signs. History of administration; may be nervous excitation, followed by 
depression; diminished gastric juice, sweat, tears; dilatation of the pupils; sedation 
of gastric and intestinal peristalsis; increase in the heart rate; excessive thirst; may 
be pyrexia. 

Diabetes Insipidus. Characteristics. The amount of saliva is small and the mouth 
usually dry. Excessive water drinking is an outstanding symptom. 

Chief Signs. See page 954. 

Xerostomia. Characteristics. In this condition the secretions of the salivary glands 
and mouth are suppressed. The tongue is red, sometimes cracked, and quite dry; the 
mucous membrane of the cheeks and of the palate is smooth, shining, and dry; mas- 
tication, deglutition, and articulation are very difficult because of the dryness. The 
condition may be secondary to a number of the diseases discussed above, such as 
diabetes mellitus, diabetes insipidus, chronic nephritis without edema, severe diar- 
thea, febrile diseases, and opium or belladonna administration, or it may occur with- 
out apparent cause. 

Chief Signs. Presence of an etiologic factor; perhaps swollen salivary glands; oc- 
currence more frequent in women. 

Less Common Causes. Facial paralysis; cholera; botulism; neurosis; menopause; 
myxedema; sialadenitis; salivary calculus; senile atrophy of the salivary glands; water 
deprivation; dehydration from any cause; Mikulicz’s disease and syndrome; benadry] 
administration; typhoid fever; epidemic encephalitis; brain tumor; ephedrine ad- 
ministration; vitamin A deficiency; vitamin B deficiency (especially nicotinic acid 
deficiency ); artificial dentures; postoperative parotitis; Sj6gren’s syndrome; X-ray 
therapy. 


FOAMING AT THE MOUTH 


Epilepsy. Characteristics. Foaming at the mouth occurs during the clonic stage of 
the convulsive attack. The foam consists of a frothy saliva which may be blood- 
stained. 

Chief Signs. See page 47. 

Cerebral Hemorrhage (Apoplexy). Characteristics. Saliva may be blown out in 
bubbles during expiration by the spluttering lips. 

Chief Signs. See page 339. 

Pulmonary Edema. Characteristics. A copious, frothy, and perhaps blood-tinged 
foam escapes from the mouth in a patient who is prostrated and unable to expecto- 
rate forcibly. 

Chief Signs. See page 389. 

Less Common Causes. Hysteroepilepsy; malingering. 
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Blood expelled from the mouth may come from a number of sources. In epistaxis 
blood may escape backwards into the nasopharynx and be either spit out or swal- 
lowed and vomited (see Epistaxis, page 177). In hematemesis the blood originates 
from the digestive tract and escapes through the mouth (see Hematemesis, page 
554). Hemoptysis may simulate bleeding of buccal origin (see Hemoptysis, page 
Bo. )e 

Gingivitis. Characteristics. In many of the acute forms of gum inflammation the 
gums are spongy and bleeding, and bloody saliva and mucopus are expectorated. 

For causes see Spongy, Bleeding, or Ulcerated Gums, page 208. 

Tooth Extraction. Characteristics. Occasionally the tooth socket and gum con- 
tinue to bleed for hours or days, even though the clotting time of the blood is normal. 
The patient may become exsanguinated by this steady loss of blood. 

Trauma. Characteristics. Any injury to the tongue, as by a jagged tooth or acci- 
dentally bitten tongue, to the gums, or to the mucous membrane of the buccal cavity 
and pharynx is an obvious cause of bleeding from the mouth. In fracture of the jaw 
the gum may be lacerated. 

Ulcers in the Mouth or Throat. Characteristics. These may cause a sanious dis- 
charge (epithelioma), or the saliva expectorated may be blood-stained. 

For causes see Ulcers in the Mouth, page 202; Ulcer of the Tongue, page 230; 
and Ulceration of the Tonsils, page 261. 

Epilepsy. Characteristics. During the clonic stage of the convulsion the movements 
of the jaw are very forcible and strong, and it is at this time that the tongue is apt to 
be caught between the teeth and lacerated. A frothy, bloody saliva then escapes from 
the mouth. The attack may occur at night and the patient expectorate blood from his 
mouth, entirely unaware of the cause of his sore tongue. 

Chief Signs. See page 47. 

Less Common Causes. Adenoids; varicose veins of the pharynx; noma; hemo- 
philia; splenic anemia; hypertrophy of the lingual tonsil; splenomegalic polycythemia; 
leukemia; pernicious anemia; aplastic anemia; syphilis; dietary deficiencies (avita- 
minosis); hereditary telangiectasia; pseudohemophilia; diminished fibrinogen in the 
blood; anticoagulant therapy or excess; Hand-Schiiller-Christian disease; Gaucher’s 
disease. 


THE OPEN MOUTH 
(Mouth Breathing) 


In states of prostration the mouth may be open from general muscular asthenia. 

Nasal Obstruction. Characteristics. Mouth breathing is an outstanding symptom 
in many cases. In adenoids there is mouth breathing constantly or only during sleep; 
the open mouth and the stupid, listless facial expression are typical of large adenoid 
growths. 

For causes see page 170. 

Dyspnea. Characteristics. In severe grades and acute attacks the mouth opens 
with each inspiration. The difficulty is obviously with breathing and, therefore, the 
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diagnosis of the cause of the dyspnea is the main consideration. Orthopnea causes 
the jaw to drop by gravitation. 

For causes see page 428. 

Idiocy. Characteristics. The idiot may betray his lack of mental capacity by his 
vacant, stupid expression, his open mouth, protruding tongue, drooling, and his ir- 
regular aimless movements of the hands. 

Chief Signs. See page 21. 

Cretinism. Characteristics. The cretin’s thick lips are separated and his tongue 
slightly protruded between them. 

Chief Signs. See page 53. 

Dislocation of the Jaw. Characteristics. In the bilateral form the mouth is open 
and fixed, and it cannot be closed, though it can be opened a little more. The lower 
jaw is advanced in front of the upper jaw and the face looks longer than normal. The 
condyles are in front of the articular eminences and are fixed by the action of the 
masseters and internal pterygoids; there is a depression in front of each ear. The lips 
cannot close, saliva dribbles from the mouth, and swallowing and speech are difficult. 

Chief Signs. Sudden occurrence after yawning, vomiting, laughing, etc., after a 
blow upon the chin when the mouth is open, or after forcing the mouth open beyond 
its normal range; may or may not be pain. 

Retropharyngeal Abscess. Characteristics. The most characteristic local symptoms 
are the posture, the head being drawn far backward to relieve pressure on the larynx, 
the noisy respiration with the mouth open, difficulty in deglutition, and some external 
swelling. 

Chief Signs. See page 263. 

Facioscapulohumeral Muscular Paralysis (Landouzy-Déjerine Type). Charac- 
teristics. The lips are everted and may remain apart, the lower lip protruding and 
giving the so-called tapir mouth. 

Chief Signs. See page 45. 

Progressive Lenticular Degeneration (Wilson’s Disease). Characteristics. At 
times the contractures of the facial muscles of expression lead to an abduction of the 
corners of the mouth and a separation of the lips, giving the patient a silly, idiotic 
appearance. The face assumes a fixed and immobile expression. 

Chief Signs. See page 45. 

Less Common Causes. Peritonsillar abscess; tonsillitis; general paresis; bulbar 
paralysis; idiopathic muscular atrophy; cancrum oris; stomatitis; glossitis; the open 
bite. 


MOUTH DRAWN TO ONE SIDE 


Facial Paralysis. Characteristics. On the affected side the angle of the mouth is 
lowered and the lips drawn to the sound side. In smiling or laughing the contrast is 
most striking, as the affected side does not move, which gives a curious unequal ap- 
pearance to the two sides of the face. On asking the patient to show his teeth, the 
angle of the mouth on the affected side is not raised. 

For causes see page 49. 

Facial Hemiatrophy. Characteristics. The face looks as if it were made up of two 
halves of different persons. One side of the mouth is larger and gives the appearance 
of being drawn toward that side. 
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Chief Signs. See page 54. 
Less Common Causes. Scars; facial hemihypertrophy; unilateral dislocation of the 
jaw. 


SWELLINGS IN THE FLOOR OF THE MOUTH 


(See also Swelling of the Gums and Alveolar Processes, page 221, and Swellings 
of the Tongue, page 227.) 


Ranula. Characteristics. There is a chronic, slow-growing swelling in the anterior 
part of the floor of the mouth, situated immediately beneath the mucous membrane, 
which may be median, or more on one side than on the other. It is of a bluish gray 
color, or it may be reddish-gray from the number of small vessels that cover it. It is 
often covered by veins. It is tense and fluctuates, but does not pit on pressure. It 
raises the tongue upward and, when large, may cause considerable inconvenience 
and discomfort. It rarely causes a prominence below the chin. If developing in child- 
hood, it may cause considerable protrusion and deformity of the lower jaw and dis- 
placement of the teeth. The cyst contains at first saliva, later a mucoid substance. 

Sialolithiasis (Salivary Concretion). Characteristics. When occurring in the sub- 
lingual gland or duct there is a hard mass which may be of any size up to that of a 
hen’s egg (though usually small), located beneath the tongue 1 or 2 cm. behind the 
sublingual caruncle. The concretion is elongated, pear-shaped, or less often round. 

Chief Signs. Swelling and tenderness of the gland during meals and in old cases a 
permanent thickening of the glandular tissues. 

Dermoid Cyst. Characteristics. In the floor of the mouth, dermoids occur in one 
of two situations: in the midline beneath the skin or between the geniohyoglossi 
muscles, or laterally below the angle of the jaw. When small they usually protrude 
downward below the chin but may bulge upward into the mouth, in which case they 
appear as a yellowish mass beneath the mucous membrane. When very large, a 
dermoid may press the tongue upward and backward, and even cause dyspnea. On 
bimanual palpation dermoids yield a doughy sensation and pit on pressure. They 
are of slow growth, requiring some years to attain any considerable size. They may 
contain hair or other skin appendages. 

Carcinoma. Characteristics. This tumor may arise close to the tongue, being possi- 
bly primary in the sublingual gland, or it may be an extension from the tongue. 
Carcinoma may occur in the outer part of the floor as an extension from the lip or 
jaw. An indurated area or hard knot first appears, which ulcerates, tending to spread 
rapidly and fungate. Owing to the growth of the cells the edges of the ulcer become 
everted, and a curious cauliflower nodular appearance of the surface is seen, covered 
by a seropurulent, fetid slough. The tongue is soon involved and becomes fixed, ar- 
ticulation and deglutition becoming difficult. 

Chief Signs. Occurrence after 40; involvement of the submaxillary lymph nodes; 
pain; early cachexia; biopsy. 

Ludwig’s Angina. Characteristics. This uncommon and morbid infection of the 
cellular planes gives rise to an acute spreading infiltration of the soft tissues, starting 
in the floor of the mouth and submaxillary region, and binds all the structures into a 
hard, boardlike mass. The swelling is attached to the jawbone on one or both sides 
and presses the tongue to one side or upward and backward into the pharynx. Within 


202 The Mouth or Buccal Cavity 


the mouth the induration may be felt in the floor on one or both sides, and the sub- 
mucosa may be so edematous as to rise above the level of the teeth in a gray roll. The 
trouble often starts in a subacute swelling which may remain indolent for some days 
or weeks, but when it becomes active the swelling spreads rapidly until the whole 
floor of the mouth and front of the neck may be involved. 

Chief Signs. May be history of operation, injury, or carious teeth; may be re- 
spiratory difficulty; head carried stiffly with chin raised; may be pallor and pronounced 
cyanosis; difficulty in opening the mouth; grave sepsis unless resolution takes place. 

Secondary Sialadenitis. Characteristics. The submaxillary or sublingual glands are 
indurated and slightly painful, but the swelling usually subsides promptly without 
causing an abscess. The enlargement is visible in the floor of the mouth or under 
the chin or rami of the jaws. 

Chief Signs. History of infection or salivary stones; may be hyperemia and sensi- 
tiveness of the overlying skin; may be slight pain on deglutition both in the throat and 
in the region of the gland; may be recurrences. 

Less Common Causes. Cyst of Wharton’s duct; cyst of the incisive gland; nevus; 
mucous cyst (of the glands of Nuhn and Blandin); Mikulicz’s disease; angioma; 
lipoma; sarcoma; chronic cellulitis (Holzphlegmon); acute cellulitis; phlegmonous 
cellulitis; branchial cyst; actinomycosis; gaseous cyst; papilloma; thyroglossal cyst; 
hydatid cyst; traumatic tumor of the frenum (in nurslings ) ; simple bone cyst. 


ULCERS OR WHITE PATCHES IN THE MOUTH 


Acute Catarrhal Stomatitis. Characteristics. The affection may be limited to the 
gums and lips or may extend over the whole surface of the mouth and include the 
tongue. There are, first, superficial redness and dryness of the membrane, followed by 
increased secretion and swelling of the tongue, which is furred and indented by the 
teeth. The labiogingival region is usually the seat of the most active inflammatory 
manifestations. Minute areas of the epithelial covering often become transformed 
into small, shallow, pultaceous, and quite painful ulcers. 

Chief Signs. See page 191. 

Aphthous Stomatitis (Herpetic, Vesicular, or Follicular Stomatitis; Canker Sores). 
Characteristics. In this variety there appear, in addition to the more or less marked 
inflammation of the oral mucosa, small, elevated, round or oval vesicles, 2 to 5 mm. 
in diameter, which in a few hours rupture and form small ulcers with grayish bases 
and bright-red margins. They are seen most frequently on the inner surfaces of the 
lips, the edges of the tongue, and the cheeks. The aphthae may become confluent and 
give rise to large, irregular ulcers (confluent form). In severe cases it may extend to 
the pillars of the fauces and to the pharynx. The vesicles come in successive crops. 
There may be only one or half a dozen present, or the mouth may be filled with them. 

Chief Signs. Occurrence usually in children under 3 years, often with gastroin- 
testinal disorders, but also in adults; pain; coated tongue; heavy breath; general in- 
disposition, loss of appetite, slight fever; duration one to two weeks. 

Ulcerative Stomatitis (Fetid Stomatitis; Putrid Sore Mouth). Characteristics. The 
morbid process begins at the margin of the gums, which become swollen, red, and 
bleed easily. Ulcers form, the bases of which are covered with a grayish white, firmly 
adherent membrane. The ulcers extend along the gumline of the upper and lower 
jaws; the tongue, lips, and mucosa of the cheeks are swollen but rarely ulcerated. 
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Chief Signs. Occurrence under unsanitary conditions, often in epidemic form; 
painful mastication; foul breath; salivation; enlarged submaxillary lymph nodes; little 
or no constitutional symptoms; recovery usually in 5 to 10 days with intensive treat- 
ment. 

Thrush (Parasitic Stomatitis; Mycotic Stomatitis; Muguet; Soor). Characteristics. 
This form of stomatitis usually begins upon the tongue and, spreading in every direc- 
tion, may gradually involve the lips, the cheeks, the palate, the gums, the tonsils, the 
pharynx, the larynx, and even the gastrointestinal tract down to the ileocecal valve. 
The lesions are slightly raised, pearly-white spots which increase in size and gradu- 
ally coalesce. The membrane thus formed can be readily scraped off, leaving an in- 
tact mucosa or, if the process extends deeply, a bleeding, slightly ulcerated surface. 

Chief Signs. Occurrence usually in enfeebled, emaciated infants with digestive or 
intestinal troubles; dry mouth and coated tongue; usually no constitutional symptoms 
(unless complicating a wasting or infectious disease ) ; presence of the fungus Candida 
albicans (Monilia albicans ). 

Secondary Syphilis. Characteristics. Mucous patches are rather common intra-oral 
secondary lesions. They occur on the edge of the tongue, on the under surfaces near 
the tip and on the dorsum, on the uvula and palate arches, sometimes on the tonsil 
or posterior pharyngeal wall, but most commonly of all on the inner surfaces of the 
lips, where one can often see the papules on the outer surface passing into mucous 
patches. They appear as large or small, round or irregular plaques of a grayish white 
color covered by a sticky secretion. The mucous membrane around the plaques is 
not conspicuously red unless irritated. They may disappear quickly, especially under 
constitutional treatment, but they may recur or be remarkably persistent. Years after 
healing, round, pearly-white smooth patches may be present. 

Chief Signs. Onset within 4 to 12 weeks after exposure or 5 to 6 weeks after the 
primary lesion; rashes on the skin; sore throat; general enlargement of the lymph 
nodes; may be alopecia; anemia; may be fever and headache; may be osteoscopic 
pains, mainly at night; positive serology. 

Corrosive Poisoning. Characteristics. All corrosive poisons when taken into the 
mouth cause severe irritation, inflammation, erosion, ulceration, or even necrosis and 
sloughing. The mucous membrane will be discolored: whitish by carbolic acid, gray- 
ish by lye, yellowish by nitric acid, brownish or blackish by sulfuric or hydrochloric 
acids. Protruding scabs may form, which, on coming away, leave painful, grayish- 
yellow ulcers, the borders of which are more or less reddened and swollen. The parts 
most prominently affected are the labial margins, tongue, and soft palate. If extensive 
areas are involved, there will be inflammatory edema, possibly involving the glottis 
and interfering with respiration. 

Chief Signs. History of ingestion of a corrosive poison (as lye, ammonia, nitric, 
sulfuric, or hydrochloric acid, phenol, lysol); violent inflammation of the throat, 
esophagus, and stomach; prostration, collapse, and death if the substance cannot be 
immediately neutralized or removed. 

Gangrenous Stomatitis (Cancrum Oris; Noma). Characteristics. It begins as a 
small, dense, sensitive nodule appearing on the gum or cheek, followed by swelling 
and edema. There may be pain but, as a rule, little discomfort. Mild cases may heal 
with moderate disfiguration, but in the majority the necrotic process rapidly extends, 
the cheek is perforated, and even remote structures are destroyed. 

Chief Signs. Occurrence during convalescence from acute febrile processes in 
debilitated children or in association with blood dyscrasias (agranulocytosis, leu- 
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kemia) ; fever and diarrhea; intensely foul breath, enlarged submaxillary and cervical 
nodes; edema of the feet and delirium; prostration; usually rapid fatality, in one to 
two weeks. 

Gumma (Tertiary Syphilis). Characteristics. Gummas may occur in any part of 
the mouth, but are most common on the upper surface of the velum, the tonsil, the 
posterior pharyngeal wall, the palate, and the tongue. They may be single or multiple, 
the size of a pea or a hazelnut. They are sometimes diffuse, giving the tissues a 
leathery feel, but are more often circumscribed, being felt as distinct nodules. When 
a gumma breaks down, it forms an ulcer with sharp edges. If the whole gumma dis- 
integrates, the edge of the ulcer will be formed by healthy tissue, but more often it 
shows induration. If a gumma is deeply situated, there will result an ulcer with deeply 
undermined edges, or it may communicate with the surface by a small opening. A 
serpiginous or scalloped border is a very common characteristic. An ulcer that heals 
at one edge as it spreads at another is usually due to gumma, but may be due to 
tubercle. On the hard palate the ulcer often extends through to the nasal cavity. Gum- 
matous ulcers are sometimes extremely painful. In healing, large ulcers often cause 
considerable distortion. 

Chief Signs. Onset from 2 to 10 years after infection, occasionally much earlier or 
later; history of primary and secondary manifestations; presence of visceral or amy- 
loid disease; positive serology; therapeutic test. 

Smallpox (Variola). Characteristics. The eruption may appear in the mouth, 
especially on the palate, at the same time as it appears on the skin. Though it is of the 
same character, the umbilicated vesicles soon rupture and leave in their place shallow 
ulcers. There are soreness and swelling of the parts. 

Chief Signs. See page 879. 

Chickenpox (Varicella). Characteristics. The eruption may occur on the mucous 
membrane of the mouth. The appearance is first as a tiny vesicle, and later as a super- 
ficial ulcer resembling that of herpetic stomatitis. The occurrence in the mouth is 
much less common than in smallpox. 

Chief Signs. See page 883. 

Vincent’s Angina. Characteristics. In addition to the membranous patches found 
upon the fauces and soft palate, small patches of Vincent’s angina may be found upon 
the buccal mucous membrane of the gums and cheeks. A small necrotic patch is 
formed, from which it is almost impossible to remove the membrane, which is ex- 
ceedingly painful, and the infection along the margins of the gums and in the throat 
is due to a superficial tissue necrosis. 

Chief Signs. See page 209. 

Agranulocytic Angina (Malignant Neutropenia; Agranulocytosis). Characteris- 
tics. Ulceration and necrosis of the mucous membranes of the mouth or throat and of 
the fauces and tonsils are prominent features. 

Chief Signs. See page 255. 

Tuberculosis. Characteristics. The infection may occur in any part of the mouth, 
but it is peculiar that tuberculosis of the maxilla and roof of the mouth is not nearly 
so virulent as, and runs a much milder course than, tuberculosis of the tongue, floor 
of the mouth, or mandible. At first there are always one or more tubercles, but these 
may ulcerate so rapidly as to escape notice. When completely formed, it usually shows 
an uneven, pale, flabby surface of rather watery granulations or covered with a gray- 
ish yellow secretion. The edges are usually sharp-cut or beveled, rarely elevated, 
everted, or undermined. They are painful and may be extremely so. 
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Chief Signs. Late involvement of the lymph nodes; presence of tuberculosis else- 
where; biopsy (may not be giant cells, but may be tubercle bacilli). 

Less Common Causes. Herpes zoster; Bednar’s aphthae; Riga’s disease; diph- 
theria; carcinoma; foot-and-mouth disease; ulcerative stomatitis of nursing women; 
leprosy; anthrax; bites; chancre; acute leukemia; glanders; bismuth poisoning; pel- 
lagra; vaccinia; typhoid fever; paratyphoid fever; influenza; periadenitis mucosa 
necrotica recurrens; nonspecific membranous stomatitis; stomatitis scarlatina; tooth- 
brush trauma; thermal injuries (excessive heat or cold); chemical injuries (sodium 
perborate, astringent mouth washes); decubital ulcers (trauma or pressure from 
various dental procedures, ill-fitting dentures, or other chronic trauma); radiation 
injury (total body radiation); contact allergy (toothpastes, medicated lozenges, 
denture fabricating materials, cosmetics, soaps, novocain); drug allergy; mercurial- 
ism; erythema multiforme bullosa (Stevens-Johnson syndrome); pemphigus; granu- 
loma inguinale; measles; blastomycosis; sporotrichosis; histoplasmosis; aplastic ane- 
mia; pernicious anemia (secondary ulcerations) ; sprue; Moeller’s glossitis (areas of 
irregular, sharply defined excoriations). 


KOPLIK'S SPOTS 


Measles (Morbilli; Rubeola). Characteristics. A sign of the greatest diagnostic 
value is the buccal eruption. The unit of the eruption is a bluish white speck upon a 
red ground; only a few of these are present for the first 24 or 36 hours; after this the 
mucous membrane may be fairly peppered with them. Often they are not seen 
except by careful search, for which strong sunlight is necessary. The spots are best 
seen on the inside of the cheeks opposite the molar teeth, and in most cases only 
there; but they may be present on almost any part of the buccal mucous membrane. 
Their diagnostic value is due to the fact that they are nearly always present, that they 
are not found in other diseases, and that they usually appear two or three days before 
the skin eruption. This generally disappears at the time of the full eruption. 

Chief Signs. May be history of exposure 7 to 21 days previous; occurrence most 
extensively in December and June, most often in children; acute onset with coryza, 
redness of the conjunctiva, lacrimation, and photophobia; cough; laryngitis; initial 
fever of about 102° F., falling on the second day to 100° F., and rising at the onset 
of the rash to 104° or 105° F., and then falling to normal about the seventh day from 
the onset; prodromal erythematous rash on the trunk, followed by the true eruption, 
a blotchy, irregular, dusky red, papular rash, often arranged in crescents and begin- 
ning on the temples, spreading to the face, trunk, and limbs; duration of the rash 
three to four days, followed by branny desquamation; may be complications (bron- 
chopneumonia, stomatitis and noma, otitis media, diarrhea, convulsions); may be 
sequelae (pulmonary tuberculosis, chronic bronchitis, enlarged tonsils and ade- 
noids ) ; leukopenia. 


PETECHIAE IN THE MOUTH 


Scurvy (Scorbutus). Characteristics. Hemorrhages beneath the mucous mem- 
branes of the mouth are common. 

Chief Signs. See page 209. 

Purpura Haemorthagica. Characteristics. Ecchymoses upon the visible mucous 
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membranes, including the mouth, occur, resembling those seen under the skin; and 
hemorrhages from the mucous membranes, including the mouth, are frequent in 
severe cases of the disease, especially the thrombocytopenic form. 

Chief Signs. See page 903. 

Less Common Causes. Hemophilia; pernicious anemia; splenic anemia, measles; 
trauma; bacterial endocarditis; disseminated lupus erythematosus; aplastic anemia; 
deficiency anemia; leukemia; infectious mononucleosis; Hand-Schiiller-Christian dis- 
ease (gingival hemorrhage ); reticuloendotheliosis. 


PIGMENT PATCHES IN THE MOUTH 


(See also Colored Line on the Gums, page 207.) 


Addison’s Disease. Characteristics. Considerable diagnostic importance is placed 
upon the presence of pigment patches in the mouth similar to those of the skin. Fre- 
quently the mucous membranes become pigmented before the skin. Discoloration of 
the inner surfaces of the cheeks and labial commissures (and the genital mucosae ) is 
especially typical. 

Chief Signs. Occurrence usually between 20 and 40 years; insidious onset; ex- 
treme and progressive asthenia; pigmentation of the skin, light brown to deep brown 
or almost black, especially on exposed parts, parts normally pigmented, and parts 
exposed to irritation; low blood pressure; cardiac weakness; anorexia; attacks of 
vomiting; constipation early, later may be diarrhea; crises of weakness and collapse, 
precipitated by restriction of salt ingestion; decreased serum sodium; increased 
serum potassium; diminished urinary 17-ketosteroids. 

Argyria. Characteristics. The permanent, bluish gray or slate-colored discoloration 
of the skin extends on to the adjoining mucous membranes. It first appears as a dark 
blue line on the edges of the gums. 

Chief Signs. History of prolonged administration of silver nitrate; permanent gen- 
eral discoloration, most marked on the face and hands, including the nails and hair. 

Acanthosis Nigricans. Characteristics. The mouth is one of the favorite situations 
of the pigmentation and papillary hypertrophy, the others being the face, lips, neck, 
axillae, genitocrural, anal, and abdominal regions. The color varies from a sallow 
yellow to a bronzed or dirty brown. The lesions on the mucous membrane, especially 
in the mouth, are not present in every instance, but more or less involvement is the 
rule; they consist of furrows, discrete or crowded papillomatous formations, which 
may be sessile or slightly pedunculated, or the mucous membrane may be more or 
less granular-looking. 

Chief Signs. Presence of abdominal malignancy when occurring in adults; palmar 
and plantar keratosis; alopecia; dystrophic nail changes; pigmentation and papillary 
hypertrophy distributed as indicated above; development of cachexia. 

Bismuth Poisoning. Characteristics. The tongue may be jet black and the gums, 
both in the upper and lower jaw, may be deeply blackened, while both sides of the 
theeks opposed to the teeth may have a long, broad band of black pigment. There 
may be black spots elsewhere in the mouth and throat. 

Chief Signs. See page 207. 

Less Common Causes. Cholangitis; lead poisoning (Gabler’s or Oliver’s spots) ; 
pernicious anemia; cirrhosis of the liver; arsenic poisoning; chronic cachectic condi- 
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tions (tuberculosis, carcinoma, syphilis, etc.); Negro ancestry; hemochromatosis; 
polyostotic fibrous dysplasia; mucocutaneous melanosis with intestinal polyposis. 


COLORED LINE ON THE GUMS 


Blue gums is a racial characteristic among Negroes. A black line may occur in 
the gum in miners, due to the deposition of carbon. Spongy gums are red (see next 
symptom). 

Lead Poisoning (Plumbism; Saturnism). Characteristics. A blue line on the gums 
is a valuable indication, but is not invariably present. Two lines must be distin- 
guished: one, at the margin between the gums and teeth, is on, not in, the gums, and is 
readily removed by rinsing the mouth and cleansing the teeth; the other is the well- 
known characteristic blue-black line at the margin of the gum. The color is not uni- 
form, but being in the papillae of the gums, the line is, as seen by the magnifying 
glass, interrupted. The line may form in a few days after exposure and disappear 
within a few weeks, or may persist for many months. Nearly all workers in lead show 
a blue line, whether they suffer plumbism or not. 

Chief Signs. History of occupation (painters, plumbers, glaziers); paroxysmal 
colic, with or without diarrhea; lead palsy (wristdrop); encephalopathy; arterio- 
sclerosis; may be multiple neuritis; basophilic degeneration of the red cells (Grawitz 
granulation ); anemia (saturnine cachexia). 

Pyorrhea Alveolaris (Riggs’ Disease). Characteristics. In the advanced stages the 
gums become purplish and bluish, or the actual gingival margin may become darker 
purplish in hue, to some extent resembling the line of lead poisoning. In the earlier 
stages small purplish black areas are sometimes seen just under the gum margin, 
these are due to the deposit of salivary calculus on the teeth. The discoloration of the 
advanced stages is due to simple congestion. 

Chief Signs. See page 209. 

Bismuth Poisoning. Characteristics. There is a blackening of the gums, somewhat 
similar to that of lead, but of a deeper black and more widespread. The gums may be 
a jet black from their margins halfway to the buccal sulcus, and the tongue, cheeks, 
and other parts of the mouth and throat may show similar blackening. 

Chief Signs. History of use of bismuth paste into sinuses or wounded surfaces, 
salivation; stomatitis with swelling and areas of gangrene; pain and difficulty in swal- 
lowing; may be vomiting, diarrhea, albuminuria; usually recovery after removal of 
the dressing from the wound. 

Chronic Copper Poisoning. Characteristics. There is a green line on the teeth just 
where they enter the gums. 

Chief Signs. Occurrence in copper and brass workers; greenish tint to the skin and 
hair; nausea and slight intestinal catarrh; may be local paralysis, anemia, tremor, 
emaciation, and cutaneous eruptions. 

Argyria. Characteristics. The earliest indication of the development of the dis- 
coloration is the occurrence of a dark blue line on the edges of the gums very similar 
to that produced by lead but somewhat darker. 

Chief Signs. See page 206. 

Less Common Causes. Mercurialism (bluish); scurvy (purple); zinc poisoning 
(greenish ); gold poisoning (purplish). 
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SPONGY, BLEEDING, OR ULCERATED GUMS 
(Gingivitis ) 


Localized or general redness and swelling may attend the eruption of the teeth, 
and a light gingivitis is of frequent occurrence in pregnancy. 

Simple Ulcer of the Gums. Characteristics. The ulcer is usually ragged in outline 
or even serpiginous, the edges are not clear cut, but irregular, rarely undermined, and 
surrounded by a red, inflammatory areola. 

Chief Signs. History of traumatism or presence of a jagged, carious tooth; soreness. 

Traumatic Gingivitis. Characteristics. The actual gum margins are somewhat 
thickened, and on examination with a lens, small abraded patches are to be found, 
generally over the roots of the more prominent teeth at their cervical margins. There 
is no shrinkage of the interdental papillae, which may be swollen and edematous. 
The general gum edge is shrunken and atrophic next to the teeth, but thickened and 
irregular a short distance away. 

Chief Signs. History of too vigorous use of a stiff toothbrush; exposure and sore- 
ness of the necks of the teeth, which may show small nicks at the labial cervical 
margin. 

Catarrhal Gingivitis and Stomatitis. Characteristics. The mucous membrane cover- 
ing the gum and cheeks becomes swollen, edematous, with a glazed, shiny surface, 
small herpoid patches not infrequently appearing both on the surface of the gum and 
buccal mucous membrane. The gums may be so congested that pulsation is com- 
plained of. 

Chief Signs. Occurrence at any age, most frequently in infancy, often associated 
with a general coryza and catarrhal inflammation of the mucous membrane of the 
upper air passages; persistent discomfort; sensation of elongated teeth. 

Chronic Gingivitis and Stomatitis. Characteristics. The whole of the mucous mem- 
brane of the gums and contiguous portions of the cheeks is bright red and injected. 
The disease affects the whole of the gum tissue equally. Four or five days after the 
onset the surface ulcerates in various positions, and the ulceration may spread to the 
contiguous surface of the cheeks or margin of the tongue. The disease begins insidi- 
ously with bleeding. 

Chief Signs. Occurrence mainly in adult life and middle age; great soreness; ane- 
mia; may be constitutional symptoms; chronicity. 

Localized Hypertrophic Gingivitis. Characteristics. The affection is characterized 
by pedunculated or sessile enlargements of the gingival tissue in immediate relation 
to chronic infection and irritation around crowns, carious teeth, badly fitting dentures 
and their clasps, ill-designed bridges, projecting edges of fillings, and other forms of 
dental irritation. 

Chief Signs. Occurrence usually in adults; irregular appearance of blood after 
brushing the teeth; occasional appearance of blood in the mouth; painlessness; morn- 
ing evil taste and bad breath. 

Generalized Hypertrophic Gingivitis (Adenoidal). Characteristics. The free gum 
edges are enlarged at their margins, turgid, and easily bleed. The gum may be red, 
shining, bluish, and edematous, and later the swollen tissue becomes bloodless and 
anemic but generally remains edematous. The surface of the hypertrophied gum is 
irregular, turgid, and nodular. Pedunculated masses may be ultimately formed from 
the interdental papillae, which bleed freely when manipulated or during the process 
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of teeth cleaning. The hypertrophy is confined to the upper and superficial structures 
of the gum. The extent of the gum affected is variable and depends upon the exciting 
cause, whether local or general. 

Chief Signs. Occurrence in children, sometimes in patients taking Dilantin Sodium 
for epilepsy; association with anterior protrusion of upper incisors with wide separa- 
tion; nasal obstruction; absence of discharge; pain slight or absent; dry mouth; sickly, 
fetid breath. 

Aphthous Stomatitis (Dyspeptic or Infective Ulcer; Herpetic Gingivostomatitis; 
Canker Sores). Characteristics. One, or more, commonly several, small and ex- 
tremely painful ulcers occur on the gums, tongue, or buccal mucous membrane, with 
raised, red or reddish yellow bases, and surrounded by a zone of bright red. A fresh 
attack may appear while the first one is subsiding. The ulceration is preceded by a 
small herpetic patch. 

Chief Signs. See page 202. 

Ulcerative Stomatitis (Fetid Stomatitis; Putrid Sore Mouth). Characteristics. The 
morbid process begins at the margins of the gums, which become swollen and red, 
and bleed easily. Ulcers form, the bases of which are covered with a grayish white, 
firmly adherent membrane. These extend along the gumline of the upper and lower 
jaws. The lesions may be continuous with similar ones in the pharynx. 

Chief Signs. See page 202. 

Secondary Syphilis. Characteristics. Mucous patches often occur on the gums as 
elsewhere in the mouth. When occurring in infants suffering from congenital syphilis 
they are generally flat and rapidly ulcerate; the surface is white, irregular, and 
stippled, and surrounded by a coppery brown line of inflammation. In adults they are 
irregular in outline, flat, and resemble the white irregular patches sometimes seen in 
the mouths of smokers. 

Chief Signs. See page 203. 

Pyorrhea Alveolaris (Riggs’ Disease; Suppurative Periodontitis). Characteristics. 
As a rule there is no spontaneous bleeding, but the spongy and congested condition 
of the gums leads to slight oozing of blood upon slight traumatism, as too vigorous 
brushing of the teeth. 

Chief Signs. Exudate of pus around the teeth when the pockets surrounding in- 
fected teeth are pressed upon; foul, spongy gums; collection of meat shreds between 
the teeth (often an early symptom); collection of tartar upon the roots with gradual 
loosening and finally loss of the affected teeth; tooth percussion (decrease in the 
normal sharp note) ; recession of the gums; x-ray. 

Vincent’s Angina (Necrotic Gingivitis: Trench Mouth). Characteristics. In this 
type there is fully developed ulceration marked by a white line of necrotic tissue along 
the gum margin, extending a variable distance downward; if any attempt to remove 
the slough is made, considerable and even intractable bleeding occurs. 

Chief Signs. May be slight fever (100° to 102° F.); may be furred tongue, gastric 
disturbance and malaise; fetid odor; may be tenderness and pain; may be involve- 
ment of the cheek; swelling of the upper series of the deep cervical lymph nodes; may 
be involvement of other parts of the mouth; presence of fusiform bacilli and spiro- 
chetes in the necrotic tissue. 

Scurvy (Scorbutus). Characteristics. Gradually developing sore mouth and gums 
occur. which may become so swollen and turgid as to entirely cover the teeth. The 
hypertrophy affects the whole of the gingival tissue and may extend downward into 
the buccal sulcus or into the junction between the tongue and the mucous membrane 
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of the internal alveolar plate, but the most pronounced swelling is the first quarter of 
an inch of the free gum margin. The periosteum is not primarily affected, but later 
becomes engorged and shares in the swelling of the gingival tissues. Owing to the 
great swelling, the gums become tense, turgid, and easily bleed upon the least injury, 
and there is great fetor. The swollen and spongy tissue ulcerates and breaks down, 
often sloughing away until the necks of the teeth are left bare. 

Chief Signs. Onset insidious after several months of diet deficient in antiscurvy 
vitamin; general weakness, pallor and anemia, hemorrhages from mucous mem- 
branes (except hemoptysis, hematemesis, and hematuria); petechiae or ecchymoses 
into the skin or subcutaneous tissues, especially in loose skin, as at the bend of the 
elbow; deep hemorrhages; edema of the ankles; secondary anemia; no leukocytosis; 
dietetic test (cure by fresh oranges and lemons); appearance of petechiae on the 
forearm after the application of a tourniquet to the arm. 

Infantile Scurvy (Barlow’s Disease). Characteristics. Scurvy usually makes its ap- 
pearance at the age in which the eruption of teeth is occurring; the gums will be found 
to be markedly inflamed and purplish, and bleeding occurs from the injured mucous 
membrane. In half the cases in which the teeth have not yet appeared, hemorrhagic 
gums will be found. 

Chief Signs. See page 36. 

Mercurialism (Mercury Poisoning). Characteristics. In the acute or fulminant 
stomatitis the gums become injected, swollen and hemorrhagic, and may bleed when 
touched, or even bleed spontaneously. Ulceration and sloughing may take place, leav- 
ing bleeding areas. 

Chief Signs. See page 195. 

Measles (Morbilli). Characteristics. In the hemorrhagic type there may be bleed- 
ing from the gum margins, often initiated by some slight abrasion. Bleeding from the 
gums is a frequent symptom in adult measles, but in such cases careful examination 
will show the presence of pre-existing chronic gingivitis, which has been increased by 
the specific disease. 

Chief Signs. See page 20S. 

Scarlet Fever (Scarlatina). Characteristics. When bleeding occurs in the mouth it 
usually takes place along the gum margins due to ulcerative and suppurative processes 
set up by streptococcal invasion. 

Chief Signs. See page 875. 

Gumma (Tertiary Syphilis). Characteristics. This lesion occurs on the gum as well 
as in other portions of the mouth. After breaking down it presents a deep, sloughing, 
irregular ulcer with sharp edges, serpiginous in outline, and frequently undermined. 
The surrounding tissues are indurated and thickened. 

Chief Signs. See page 204. 

Gangrenous Stomatitis (Cancrum Oris; Noma). Characteristics. This affection is 
a rapidly spreading gangrene, starting on the gums or cheeks, and leading to exten- 
sive sloughing and destruction. The sloughing extends, and in severe cases the cheek 
is perforated, 

Chief Signs. See page 203. 

Chronic Myeloid Leukemia. Characteristics. Bleeding from the gums may occur. 

Chief Signs. See page 37. 

Hemophilia. Characteristics. The gums and mouth are frequently traumatized, and 
therefore constitute a favorite site for bleeding in hemophiliacs. 

Chief Signs. See page 950. 
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Less Common Causes. Alveolar abscess; diabetes mellitus; malaria; phthisis; 
tuberculous gingivitis; purpura haemorrhagica; Hodgkin’s disease; aplastic anemia; 
splenic anemia; cachexia; erythema multiforme bullosum; actinomycosis; beriberi; 
pellagra; sprue; Hand-Schiiller-Christian disease; Gaucher’s disease; papilloma; per- 
nicious anemia; phosphorus, arsenic, and lead poisoning; dermatitis herpetiformis, 
pemphigus; epulis; myeloma; epithelioma; gingivosis; agranulocytosis; herpes zoster; 
Stevens-Johnson syndrome; histoplasmosis; drug allergy; contact allergy; nonspecific 
membranous stomatitis; radiation injury (total body radiation) ; macroglobulinemia. 


SWELLINGS OF THE GUMS AND ALVEOLAR PROCESSES 
(See also Spongy, Bleeding, or Ulcerated Gums, page 208.) 


A wide range of causative factors may produce gingival enlargement. Often it is 
related to local conditions such as poor oral hygiene, food impaction, mouth breath- 
ing or occlusal hyperfunction. Systemic disease is likewise frequently found as a 
causative factor for gingival hypertrophy or hyperplasia. With the possible exception 
of dilantin hyperplasia and diffuse fibromatosis of the gum, enlargement of the gums 
is a symptom rather than a disease entity. Gingival hypertrophy and hyperplasia are 
commonly found in children and young adults after the eruption of deciduous or 
permanent teeth. 

Local Inflammation and Trauma. Characteristics. Poor oral hygiene, accumula- 
tions of calculus, malposed teeth, faulty contact points, unusual toothbrush habits, 
occlusal overfunction, irritation from ill-fitting crowns, prosthetic or orthodontic 
appliances, and mouth breathing lead to gingival hypertrophy characterized by 
glossy, smooth edematous tissue of a bright-red or purplish color which bleeds easily. 
Often with local predisposition the condition begins as an isolated process involving 
the interproximal gingiva, but with such pathogenesis and secondary infection the 
hypertrophy tends to spread so that gradually the entire labial, buccal, or even lingual 
gingiva is involved. 

Acute Alveolar Abscess. Characteristics. There are severe pain and acute swelling, 
which may be limited to the gum or may involve to a considerable extent the peri- 
osteum of the jaw and even cause swelling of the whole side of the face. 

Chief Signs. Acute pulsatile pain; may be fever; may be spontaneous evacuation of 
pus; may be sinus formation; x-ray. 

Carcinoma of the Gingiva. Characteristics. Squamous carcinoma is the predomi- 
nant malignant tumor appearing on the gingiva. Other malignant tumors, such as 
fibrosarcoma, rhabdomyosarcoma, and malignant lymphomas, are rarely seen. Thick- 
enings, erosions, and advanced leukoplakic plaques are the earliest signs of gingival 
carcinoma. Verrucous carcinoma, the slowest-growing malignant gingival lesion, is 
characterized by a soft, bulky, cauliflowerlike tumor which rarely metastasizes. 
Exophytic lesions are moderately elevated, erythematous, granular, painless growths 
which often spread along the gingival surface and bleed easily. The surface of such 
lesions may be nodular, warty, or papillary, and bone invasion and cervical node 
metastases are common. Metastatic involvement of the submaxillary, facial, or 
cervical nodes is more common in mandibular than maxillary lesions. 

Gingivitis Gravidarum. Characteristics. Gingival hyperplasia beginning around the 
second month is noted to a greater or lesser extent in 35 per cent of pregnant women. 
Several forms of hyperplasia are described: 1, hyperplasia of the gingival papillae; 
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2, hyperplasia and raspberry-red colored free gingival margins; 3, generalized gingi- 
val hyperplasia with swelling, irritation, and marked hypertrophy; and 4, pregnancy 
tumor. 

Chief Signs. Occurrence during pregnancy; occurrence during puberty in both boys 
and girls; regression following parturition or after puberty. 

Sarcoma. Characteristics. This is a common tumor of the gums, often designated 
“epulis.” The disease commences as a small, soft, raised, corrugated nodule resem- 
bling granulation tissue, which may appear in any situation along the margins of the 
jaws or the buccal sulcus, most commonly at the line of juncture of the premaxillary 
bones, or in the lower jaw at the points of union of various portions from which the 
lower jaw is developed; sometimes from the periosteal tissues at the junction with 
the tooth socket or from the periodontal membrane or the marrow in the interdental 
septum between two teeth. The periosteal varieties cause hard, irregular, usually 
somewhat fusiform swellings. The surface of the growth, in any event, may become 
raw, red, nodular, and secondarily ulcerated, with a soft, easily bleeding surface; it 
shows great tendency to spread into the surrounding tissues. 

Chief Signs. Occurrence usually before the cancer age; usually rapid growth and 
extension; little pain; absence of lymph-node involvement, unless secondarily in- 
fected; may be metastasis (face, skull, or body ) ; biopsy. 

Peripheral Giant-Cell Reparative Granulomas (Epulis). Characteristics. This 
growth appears as a polypoid-shaped or even broad-based lesion along the alveolar 
crest, usually in front of the first molar teeth. The lesion generally is seen on the 
external surface of the gingival crest, but portions may extend through and appear 
lingually. The growth is usually firm, slightly cyanotic, and nonulcerated with its base 
attached to the free margin of the gingiva and the neck of the adjacent tooth. 

Chief Signs. Slow growth; painlessness; x-ray appearance; biopsy. 

Monostotic Fibrous Dysplasia (Ossifying Fibroma, Fibro-osteoma, Osteoma). 
Characteristics. When fibrous dysplasia occurs in the jaws, the most common present- 
ing complaint is facial deformity, a swelling of the maxilla or of the body of the man- 
dible, with or without local tenderness or pain and frequently irregular displacement 
of the teeth. The tumor consists of hard, nodular masses, and the surface of which is 
generally convex, smooth, and regular in outline, the epithelium being tightly stretched 
over the surface. 

Chief Signs. Slow growth; absence of lymph node involvement; x-ray. 

Periodontal Cyst. Characteristics. Three varieties of such cysts composed of a 
fluid or semisolid filled cavity with epithelial lining and a connective tissue capsule are 
recognized: periapical, lateral, and residual. Symptoms are often absent but there 
may be toothache, tenderness, swelling, or a bad taste in the mouth, usually associated 
with drainage. Growth is usually slow, but steady enlargement with eventual spon- 
taneous drainage may result in osteomyelitis. A preceding inflammation or inflam- 
matory periapical granuloma is necessary for the development of these cysts. 

Chief Signs. X-ray. 

Odontoma. Characteristics. This is a generic term including a number of benign 
tumors and cysts arising from the germs of teeth or developing teeth..A follicular 
odontoma or dentigerous cyst is noted during or soon after the second dentition as a 
swelling of the alveolar process in the region of the bicuspid or molar teeth of either 
jaw and associated with an absence of one or more permanent teeth of that region; the 
missing tooth or teeth are found in the bony cyst, enveloped by a fibrous capsule 
which usually contains a viscid fluid and possibly bony spicules. If the tooth sac be- 
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comes very much thickened, the unerupted tooth may be found in a mass of fibrous 
tissue and much deformed (fibrous odontoma) ; fibrous odontomas are usually mul- 
tiple and are apt to occur in rickety children. Sometimes the thickened capsule ossi- 
fies sporadically, containing denticles composed of one or all three of the tooth 
elements (dentine, cementum, and enamel), or small, misshapen teeth. If the thick- 
ened capsule described above ossifies, the tooth will be found imbedded in a mass of 
cementum (cementoma—not found in man). A radicular odontoma springs from 
the papilla and arises after the crown of the tooth is formed and while the roots are 
forming, hence does contain dentine and cement but no enamel. Composite odonto- 
mas are composed of irregular, shapeless masses of dentine, cement, and enamel. The 
radicular and composite odontomas present themselves as hard tumors associated 
with teeth. Occasionally a sinus forms, discharging pus. 

Chief Signs. X-ray. 

Chronic Alveolar Abscess. Characteristics. Very often there is no very apparent 
swelling. After the symptoms of acute pain and even swelling of an acute abscess pass 
off, there may be left behind a slightly thickened mass of the alveolus where hyper- 
trophic periostitis has taken place; such an area may be tender on pressure. There is 
usually an intermittently discharging sinus from a gum boil in the region of the apex 
of the tooth affected, or the sinus may track and open in the region of another tooth. 
Periapical abscesses may give no local signs or symptoms. 

Chief Signs. May be chronic ill health, neuralgia, or arthritis; x-ray. 

Papilloma. Characteristics. This tumor is not as common in the gum tissues as in 
the tissues of the soft palate, tonsil, tongue, and uvula. It consists of a sessile or 
pedunculated mass of soft tissue arising from the gum itself, the surface being often 
surmounted by filiform processes projecting from the surface of the growth, which 
become ulcerated. In other cases, it is merely a small sessile nodule. 

Chief Signs. Biopsy. 

Gumma (Late Congenital Syphilis). Characteristics. There is a diffuse, painless, 
semifluctuating swelling of the gum, which may resemble an alveolar abscess. It 
breaks down, presenting a deep, sloughing, irregular ulcer with sharp edges, serpigi- 
nous in outline, frequently undermined, and surrounded by indurated tissue. 

Chief Signs. Signs of syphilis; positive serology. 

Necrosis of the Jaw. Characteristics. There are pain and swelling of the gums and 
face, and an abscess forms which may point in the mouth or externally on the face 
or neck. The discharge is offensive, and dead bone can be felt with a probe. 

Chief Signs. Presence of an etiologic factor, as injury, caries of the teeth, syphilis, 
tuberculosis, mercury, phosphorus, bismuth, actinomycosis, or the exanthemas; may 
be fever and other symptoms of sepsis; x-ray. 

Supernumerary Teeth. Characteristics. A number of extra teeth may exist; they are 
usually well formed. 

Endothelioma. Characteristics. This tumor resembles sarcoma (see above). A 
special form, adamantinoma or multilocular cyst, may attain large size and is found 
most generally in the lower jaw near the angle. 

Chief Signs. Biopsy. 

Myeloma. Characteristics. This tumor causes an expansion of the alveolar process, 
but sometimes perforates the bony capsule and invades the soft tissues. 

Chief Signs. Occurrence before 25 years; slow growth; evidence of involvement of 
other bones; x-ray; biopsy. 
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Actinomycosis. Characteristics. The disease first manifests itself as a small nodule, 
which later softens and forms sinuses, from which is discharged a thin fluid and the 
characteristic yellow granules. It may resemble a simple chronic alveolar abscess. 
The surrounding tissues are indurated. 

Chief Signs. Occurrence among those who deal with cattle; insidious onset; may 
be extreme pain; hard, swollen lymph nodes of the neck; cachexia; presence of Actino- 
myces granules. 

Less Common Causes. Acute and chronic leukemia; chondroma; angioma; lipoma; 
myxoma; chloroma; use of Dilantin sodium (gingival hyperplasia); juvenile hypo- 
thyroidism and pituitary dysfunction; puberty; menstruation; scurvy; nutritional 
deficiency; congenital macrogingivae; use of barbiturates (gingival hyperplasia) ; 
ovarian dysfunction; diabetes mellitus (slight hypertrophy ) ; Hand-Schiller-Christian 
disease; hematoma; pyogenic granuloma; central giant-cell reparative granuloma; 
hyperparathyroidism (peripheral or central giant-cell reparative granuloma); granu- 
loma-cell myoblastoma (granuloma-cell neurofibroma); tumors of minor salivary 
gland origins; melanoma; ameloblastoma; median cysts of the maxilla; globulomaxil- 
lary cysts; exostoses; metastatic bone tumors; osteosarcoma; fibrosarcoma; adenoma. 


SWELLINGS OF THE CHEEK 
(Inside the Mouth) 


Mucous Cysts. Characteristics. Thin-walled cystic swellings are present, which are 
filled with a glairy, clear fluid. The size of the cysts varies from a millet seed to a 
pea. 

Carcinoma. Characteristics. Carcinoma of the buccal mucosa originates more 
frequently in the middle third of the cheek. Clinically the lesions are either papillary 
(exophytic) or ulcerous (endophytic). Papillary growths often develop in areas of 
leukoplakia and tend to have a superficial rather than invasive spread. Ulceration 
or erosion is present with a well-defined, rolled, indurated margin. The lesions have 
the same characteristics as cancer elsewhere in the buccal cavity (see page 215). 

Leukoplakia. Characteristics. In more advanced stages of leukoplakia there is a 
thickened, whitish layer which may appear localized in plaquelike formation. The 
surfaces are usually irregular, and papillation or even superficial ulceration may 
occur. 

Gaseous Tumor of Steno’s Duct. Characteristics. In glass blowers and musicians 
Steno’s duct may become infected with air and form a tumor in the cheek the size 
of a nut or an egg. Some have contained a mixture of air, saliva, and pus. 

Less Common Causes. Sarcoma; myxoma; endothelioma; cystic hygroma; simple 
parotid cyst; salivary calculus; papilloma; papillomatous epithelial hyperplasia; 
fibroma; lipoma; hemangioma; tumor of the minor salivary glands; melanoma; 
mercury poisoning; actinomycosis; alveolar abscess (may point on the cheek). 


SWELLINGS OF THE PALATE OR ROOF OF THE MOUTH 


Torus Palatinus. Characteristics. This is an exostosis of the palatal processes of the 
maxillas, producing an elongated, hard, smooth or nodular mass in the roof of the 
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mouth. It usually appears during adolescence and slowly enlarges, rarely causing 
trouble. There is a familial diathesis. 

Abscess of the Palate. Characteristics. There is an inflammatory, fluctuating swell- 
ing of the soft tissues of the hard palate. 

Chief Signs. Pain; fever; aspiration of pus; x-ray of the teeth and jaws. 

Gumma (Tertiary Syphilis). Characteristics. Gumma of the hard palate com- 
mences as a small nodule which gradually becomes larger and softer, presenting a 
bluish discoloration. However, it soon disintegrates, the mucous membrane is per- 
forated, and ulcers of different sizes are formed with sharp, coarse margins and a 
yellow lardaceous base, exposing the raw necrotic bone beneath. The sequestra are 
separated, perforating the hard palate. Gummas of the soft palate develop in a similar 
way; they are often multiple and may also be located on the palatal arches and the 
uvula. 

Chief Signs. See page 204. 

Papilloma. Characteristics. The tumor may occur on the palatal arch or uvula. It 
is usually pedunculated, sometimes sessile. The surface is often surmounted by 
filiform processes projecting from the surface of the growth, and these become ulcer- 
ated. The diagnosis is made by means of a biopsy. 

Endothelioma. Characteristics. This forms a flat or globular, smooth, or slightly 
gibbous eminence of very hard or tough elastic consistency, covered with smooth, 
movable mucous membrane, and always situated laterally. Its size varies from a 
small tumor to one of enormous dimensions, so that the mouth may be completely 
filled. The surface, if injured, may ulcerate. 

Chief Signs. Slow growth; pain if ulcerated, radiating toward the ear; may undergo 
malignant change; biopsy. 

Odontoma. Characteristics. This form of dental cyst, when occurring in the upper 
jaw, may cause a swelling of the alveolar process and adjacent palate. 

Chief Signs. See page 212. 

Malignant Neoplasm of the Antrum of Highmore. Characteristics. This tumor may 
invade, besides the orbit, nose, and face, also the hard palate, sometimes to such an 
extent as to fill the mouth. 

Chief Signs. Bulging and softening of the walls of the antrum; fetid secretion from 
the nostril, containing blood-stained fibers of tissue; spontaneous loss of teeth; ap- 
pearance of the growth in the nares; involvement of the lymph nodes of the neck. 

Carcinoma. Characteristics. Squamous-cell carcinoma may affect both the hard and 
the soft palate. It is often nodular, with irregularly raised, indurated margins, and 
soon pertorates the palatal bounds. Adenocarcinoma arising from the minor salivary 
glands may be adenoid cystic carcinoma, solid basal-cell carcinoma, mucous-cell 
adenocarcinoma, or aplastic adenocarcinoma. All of such lesions present palatal 
tumefaction with or without ulceration. Mucoepidermoid tumors, a third form of 
minor salivary gland tumor, may or may not be circumscribed masses, are usually 
firm, and may be multiloculated. 

Less Common Causes. Sarcoma; fibroma; osteoma; lipoma; myxoma; adenoma; 
melanocarcinoma; cystadenoma; racemose aneurysm; angioma; fracture; infantile 
scurvy; tuberculosis; meningocele; dental cyst; benign mixed tumor of minor salivary 
glands; malignant mixed tumor of minor salivary glands; nasopalatine duct cyst; 
mucosal wart; pseudopapillomatosis; leprosy; rhinoscleroma; stomatitis nicotina; 
lupus erythematosus (slightly elevated patches with bluish or pinkish dull margin) ; 
psoriasis. 
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PERFORATED PALATE 


Cleft Palate. Characteristics. The most common form is the complete single cleft 
of the lip and palate. If the cleft in the lip is double, it may be incomplete on one 
side. If there is a complete double cleft of the lip, there will also almost always be 
a complete double cleft of the palate. Cleft palate may occur without a harelip, but 
it often accompanies a cleft limited to one side of the alveolus. In cleft palate the 
septum of the nose is usually adherent to the palatine process opposite the side upon 
which the fissure exists. Cleft of the velum alone is common enough, but cleft of the 
midpart of the palate with intact velum is very rare. In those rare cases of cleft palate 
which are double in front, the nasal septum is attached to the premaxillary bone only, 
and the premaxillary bone is not attached at all to the superior maxillary bone. 

Chief Signs. Presence from birth; interference with sucking, swallowing, and 
articulation; may be talipes and other deformities. 

Gumma (Tertiary Syphilis). Characteristics. Perforation of the palate other than 
the congenital cleft is usually due to gummatous ulceration. On the hard palate the 
gumma breaks down early, forming a punched-out ulcer which causes necrosis of the 
underlying bone, and the sequestra on separating perforate the hard palate, so that 
after healing a defect of variable size is left. The soft palate many likewise be per- 
forated or become adherent to the posterior pharyngeal wall. 

Chief Signs. See page 204. 

Less Common Causes. Trauma; carcinoma; measles; smallpox; tuberculosis; lethal 
midline granuloma; actinomycosis. 


SKIN AFFECTIONS OF THE MOUTH 


(Including the Exanthematous Eruptions) 


(See also Ulcers or White Patches in the Mouth, page 202; Swollen Lips, page 
186; Local Swellings of the Lips, page 187; Skin Affections of the Lips, page 188; 
and Spongy, Bleeding, or Ulcerated Gums, page 208.) 


Scarlet Fever (Scarlatina). Characteristics. The exanthem of the skin is accom- 
panied by deep punctiform reddening of the oral mucosa, the latter being very dry. 
The tongue appearance is typical (strawberry or raspberry tongue). 

Chief Signs. See page 875. 

Chickenpox (Varicella). Characteristics. The lesion may occur in the mouth, es- 
pecially on the hard palate, gums, and tongue. As soon as the blebs desquamate, 
there appears a yellowish white, shallow ulceration. 

Chief Signs. See page 883. 

Measles (Morbilli). Characteristics. The Koplik spots are typical (see page 205). 
Sometimes an eruption of scattered spots similar to the cutaneous rash may develop 
over the entire mucous membrane of the mouth. During the stage of invasion, before 
the rash has appeared, the mucous membrane of the mouth and throat aré hyperemic 
and frequently show a distinct punctiform rash. 

Chief Signs. See page 205. 

Smallpox (Variola). Characteristics. Sometimes the eruption is present in the 
mouth, causing great soreness. The vesicles turn to ulcers, which may coalesce. 

Chief Signs, See page 879, 


Skin Affections of the Mouth ZN. 


Secondary Syphilis. Characteristics. The first manifestations often include an 
erythema occurring in small or large patches upon the ora! mucosa and especially 
on the palate; this usually disappears in a few days. The most frequent secondary 
manifestations are the mucous patches, consisting of circumscribed infiltrations of 
the submucosa, of roundish shape, which are sharply demarcated and raised flat 
above the mucous membrane; the epithelium above becomes gradually muddy, giv- 
ing rise to the typical patches. These consist of a grayish white thickening on the 
slightly swollen mucosa with a hyperemic marginal zone. The plaques are usually 
situated on the mucous membrane of the lips, cheeks, tongue, and palatal arches. 

Chief Signs. See page 203. 

Leukoplakia Buccalis. Characteristics. This may occur as diffuse white patches 
scattered about the mucous membrane of the gums, cheeks, and tongue; the surface 
is hard, dry, wrinkled and even nodular. Single or isolated patches may also occur 
on the palate. The earliest symptom is minute patches of slight redness. These take 
on a blue tinge and spread, the surface becoming tense, white, and shining. After 
a period of weeks or months, during which a burning sensation may be complained 
of, the surface gradually becomes hard and white, and a small raised white spot 
forms, the center of which is harder than the periphery. The mucous membrane in the 
vicinity becomes gradually crinkled and may become “heaped up” into an actual 
nodule, separated from the surrounding surface by a slightly reddened line of demar- 
cation. Linear markings and furrows may appear. 

Lupus Vulgaris. Characteristics. Points of predilection in the mouth are the free 
margins of the lips, the vestibulum oris at the superior maxilla, the palatal vault, and 
the soft palate. There are at first the characteristic nodules, which later increase con- 
siderably in number, growing in close proximity. When the epithelium has been lost, 
there appear flat ulcerations which may merge, the secretions drying up to crusts. 
Their margins are lardaceous, often undermined, and present small nodules. Isolated 
parts may heal while the process continues at the margins. 

Lichen Planus. Characteristics. This occurs in characteristic form in the mouth 
(being involved in about 25 per cent of all skin cases). There are the well-known 
lichen nodules of the lips, malar mucosa, tongue, hard and soft palate. Their size 
ranges from a pinhead to a pea; they are whitish, very coarse, and grow in isolated 
groups forming circles or curves. 

Chief Signs. See page 366. 

Lupus Erythematosus. Characteristics. In the acute disseminated variety the oral 
lesions consist of superficial erosions especially on the buccal mucosa and inner 
portion of the lip. In the chronic discoid variety the oral mucous membranes, es- 
pecially the lips and the buccal mucosa, are often affected. The lesions appear as 
irregularly outlined, slightly elevated patches with a striated surface. At times there 
is superficial erosion with transformation into an indurated, whitish, raised, scarlike 
tissue. 

Chief Signs. See page 61. 

Erysipelas. Characteristics. In the mouth the affection usually commences from 
the socket of a recently extracted tooth, but has been shown to arise from pyorrhea 
alveolaris and Vincent’s angina. A spreading red patch is observed, the edge of which 
is slightly raised and is somewhat more injected than the rearward part. The disease 
spreads irregularly, so that the advancing edge is serpiginous and irregular. There is 
usually considerable edema of all surrounding parts. 

Chief Signs. See page 59. 
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Herpes Zoster. Characteristics. This may occur at any point in the mouth, es- 
pecially the cheeks, pharynx, and tongue, as well as the gums. It is always unilateral, 
and sets in by forming groups of vesicles on the reddened and swollen mucosa. The 
covering of the vesicles is easily destroyed. 

Chief Signs. Acute onset; violent neuralgic pains; may or may not be affection of 
the skin; tendency to recrudescence. 

Pemphigus. Characteristics. The mucous membrane may be involved secondarily 
to the skin, or the disease may be confined solely to the mouth, presenting circum- 
scribed epithelial muddy places and whitish gray deposits; these become detached 
later, leaving sharply demarcated patches behind. These may fuse and finally cover 
large areas or lead to erosions and shallow ulcers. There may be severe pain, dyspha- 
gia, and fetor oris when extensive. 

Chief Signs. See page 885. 

Erythema Multiforme. Characteristics. The oral manifestations consist of vesicles 
and blebs of variable size which break open, leaving a raw, ulcerated surface which 
becomes crusted. The breath is foul, salivation is usually increased, and the lips may 
swell. 

Chief Signs. See page 366. 

Less Common Causes. Urticaria; scleroderma; vaccinia; leprosy; erythema no- 
dosum; granuloma fissuratum; Fordyce’s condition; periadenitis mucosa necrotica 
recurrens; erythema multiforme bullosum (Stevens-Johnson syndrome); avitamin- 
Osis; purpura; secondary encroachment by disease of adjacent parts of the skin 
(carcinoma, gangosa, yaws, rhinoscleroma) ; actinomycosis; hydroa; drug eruptions; 
Addison’s disease; infectious mononucleosis. 
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See also Dryness of the Mouth, page 197. 


PAIN IN THE TONGUE 


(Sore Tongue ) 
(See also Ulcers of the Tongue, page 230.) 


Trauma. Characteristics. Where the tongue is injured by a sharp tooth or rough 
edge of a plate, a small nodule forms, painful during speech or mastication, which 
gradually grows and may assume the size of a hazelnut. With increase in size the 
painfulness increases. The surface of the nodule may break down, forming an ulcer. 
At times a bitten tongue may continue to be painful long after the evidences of trauma 
(bruising or laceration) have subsided. Deep pain or pain on the under surface of 
the tongue follows injury to the frenum and may be evidenced by a visible abrasion 
or ulceration, but puncture wounds, as from a fish bone or other sharp object, may 
produce considerable discomfort with little visible evidence. Sore tongue is often 
complained of following anesthesia as a result of the use of tongue forceps or a mouth 
gag. 

Chief Signs. History of injury; presence of carious, ingrowing, sharp-edged or 
rough teeth, or defective plate; absence of induration; epilepsy; spontaneous healing 
when the cause is removed. 

Chronic Streptococcal (Superficial) Glossitis. Characteristics. The patient usually 
complains of a sensation of having scalded the tongue or that the majority of foods ap- 
pear to be peppery. The surface of the tongue may be sore to touch, although no ap- 
parent ulceration can be seen. The irritation of the tongue is not persistent, showing 
definite periods of exacerbation and remission, but hot or spiced foods invariably cause 
discomfort and may even give rise to acute pain. After eating, the symptoms may abate, 
coming on two or three hours subsequently. The patient may wake up in the night with 
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an intense burning in the tongue. The burning pains may become greatly aggravated by 
mastication, smoking, or prolonged speaking. The pains and discomfort are strikingly 
severe, considering the slight anatomic changes, so much so that ingestion of food be- 
comes restricted. The part affected is usually the dorsum, although both the lateral 
surfaces may be involved; but in most instances only one portion of the tongue is af- 
fected. 

Chief Signs. Occurrence mostly in females; may be redness, tiny cracks on the 
surface, undue smoothness, or erythema of the part complained of, though at times 
definite changes are not obvious; may be a history of tiny intermittent ulcers; chro- 
nicity with periods of quiescence; positive culture for Streptococcus pyogenes longus. 

Aphthous Ulcer (Herpes Simplex; Canker Sore ). Characteristics. This minute and 
extremely painful ulcer may occur and recur at or near the tip of the tongue. 

Chief Signs. See page 230. 

Glossopyrosis. Characteristics. A sore or burning tongue may result from smoking, 
irritation from sodium perborate, antibiotic troches, bimetalism, or the ingestion of 
hot or highly seasoned. foods. The effect of such local irritants may last for days after 
the exciting cause has ceased to act. Postmenopausal conditions, nutritional deficien- 
cies, chronic lingual-nerve irritation from abnormal pressure of a loose, overstrained 
mandibular condyle, or electrolytic decomposition of metallic dentures may also 
produce this difficulty. 

Carcinoma of the Tongue. Characteristics. Pain is not infrequently a very early 
symptom and may be the first to attract the patient’s attention. It may even occur 
months before there are recognizable objective signs. It is usually of an intense 
persistent character, sometimes with a peculiar tendency to radiate to, or be most 
pronounced in, the top of the head or deep in the ear. Pain in the ear is usually as- 
sociated with cancer of the edge, or under the surface of, or far back on the tongue 
as a result of involvement of the lymph nodes of the neck. Sometimes the patient will 
be conscious of little or no pain in the growth, but will suffer torment from pain at 
one of the sites mentioned (symptomatic trigeminal neuralgia). 

Chief Signs. See page 231. 

Acute Papular Glossitis. Characteristics. There are burning pains in the tongue 
with the formation of isolated white patches on its surface the size of a pea. These 
patches become erosions with red and serrated edges, the base covered with pus. The 
affection seems to heal spontaneously, after having continued for about three weeks. 

Chief Signs. Occurrence exclusively in women; commencement with slight febrile 
manifestations, lassitude, and anorexia; spontaneous healing within three weeks. 

Pyorrhea Alveolaris (Riggs’ Disease; Suppurative Periodontitis). Characteristics. 
The patient may complain of irregular, painful symptoms, either shooting pain or 
at other times persistent aching, and finally of constant soreness of definite patches 
of the tongue, mainly the lateral margins but occasionally the dorsum. 

Chief Signs. See page 209. 

Pernicious Anemia (Hunter’s Glossitis). Characteristics. A recurrent sore mouth 
and tongue not infrequently attend the development of a case of Addison’s anemia 
and find a place in the anamnesis. This may assume the form of a mere hyperesthesia 
or a definite stomatitis, simple or ulcerative. 

Chief Signs. See page 36. 

Trigeminal Neuralgia. Characteristics. The pain may start in the side of the tongue, 
roof cf the mouth, gum, or jaw, These spots are tender to the slightest pressure in 
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some cases, but in others no such tenderness is detected. When the tongue is involved 
there may be unilateral furring and changes in the sense of taste. 

Chief Signs. See page 32. 

Pellagra. Characteristics. There is a burning sensation in the tongue. 

Chief Signs. See page 365. 

Eczema of the Tongue. Characteristics. Burning and itching in the neighborhood 
of the patches are about all the symptoms complained of during the many years the 
patches may last. 

Chief Signs. See Geographical Tongue, page 233. 

Neurosis (Glossodynia). Characteristics. There are indefinable, painful sensations 
in the tongue, which may torment the patient for hours or days. Patients complain of 
all kinds of painful sensations in the tongue, for which they call in the physician. 

Chief Signs. Presence of hypochondriasis with apprehension of lingual carcinoma; 
absence of impairment of deglutition, the patient eating well and during eating for- 
getting his complaint; absence of objective signs of glossitis. 

Tuberculous Ulcer of the Tongue. Characteristics. The surface of a tubercle breaks 
down rapidly and produces irregular patches of extremely painful ulceration. 

Chief Signs. See page 232. 

Traumatic Ulcer of the Tongue. Characteristics. There may be extreme pain. 

Chief Signs. See page 230. 

Abscess of the Tongue. Characteristics. Abscess of the tongue develops gradually, 
usually with an accompaniment of moderate pain. 

Chief Signs. Situation usually at the dorsal surface toward the base and at one 
side, rarely in the middle; swelling of the affected part, interfering with swallowing 
and speaking; palpation, revealing the tense condition and a sensation of fluctuation. 

Acute Diffuse Glossitis (Deep Phlegmon of the Tongue). Characteristics. There 
are violent pains in the tongue radiating into the ear and into the region behind the 
ear. 

Chief Signs. Occurrence in the wake of grave stomatitis (mercurial, infectious, or 
traumatic); high fever; great swelling of the tongue, which is dark violet or bluish 
red; edema of the fauces, palatal arches, and entrance to the glottis. 

Periostitis of the Hyoid Bone. Characteristics. Periostitis of the hyoid bone or its 
styloid process may cause pain of the tongue root or deep in the floor of the mouth, 
especially with swallowing. When the styloid process is involved there is concomitant 
throat irritation, manifested by hacking, expectoration, and local tenderness. 

Chief Signs. Styloid process tenderness; localization of pain. 

Geographic Tongue. Characteristics. Rhagades or fissures may form and give rise 
to a burning sensation or pain, while the affection otherwise gives no cause for com- 
plaint. 

Chief Signs. See page 233. 

Less Common Causes. Raynaud’s disease (angiospasm) ; xerostomia (tormenting, 
painful sensation accompanying arrest of salivation) ; hypothyroidism (may be pain 
and tenderness); chronic abscess of tooth roots (referred pain); chronic tonsillitis 
(referred pain); angioneurotic edema; mercurialism; corrosive poisoning; Moeller’s 
glossitis; foreign body in the tongue; inflamed ranula; sublingual or submaxillary 
duct calculus; dermatomyositis; trichinosis; foot-and-mouth disease; Plummer-Vinson 
syndrome; candidiasis; vitamin deficiency; keratosis follicularis; leukoplakia (pain 
with hot or spicy foods); fissured tongue; smallpox (glossitis variolosa); glossitis 
venenata; lymphogranuloma venereum (ulcerative diffuse glossitis); pemphigus 
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(superficial ulcerative glossitis ) ; sprue (glossopyrosis ) ; erythema multiforme; herpes 
zoster; Ludwig’s angina; professional cramps (cornet-player’s tongue); dermatitis 
herpetiformis. 


COATED TONGUE 


The tongue, though usually roseate and moist in appearance, may be normally 
covered with a light, grayish coating resulting from the continuous desquamation of 
the superficial epithelium. Mastication of solid food causes it to disappear, liquid diet 
causes it to become thicker. Smokers and drinkers may have such a tongue. The 
coating may be thick enough to be scraped off in considerable amount. The normal 
color of the tongue may be changed by mastication or ingestion of blackberries, 
licorice, catechu, fresh nuts, tobacco, laudanum, rhubarb, and also from imbibition 
of red wine, certain iron compounds, and milk. It is pale in anemia, bluish in cya- 
nosis, yellowish in jaundice. 

Tympanites. Characteristics. A dry, furred tongue is one of the usual accompanying 
features of meteorism. 

Chief Signs. For the causes of tympanites see page 577. 

Nasal Obstruction. Characteristics. A thin, white, even furring of the tongue, which 
is dry, is characteristic in mouth breathing and chronic nasal obstruction. 

For causes, see Obstruction of the Nose, page 170. 

Chronic Gastritis. Characteristics. The tongue is usually coated gray, or yellowish 
gray; still, in many cases of well-marked chronic gastritis the tongue is clean and 
there is no offensive odor in the mouth. 

Chief Signs. See page 551. 

Acute Gastritis. Characteristics. The tongue is heavily coated and the breath fetid. 

Chief Signs. See page 547. 

Acute Catarrhal Stomatitis. Characteristics. The tongue is furred, swollen, and 
indented by the teeth. In infectious stomatitis, usually due to streptococcal infection, 
the tongue is often coated. 

Chief Signs. See page 191. 

Acute Tonsillitis. Characteristics. The tongue is furred and the breath is heavy 
and foul, 

Chief Signs. See page 253. 

Thrush (Parasitic Stomatitis; Oral Candidiasis). Characteristics. Thrush is at first 
manifested by the appearance of small, white, painless specks on the mucous mem- 
brane of the cheeks, gums, lips, and the dorsal surface of the tongue, which soon 
grow and coalesce into membranous deposits, adhering so firmly to the mucous 
membrane that upon removal there is a bleeding surface. 

Chief Signs. See page 203. 

Rheumatic Fever. Characteristics. The tongue is moist and rapidly becomes cov- 
ered with a white fur. 

Chief Signs. See page 316. 

Scarlet Fever (Scarlatina). Characteristics. The tongue at first is furred in the 
center and red at the tip and edges; and through:the white fur are often seen the 
swollen, red papillae, which give the so-called strawberry appearance, particularly 
if the child puts out the tip of the tongue between the lips. In a few days the fur 
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desquamates and leaves the surface red and rough, and it is this condition which 
some writers call the strawberry or, better, the raspberry tongue. 

Chief Signs. See page 875. 

Measles (Morbilli). Characteristics. The tongue is furred, the mucous membranes 
of the mouth and throat are hyperemic and frequently show a distinct punctiform 
rash. 

Chief Signs. See page 205. 

Lobar Pneumonia. Characteristics. The tongue is white and furred, and in severe 
toxic cases rapidly becomes dry. 

Chief Signs. See page 390. 

Acute Appendicitis. Characteristics. The tongue is usually furred and moist, seldom 
dry unless general peritonitis sets in. 

Chief Signs. See page 530. 

General Peritonitis. Characteristics. In the early stages there is a moist fur, later 
becoming dry and brown. 

Chief Signs. See page 513. 

Acute Enterocolitis (Diarrhea). Characteristics. The tongue is dry and coated. 

Chief Signs. See page 513. 

Typhoid Fever. Characteristics. Early in the disease the tongue is moist, swollen, 
and coated with a thin white fur, which, as the fever progresses, becomes dense. It 
may remain moist throughout. In severe cases, particularly those with delirium, the 
tongue becomes very dry, partly owing to the fact that such patients breathe with the 
mouth open. It may be covered with a brown or brownish black fur or with crusts 
between which are cracks and fissures. 

Chief Signs. See page 790. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. The tongue is usually 
furred, but may be clean and red. 

Chief Signs. See page 390. 

Septicopyemia. Characteristics. A furred tongue, often dry, is always present with 
anorexia and constipation. 

Chief Signs. See page 35. 

Cirrhosis of the Liver. Characteristics. The tongue is furred and often tremulous. 

Chief Signs. See page 35. 

Jaundice. Characteristics. A furred tongue, with anorexia and gastric disturbances, 
is rarely absent. 

For causes see page 829. 

Delirium Tremens. Characteristics. The tongue is covered with a thick white fur 
and when protruded is tremulous. 

Chief Signs, See page 783. 

Typhus Fever. Characteristics. The tongue is furred and white and there is an 
early tendency to dryness. 

Chief Signs. See page 905. 

White Tongue (Lingua Alba). Characteristics. The whole of the tongue, including 
the tip, or only a portion of the tongue, becomes quite white during an attack. There 
is no evidence of actual fur, but the individual papillae and the epithelium covering 
the tongue become white and changed in appearance—not glossy, but dull white, 
giving somewhat the appearance of the whole of the tongue having been painted over 
with pure carbolic acid. Such a white patch may commence at one or other side of 
the tongue, and gradually spread over the whole dorsum; at other times it may com- 
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mence far back upon the dorsum and spread forward. When the affection is con- 
nected with some infective process in the gums or teeth, the patch spreads from the 
locality. 

Chief Signs. Occurrence at intervals; evil taste in the mouth preceding the attack; 
development in three or four days; absence of any hardness (differing from leuko- 
plakia); absence of any severe gastric symptoms, but sometimes association with 
chronic intestinal dyspepsia; presence of yeast in the scraping, but absence of any 
constant bacteriologic findings. 

Black Hairy Tongue (Hyperkeratosis Linguae). Characteristics. Black, bluish 
black, or brown patches consisting of hairlike intertwining filaments, usually occur- 
ring on the dorsum of the tongue anterior to the circumvallate papillae, are found in 
this rare, harmless disease. It does not affect the cheek or lips and is of unknown 
etiology. A similar condition referred to as pseudo-black tongue may originate from 
chlorophyll or antibiotic troches or mouth washes or from the use of antibiotics given 
orally or parenterally. Pseudo-black tongue may also be caused by the filamentous 
mycelia of fungi which grow as molds on the dorsal surface of the tongue. 

Chief Signs. History of exposure to exciting agent; microscopic demonstration of 
the fungus; often spontaneous recovery in the idiopathic variety. 

Less Common Causes. Scurvy; acute infectious gastritis; dengue; yellow fever; 
infectious endocarditis; lead poisoning; acute miliary tuberculosis; apoplexy; ery- 
sipelas; gout; abscess of the liver; acute hepatitis; meningitis; migraine; relapsing 
fever; marginal exfoliative glossitis (Moeller’s glossitis ); hemiplegia; remittent fever; 
chronic alcoholism; strangulated hernia; acute diverticulitis; influenza; trench fever; 
alveolar abscess; glossitis; leukoplakia; pachyonychia congenita. 


BRIGHT RED TONGUE 


Scarlet Fever (Scarlatina). Characteristics. In a few days the fur which is at first 
present desquamates and leaves the surface of the tongue red and rough, and it is 
this condition which is called by some writers the strawberry or, better, the raspberry 
tongue. 

Chief Signs. See page 875. 

Diabetes Mellitus. Characteristics. The tongue is usually red, dry, and glazed, and 
the saliva scanty. The gums may become swollen, and in the later stages aphthous 
stomatitis is common. 

Chief Signs. See page 371. 

Pernicious Anemia. Characteristics. The patient may complain of a sensation of 
having scalded the tongue or that the majority of foods seem peppery. The area 
complained of may occasionally be found red and brightly inflamed, the patch 
resembling that of an erythema seen on the cutaneous surface of the body. At other 
times even careful search with a hand lens will fail to show any definite changes. The 
part affected is usually the dorsum, although both the lateral surfaces may be in- 
volved, either separately or together; but in most instances only one portion of the 
tongue is affected. When the disease persists for a long time some atrophy of the 
epithelial surfaces takes place, and a smooth glazed appearance may be produced. 
In such cases the filiform papillae are found diminished and often shed, so that 
patches of the tongue become slightly bald. In other instances where the inflamma- 
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tion is slightly more pronounced, superficial edema may occur. The patient may 
consult a physician because of fear of cancer. 

Chief Signs. See page 36. 

Pellagra (Bald Tongue of Sandwith). Characteristics. Frequently there is redness 
of the tongue or mouth. The organ becomes swollen and assumes a bright red color. 
The filiform papillae are lost through desquamation, beginning along the lateral sur- 
faces and the tip, resulting in a smooth, fiery-red surface. Edema related to severe 
inflammation causes enlargement of the tongue. In the slighter grades of involvement 
the tongue is clean, swollen and bright red. In more marked cases the tongue is re- 
ferred to as beefy because of the red, irregular ulcerations which may affect the 
entire dorsal surface, giving it the appearance of raw beef. 

Chief Signs. See page 365. 

Chronic Streptococcal (Superficial) Glossitis. Characteristics. There are irregularly 
disseminated, bright red patches on the dorsum of the tongue and especially on the 
tip. 

Chief Signs. See page 219. 

Acute Diffuse Glossitis (Phlegmon of the Tongue). Characteristics. The surface 
of the tongue is bluish red to dark violet in color. 

Chief Signs. See page 221. 

Less Common Causes. Acute papular glossitis (the white patches become red 
erosions ); duodenal ulcer; Moeller’s glossitis (red patches on tip or sides of tongue) ; 
uremia (marginal redness ) ; polycythemia rubra vera. 


SWOLLEN TONGUE 


(See also Swellings of the Tongue, page 227.) 


Simple Macroglossia. Characteristics. Abnormal enlargement of the tongue exists, 
the enlargement attaining at times the proportions of elephantiasis, reaching occa- 
sionally two or three times its normal size, or it may acquire abnormal length, though 
covered by normal mucous membrane. Ingestion of food may be hindered. 

Chief Signs. Usual existence at birth or occasional development in childhood or 
later; absence of signs of inflammation; may be coexistence of acromegalic or cretinic 
manifestations. 

Mercurialism (Mercury Poisoning or Susceptibility ). Characteristics. The tongue 
may undergo considerable swelling, showing the impression of the teeth. 

Chief Signs. See page 195. 

Corrosive Poisoning. Characteristics. Swelling of the tongue and mouth generally 
may follow the ingestion of corrosive poisons, such as strong acids and alkalies 
(e.g., phenol). 

Chief Signs. See page 203. 

Diffuse Lymphoma (Lymphangiomatous Macroglossia). Characteristics. Small 
vesicles appear on the surface and in the lingual substance, as a result of which the 
tongue may become so large as to protrude from the mouth. 

Chief Signs. May be congenital, appear at puberty, or follow injury or operation; 
progressive enlargement, accentuated by acute attacks of inflammation; may be im- 
pairment of speaking and eating; may be dribbling of saliva, tartar-covered teeth, 
and foul breath; may be attacks of superficial glossitis with ulceration and fissures; 
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may be displacement of the teeth, palate, and jaws; formation of cysts with indurated 
base, containing serum or blood. 

Riboflavin Deficiency. Characteristics. The tongue is enlarged and magenta-col- 
ored, often with areas of papillary atrophy. 

Chief Signs. Inadequate diet; chronic alcoholism; liver damage; chronic diarrhea; 
red, swollen, cracked lips with angular fissuring. 

Sprue. Characteristics. Redness and enlargement of the tongue with similar in- 
flammatory changes in the cheeks and gingival mucosa are common. Denuded areas 
occur on the dorsum of the tongue with atrophic filiform papillae. 

Chief Signs. See page 916. 

Glossitis Venenata. Characteristics. Reactivity of the tongue mucosa to substances 
taken into the mouth or from contact of the tongue with the lips may lead to the 
development of irregular, reddish, painful areas. The entire organ may be affected, 
but usually the reaction is limited to the tip, lateral borders, and ventral surface of 
the tongue. Inflammation and lingual edema are usually prominent features of this 
condition. 

Chief Signs. History of exposure to or presence of an allergen (toothpastes, medi- 
cated lozenges, denture fabricating materials, cosmetics, drugs, foods, toilet articles, 
salts of heavy metals, etc.); may be an accompanying cheilitis or stomatitis; allergy 
testing; subsidence with removal of the cause. 

Cretinism. Characteristics. The tongue of the infant looks large and hangs out of 
the mouth, and the whole face is bloated. 

Chief Signs. See page 43. 

Myxedema. Characteristics. The tongue is large and clumsy in its movements, and 
the lips are thickened. 

Chief Signs. See page 43. 

Acromegaly. Characteristics. The tongue in some instances is greatly enlarged, in 
conjunction with the gradual enlargement of the features and head. 

Chief Signs. See page 43. 

Mongolian Idiocy. Characteristics. The tongue is large and coarsely papillated, 
and is frequently protruded and drawn back by the infant. 

Chief Signs. See page 43. 

Furrowed or Fissured Tongue (Lingua Plicata). Characteristics. The tongue may 
be enlarged but not extremely so. 

Chief Signs. See page 229. 

Angioneurotic Edema. Characteristics. The tongue may become quickly swollen 
and usually without warning, reaching its maximum in from one half to two hours. 
The swelling is tense, not tender, does not pit on pressure, and is not purpuric. It lasts 
from a few hours to a day or two and disappears as rapidly as it comes. The face, 
lips, pharynx, genitals, and extremities may also be involved in swelling which may 
disappear in one part to appear in another. When the tongue is involved there is 
great local discomfort. 

Chief Signs. See page 70. 

Acute Diffuse Glossitis (Deep Phlegmon of the Tongue). Characteristics. There 
is considerable swelling of the tongue, which may reach such proportions that the 
mouth is too small to hold it. There may be edema, extending to the fauces, palatal 
arches, and entrance to the glottis. 

Chief Signs. See page 221. 

Abscess of the Tongue. Characteristics. The swelling of the affected part interferes 
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with swallowing and speaking. As a result the swelling is situated to one side, rarely 
in the middle of the tongue, and may attain considerable size. 

Chief Signs. See page 221. 

Less Common Causes. Achondroplasia; anemia (moderate swelling); aneurysm 
of the aorta; Ludwig’s angina; carcinoma; cyanosis; mitral disease; anasarca; pem- 
phigus; ranula; food poisoning; urticaria; erythema multiforme bullosum; wounds 
and burns; pellagra; riboflavin deficiency; sprue; glossitis variolosa (smallpox) ; bites 
or stings; lingual edema secondary to stomatitis (see page 191); use of aspirin; serum 
sickness; hemorrhage into the tongue substance (scurvy, leukemia, purpura); chronic 
dyspepsia; superior vena caval syndrome; primary amyloidosis. 


SWELLINGS OF THE TONGUE 


Fibroma (and Neurofibroma). Characteristics. It is most frequently found upon 
the surface of the tongue and has a more or less pediculated or lobulated form. Oc- 
casionally fibromas are found deeply embedded in the lingual substance. Fibromas 
are usually but not always very hard, and are usually gray or grayish white but oc- 
casionally blend with the color of the mucosa. Their slow growth and sharp demarca- 
tion are characteristic. The surface of the softer tumors may ulcerate. 

Chief Signs. May be congenital or occur at any age; absence of discomfort or pain 
until they attain considerable size or ulcerate; negative serology; absence of glandular 
enlargement. 

Lipoma (and Fibrolipoma). Characteristics. The tongue is the most frequent seat 
of oral lipoma, which in most cases is located immediately under the surface, rarely 
intramuscularly. They are usually smooth to the touch, of roundish shape, and may 
attain the size of a hen’s egg. Usually there is a yellowish color apparent through the 
thin mucous membrane. The superficial tumors are movable, can be displaced by 
finger pressure, and their lobulated structure is palpable. They have the same con- 
sistency as similar tumors situated under the skin. 

Chief Signs. Absence of subjective symptoms no matter what the size; usual ap- 
pearance in middle or later life (except the central ones, which are usually congeni- 
tal); chronicity; absence of glandular enlargement. 

Hemangioma. Characteristics. In the oral cavity hemangiomas may be divided 
into cavernous, capillary, and mixed. The cavernous variety is a soft, nonpulsatile, 
compressible mass of dark appearance. It may be localized to any portion of the 
tongue or it may be diffuse, the latter giving rise to macroglossia. Spontaneous 
thrombosis with subsequent calcification may produce hard nodules within this bluish 
colored tumor. Capillary hemangiomas have a flat, nonelevated surface whose color 
varies from pink to bright red. At times with more active blood vessel proliferation 
such lesions may assume a spongy, nodular growth, presenting themselves as solid 
masses among the sprouting capillaries. The mixed variety histologically displays 
components of the preceding two types. 

Chief Signs. Compressibility with immediate refilling; enlargement when the head 
is low or jugular veins compressed. 

Lymphangioma. Characteristics. Lymphangiomas often occur in the mouth, par- 
ticularly on the dorsum of the tongue, in the shape of verrucous, nodiform, and 
diffuse growths. They can often be observed at an early age, and remain small for a 
long time. At first the lesions are located superficially, and the surface vessels vary in 
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color from opaque white to blood red, the latter coloration being due to the fact 
that many of the dilated spaces contain extravasated blood instead of lymph (hemo- 
lymphangioma). As a rule, they increase in size intermittently in connection with 
the occurrence of inflammatory processes of the tumor tissue, which inflammations 
are easily caused by topical injuries, and there may coincidently be considerable 
swelling of the tongue or pronounced glossitis. 

Diffuse Lymphoma (Lymphangiomatous Macroglossia). Characteristics. Small 
fluid-containing vesicles appear under the transparent surface of the lingual mucous 
membrane, which are diffusely disseminated over the larger part of the tongue, not 
only on its surface but in the lingual substance. As a result the tongue may become so 
large that part of it will protrude from the mouth. 

Chief Signs. See page 225. 

Mucous Cyst. Characteristics. These may appear on the dorsal surface of the 
tongue, especially in the region of the papillae vallatae and the inferior surface of the 
tongue. They vary in size from a millet seed to a pea. Their walls are usually very thin 
and transparent. There are practically no subjective signs unless inflammatory mani- 
festations occur. They contain a clear, glairy material. 

Syphilis of the Tongue. Characteristics. The manifestations of primary, secondary, 
and tertiary lues of the tongue are liable to take on an ulcerative type. For complete 
description of these lesions see under Ulcers of the Tongue, page 230. 

Papilloma (Wart). Characteristics. Papillomas seldom appear on the tongue and 
when they do are usually situated on the base. They usually remain small, warty 
excrescences from the size of a pinhead to that of a pea. They are easily recognized 
from the fine and coarse eminences covering their surface. They cause no symptoms. 

Carcinoma. Characteristics. This disease begins as an ulcer. For complete descrip- 
tion see under Ulcers of the Tongue, page 230. 

Lingual Tonsillitis. Characteristics. The follicles on the base of the tongue become 
reddened and the region of the lingual tonsil is swollen. 

Chief Signs. Occurrence with faucial tonsillitis. 

Hypertrophy of the Lingual Tonsil. Characteristics. The swelling affects either 
isolated follicles or the entire mass, the superficial veins being varicosely dilated. 
These veins may burst during coughing or vomiting, giving rise to bleeding. There is 
a feeling of foreign body in the mouth. 

Chief Signs. Guttural sound to the speech; interference with singing (fatigue) ; 
cough; direct examination showing enlargement. 

Less Common Causes. Cartilaginous tumor; keloid; endothelioma; sarcoma; actino- 
mycosis; cystic lymphoma; cysts at the root of the tongue (thyroglossal cysts); 
struma of the lingual base (lingual thyroid); median rhomboid glossitis (red, 
diamond-shaped, roughened patch); histoplasmosis; pseudopapilloma; hemangio- 
pericytoma; malignant myoblastoma; rhabdomyosarcoma; adenocarcinoma; neuro- 
fibroma; tuberculosis; benign granular-cell myoblastoma; leukoplakia; sublingual 
salivary gland calculus; Riga’s disease. 


ATROPHIED TONGUE 


Bulbar Paralysis. Characteristics. The tongue appears to have sunk into the floor of 
the mouth; at times of seemingly normal size, though flabby and tending to lose shape, 
it gradually becomes atrophied, furrowed, and wrinkled. In the process of wasting, 
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flickers and vermicular contractions are incessant. Often it cannot be put out beyond 
the teeth, rolled up at its tip or on its edge, or moved from side to side. Owing to loss 
of power in the tongue the food is pushed back with difficulty into the pharynx and 
there is difficulty in the pronunciation of linguals. 

Chief Signs. See page 44. 

Tabes Dorsalis. Characteristics. A patch of syphilitic meningitis, usually unilateral, 
may involve the hypoglossal nerve near its origin, producing atrophy of the paralyzed 
half of the tongue with deviation of the tongue when protruded toward the paralyzed 
side. One of the commonest multiple palsies of the neighborhood is the Hughlings 
Jackson’s syndrome, viz., hemiatrophy of the tongue, paralysis of the trapezius and 
sternomastoid, and paralysis of the vocal cord and soft palate on the same side (tenth, 
eleventh, and twelfth nerves). A typical bulbar paralysis may also occasionally be 
seen. 

Chief Signs. History of syphilis; loss of power in the tongue; indistinct pronuncia- 
tion; various cranial nerve palsies; positive serology and spinal fluid. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
The tongue occasionally shows mild transitory palsies, with hemiatrophy, unilateral 
and fibrillary twitchings. Ataxic movements of the tongue are frequent in the later 
stages. Occasionally subjective sensations of fullness, thickness, and difficulty in 
movement are observed. 

Chief Signs. See page 99. 

Poliomyelitis (Polioencephalitis, Bulbar and Pontine Forms). Characteristics. 
Occasionally the hypoglossal nucleus is involved, with paralysis and atrophy of the 
tongue. 

Chief Signs. See page 70S. 

Less Common Causes. Fracture of the base of the skull; cerebral tumor; tubercu- 
lous meningitis; poisoning from lead, arsenic, and carbon monoxide; encephalitis 
periaxialis diffusa (Schilder’s encephalitis ); twelfth-nerve injury by aneurysm of the 
vertebral artery; dislocation of the atlas; caries of the atlas; twelfth-nerve trauma; 
twelfth-nerve neuritis (middle ear infection, pharyngeal infection, rheumatic neuritis, 
diphtheritic neuritis, alcoholic neuritis, acute infective disease ) ; syringobulbia; vascu- 
lar disease (occlusion of the medial branches of the vertebral artery, thrombosis of 
the posterior inferior cerebellar artery); myasthenia gravis; twelfth-nerve neuroma; 
syndrome of posterior laterocondylar space (glosso-laryngo-scapulo-pharyngeal 
hemiplegia); syndrome of posterior retroparotid space (glosso-laryngo-scapulo- 
pharyngeal hemiplegia); syndrome of Tapia (palato-pharyngo-laryngeal hemiple- 
gia); Robin’s syndrome (congenitally small tongue—not atrophy ). 


FISSURED TONGUE 


Slight fissures are not infrequently present in the tongue and have no significance. 
A striking condition of this type is the so-called fissured or furrowed tongue (lingua 
plicata), in which the organ is normal in outline and only occasionally enlarged but 
is crossed both transversely and longitudinally by a number of deep folds. The condi- 
tion is hereditary and is seen in members of the same family. The furrows are rounded 
in shape and give an appearance as if the tongue had been folded and the creases had 
remained. There are usually no discomforting symptoms, but it is occasionally mis- 
taken for a pathologic condition. 
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Tertiary Syphilis (Gumma of the Tongue). Characteristics. The tongue is less 
often involved than the palate and, on account of the use of alcohol and tobacco, the 
lingual involvement usually takes the form of sclerotic glossitis, with smooth surface 
owing to loss of papillae; but this form of glossitis is complicated by deep rhagades or 
fissures, and erosions, usually at the lingual margins, which are apt to give rise to 
marked subjective symptoms. After healing they leave calluses which may cause deep 
furrows in the tongue, giving it an upholstered appearance. 

Chief Signs. See page 204. 

Secondary Syphilis of the Tongue. Characteristics. These fissures are almost always 
on the border of the tongue due to irritation of the teeth. They may occur in a mucous 
patch, in which case the fissure may be stellate and will show sloughy borders, or they 
may develop without a previous mucous patch. They may extend and form ulcers. 
After removal of rough teeth they heal quickly under antisyphilitic treatment. 

Chief Signs. See page 203. 

Leukoplakia. Characteristics. At the edge of a plaque the margin may be raised, 
giving rise to rhagades or deep tears. Leukoplakia is present in many cases of syphilis, 
and a severe variety associated with interstitial glossitis causes a firm thickening of 
the tongue with hypertrophied papillae on which there is a verrucous white covering, 
producing what is called cobblestone tongue. 

Chief Signs. See page 232. 

Less Common Causes. Median rhomboid glossitis; cirrhosis of the liver; chronic 
dysentery; xerostomia; pellagra; erysipelas; mongolism; cicatrices of ulcers; typhoid 
fever; acromegaly; bulbar paralysis; myasthenia gravis (triple shallow longitudinal 
furrow, one running along the raphe and one on either side). Melkersson’s syndrome. 


ULCERS OF THE TONGUE 


Aphthous Ulcer (Dyspeptic or Infective Ulcer; Canker Sore). Characteristics. A 
minute and extremely painful ulcer or ulcerated patch occurs, commonly at the tip of 
the tongue but frequently also on either side of the frenum below the tongue, in the 
frenum of the lower lip, and other situations along the gums. Small ulcerated patches 
appear, with raised, red or reddish yellow bases surrounded by a zone of inflamma- 
tion often bright red in color. The superficial slough may be removed, leaving a raw, 
extremely painful surface. The ulcers may be single or, more commonly, multiple. A 
fresh attack may appear while the first one is subsiding. 

Chief Signs. Usual absence of constitutional disturbance, but may be some gastro- 
intestinal premonitory symptoms; may be and often is a small herpoid patch, either 
single or multiple, preceding the ulceration; streptobacilli in the scrapings; ephemeral- 
ity, with tendency to recurrence. 

Ulcerative Stomatitis (Fetid Stomatitis; Putrid Sore Mouth). Characteristics. 
Septic infection of the mouth may occur as a result of a variety of causes, such as irri- 
tation of decayed teeth, acids, alkalies, or mercury, and may be accompanied by 
vesicle formation which upon rupture gives rise to small superficial ulcers. The en- 
tire oral mucous membrane is usually involved in the process. 

Chief Signs. See page 202. . 

Simple Traumatic Ulcer. Characteristics. Severe simple ulcers may occur on the 
margins of the tongue, associated with carious teeth with sharp margins. The ulcer is 
usually ragged in outline, or even serpiginous, the edges are not clear-cut, but irregu- 
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lar, rarely undermined. As a rule the ulcer itself is convex, with perhaps a notch 
corresponding to a carious tooth, and is surrounded by a red, inflammatory halo. The 
base is usually reddish or reddish yellow and may be covered with a moist, mucoid 
slough. It may be excessively painful. There may be a slightly indurated base, but the 
induration is not very hard and does not give the sensation of a piece of wood or 
cardboard, like carcinoma. It is persistent as long as the cause remains. 

Chief Signs. Presence of a source of irritation (bad teeth or denture); no, or only 
slight, induration of the lymph nodes; quick recovery on removal of the cause. 

Dentition Ulcers. Characteristics. In infants a small shallow ulcer may appear 
where the point of the tongue comes in contact with an erupting tooth. They belong 
to the class of traumatic ulcers (see page 230). 

Herpes Zoster. Characteristics. Small vesicles gradually appear, situated upon a 
slightly hyperemic base, which may become uncovered, leaving slightly raw, oozing 
patches, from which a clear, yellowish serum flows. 

Chief Signs. See page 218. 

Carcinoma of the Tongue. Characteristics. This may occur on any part of the 
tongue, but is more usual on the dorsum and borders of its body. Ulceration may be 
the earliest objective sign and may appear before the induration is evident or not until 
the tumor has attained some size. It may present a smooth, red surface that joins the 
mucous membrane in a sharp outline, or it may be covered with a ragged slough or 
foul septic granulations. One prominent characteristic is that its edges are usually 
rolled and prominent, seldom punched out, and almost never undermined; the ulcer 
tends rapidly to fungate, and a curious cauliflower, nodular appearance of the surface 
is seen. The surface is generally covered with a seropurulent, fetid slough, there is 
considerable pain, and the surface bleeds easily. As the ulcer increases in size, a 
curious stony hardness makes its appearance; the whole of the tissue surrounding the 
ulcer is hard. 

Chief Signs. Frequency in males, after 40; history of chronic irritation of the tongue 
(irregular teeth, tobacco, leukoplakia, gumma); progressive growth; early involve- 
ment of the submaxillary glands, which become hard and fixed; early loss of weight 
with, later, rapid emaciation and cachexia. 

Tertiary Syphilis of the Tongue (Gummatous Ulceration). Characteristics. The 
lesion may be superficial or deep. Superficial gummas begin as small infiltrations in 
the mucosa and submucosa which ulcerate giving rise to shallow, often irregular 
craters associated with chronic glossitis, fissures, and leukoplakia. Initial induration 
is rare, but if there is a surrounding interstitial fibrosis the lesion may be hard. A deep 
gumma, usually situated in the midline posteriorly, begins as a hard swelling which 
later softens and ulcerates, giving rise to a painless, deep ulcer with irregular, soft, 
steep walls and a thick, tenacious slough at its base. 

Chief Signs. See page 204. 

Secondary Syphilis of the Tongue (Mucous Patch). Characteristics. Multiple 
superficial ulcers, which are small, round and painful with sharp edges and a grayish 
floor situated along the edges and tip of the tongue and associated with mucous 
patches, are the lingual manifestations of this stage of the disease. Similar lesions are 
also found on the oral mucous membranes, including the edges of the mouth. 

Chief Signs. See page 203. 

Primary Syphilis of the Tongue (Chancre ). Characteristics. The primary sore may 
appear upon the tongue, but not nearly so frequently as upon the lips. It is more 
common in males than females. The lesion begins as a small papule which ulcerates. 
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The ulcerated chancre shows a shallow concave ulceration with a distinct parchment 
induration of the base. 

Chief Signs. Incubation of five or six days to six weeks; early and marked enlarge- 
ment of the cervical nodes, usually of both sides, not always greatest on the side of the 
sore, often however with one node much more enlarged than the others (satellite or 
pilot node ) ; absence of severe pain; grayish, seropurulent discharge constantly escap- 
ing; Treponema pallidum in the secretion; may or may not be positive serology. 

Tuberculous Ulcer of the Tongue. Characteristics. The tip or side of the tongue in 
its anterior half and the cheek are the most common situations. There is at first a non- 
indurated mass of tissue appearing like granulation tissue, the surface of which rapidly 
breaks down and ulcerates, producing irregular patches of painful ulceration, the 
surface being covered by a grayish white slough. The ulcers tend to bleed easily, show 
no tendency to heal, and are generally multiple. Glandular enlargement is a late 
symptom and is almost invariably associated with secondary infection of the ulcers by 
pyogenic organisms. 

Chief Signs. Presence of severe pain, infection of lymph nodes, and absence of a 
positive serology (differing from gumma); absence of induration with the presence 
of a soft fluctuating type of node rather than hard and shotty (differing from epithe- 
lioma) ; may be presence of tubercle bacilli in the scrapings; presence of tuberculous 
lesions elsewhere, especially in the lung. 

Whooping Cough (Pertussis). Characteristics. An ulcer may involve the frenum 
as a result of repeated pressure of the frenum against the lower incisor teeth during 
the paroxysms of cough. 

Chief Signs. See page 388. 

Less Common Causes. Foot-and-mouth disease; actinomycosis; pemphigus; sprue; 
hemiglossitis with herpes; diphtheria; sarcoma; noma (by extension from the cheek) ; 
chronic ulcerative stomatitis or stomatocace (by extension from the gums ); mercuri- 
alism; smallpox; chickenpox; Vincent’s angina; lymphogranuloma inguinale; ery- 
thema multiforme; drug allergy; geographical tongue. 


WHITE PATCHES ON THE TONGUE 


Leukoplakia (Leukoma). Characteristics. There are focal thickenings of the mu- 
cosa, which appear as smooth, dry, milk-white patches. The most recent look like 
mucous membrane which has been painted with weak silver nitrate solution. The 
older foci are pure white or bluish white, with a kind of mother-of-pearl luster. The 
plaques are sharply separated from the neighboring parts and often surrounded by 
a narrow infiltrated zone. Plaques in various stages of development may be present 
in the mouth at the same time. Here and there a ridge is raised at the margins and 
finally detached, giving rise to rhagades or deep tears. Leukoplakia preferably invades 
the anterior part of the dorsal surface of the tongue, especially toward the tip and at 
the margins, though there may also be foci on the inner malar surface and the lips. 

Chief Signs. Occurrence in males, usually after 50; may be history of excessive 
smoking or drinking; may or may not be history of syphilis; usual absence of pain; 
peculiar blunted sensation as of a foreign body in the mouth, provoking constant 
licking or picking; chronicity. 

White Tongue (Lingua Alba). Characteristics. Here the whole tongue becomes 
white. 
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For description see under Coated Tongue, page 223. 

Thrush (Parasitic Stomatitis ). Characteristics. The essential symptoms of thrush 
are the appearance upon the mucous membrane of the mouth, usually beginning upon 
the tongue or inner surface of the cheeks, of small white flakes which resemble de- 
posits of coagulated milk but which differ from them in the fact that they cannot be 
wiped off. 

Chief Signs. See page 203. 

Geographical Tongue. Characteristics. This rare condition commences as a small, 
red, light red, or darkish purple spot which gradually spreads from the center, pro- 
ducing a glossy appearance, regular in outline and occasionally marked by concentric 
rings. It may desquamate and the atrophic center shows a slight depression, while the 
margins are at times slightly raised and brighter red. The spreading edge is grayish, 
grayish white, sometimes white. The size is usually from %4 to Y2 inch, and there is 
usually only one patch, though there may be several. When multiple patches occur, 
the rings join one another, giving a curious wavy outline resembling a map. The 
margins of the patches may actually coalesce and produce slightly raised areas. The 
lesions are usually on the dorsum of the tongue, though the tip and sides may be af- 
fected. 

Chief Signs. Hereditary history; occurrence usually under 4 years; premonitory 
itching; duration three to four weeks, with recrudescences for years. 

Less Common Causes. Vitamin A deficiency. 


SCARRED TONGUE 


Epilepsy. Characteristics. During the clonic stage, tongue-biting is common and, 
when this has been frequently repeated, lacerations may become deep enough to 
cause scarring, especially along the borders and at the tip. 

Chief Signs. See page 47. 

Trauma. Characteristics. A scar on the tongue may be situated at the location of a 
previous laceration, incision, or operation wound. The most frequent causes of lacer- 
ation are accidental biting of the tongue during sleep, careless chewing, or a fall 
while the tongue is held between the teeth. 

Less Common Causes. Gumma of the tongue (healed ulcer) ; bulbar paralysis. 


TREMOR OR SPASM OF THE TONGUE 


General Paresis (General Paralysis of the Insane). Characteristics. A character- 
istic tremor of the tongue, lips, and circumoral facial muscles is a pretty constant 
early symptom. It is accentuated by emotion, attempts to speak, and on protrusion 
of the tongue, and consists of irregular, inconstant, more or less quivering movements 
passing over the tongue in rippling waves. 

Chief Signs. See page 105. 

Epilepsy. Characteristics. During the seizure the tongue is involved in the tonic 
and clonic convulsions, which characterize the attack, and is frequently pressed be- 
tween the teeth where it is bitten and injured. 

Chief Signs. See page 47. 

Senile Tremor. Characteristics, There is a gentle anteroposterior tremor of the 
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tongue with a synchronous movement of the orbicularis oris and other parts of the 
body. 

Chief Signs. Occurrence in old age; bilateral tremor of the head, jaws, hands, and 
lips; absence of rigidity and other signs of paralysis agitans. 

Paralysis Agitans (Parkinson’s Disease). Characteristics. Tremor may implicate 
the tongue and lips in association with the coarse rhythmical tremor of the extremi- 
ties and head. 

Chief Signs. See page 43. 

Delirium Tremens. Characteristics. The tongue, covered with a thick, white fur, is 
tremulous when protruded; this accompanies a general muscular tremor. 

Chief Signs. See page 783. 

Cirrhosis of the Liver. Characteristics. The furrowed tongue usually seen in this 
condition is often tremulous. 

Chief Signs. See page 35. 

Anxiety State. Characteristics. Tremor of the tongue and corners of the mouth 
when the patient is asked to show the teeth or protrude the tongue is often associated 
with tremor of the outstretched fingers in this condition. 

Chief Signs. Source of anxiety; tachycardia; diaphoresis; irritable bowel; nervous 
dyspepsia; stabbing precordial pain; other psychosomatic difficulties. 

Brominism. Characteristics. The tongue is tremulous and saliva dribbles from the 
mouth. 

Chief Signs. History of ingestion of the drug; blunting of the intellectual faculties 
(impaired memory, listlessness); staggering gait; bluish, acnelike eruption on the 
skin; chemical examination of the urine and blood. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. When the tongue is involved 
it is ataxic rather than tremulous, the lingual trouble being associated with a peculiar 
constant rolling movement of the tongue on the floor of the mouth even when the 
patient is not speaking. There is often an annoying sensation as if the tongue were 
covered with blotting paper, which the patient tries to get rid of by the restless rolling 
of his tongue, 

Chief Signs. See page 44. 

Typhoid Fever. Characteristics. When the patient becomes delirious there may be 
marked tremor of the tongue and lips. 

Chief Signs. See page 790. 

Tic. Characteristics. The tongue and jaws are occasionally the seat of frequently 
repeated, explosive, purposeless, grimacing movements. Such tiquers often have ex- 
plosive articulation (word swallowing), sudden stoppage of speech. The tongue may 
be protruded from the mouth, pressed into the cheek, rolled up, or otherwise wriggled 
during the performance of the act (habit spasm). 

Chief Signs. See page 47. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. In the process 
of wasting which the tongue gradually undergoes, fibrillary tremors are seen accom- 
panied by weakness in moving the organ in mastication and labial pronunciation. 

Chief Signs. See page 44. 

Multiple Sclerosis (Disseminated Sclerosis). Characteristics. The tongue usually 
shows unilateral and fibrillary twitchings, with ataxic movements in the later stages 
and occasionally modifications of taste. 

Chief Signs. See page 99. 

Friedreich’s Ataxia, Characteristics. The tongue is ataxic rather than tremulous, 
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its movements being slow, thick, and clumsy, resulting in the patient talking as though 
he had a foreign body in his mouth (hot potato speech). 

Chief Signs. See page 99. 

Neurosis. Characteristics. Spasms of the tongue, when not demonstrably of organic 
origin, are hysterical as a rule. 

Chief Signs. See page 558. 

Less Common Causes. Tobaccoism; chronic alcoholism (tremor of the lips); bi- 
lateral hemiplegia; cerebral diplegia; cocaine addiction (withdrawal) ; opium addic- 
tion (withdrawal) ; uremia; cholemia; hysteria; congenital double athetosis; epidemic 
encephalitis (spasmodic spasms); hypoglossal syndrome (fibrillary twitchings or 
waves on the affected side). 


INABILITY TO PROTRUDE THE TONGUE 


If the tongue is paralyzed the lesion involves both hypoglossal nuclei. It is ac- 
companied by atrophy if the lesion is nuclear but not if the lesion is cortical or 
supranuclear. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. The tongue 
becomes atrophied, wrinkled, and tremulous, and finally lies inert on the floor of the 
mouth. The patient cannot protrude the lips, nor whistle. Dysphagia and dysarthria 
are present. 

Chief Signs. See page 44. 

General Paresis (General Paralysis of the Insane). Characteristics. In the later 
stages the tongue becomes immovable and the patient inarticulate. 

Chief Signs. See page 10S. 

Less Common Causes. Syphilitic basal meningitis; caries of the atlas; diphtheritic 
paralysis; lead poisoning; tabes dorsalis; cerebral tumor; caries of the base of the 
skull; tuberculous meningitis; tumor of the upper cervical cord; pseudobulbar 
paralysis; myasthenia gravis (weakness); Schilder’s encephalitis (encephalitis peri- 
axlalis diffusa). 


DEVIATION OF THE TONGUE WHEN PROTRUDED 


(Unilateral Protrusion) 


If atrophy of the affected half of the tongue exists, the lesion is nuclear or in- 
franuclear; if atrophy is not present it is cortical or supranuclear. In peripheral facial 
paralysis the tongue may appear to be deviated to one side, but careful scrutiny shows 
this not to be the case, the apparent deviation being due to facial asymmetry. 

Hemiplegia. Characteristics. The tongue, when protruded, deviates to the para- 
lyzed side, since the tongue is pulled rather than pushed out of the mouth by the 
action of the geniohyoglossus muscles, which have their bony origin behind the 
symphysis of the lower jaw, the weakening of the muscle on the paralyzed side al- 
lowing overaction of the one on the sound side. There is no atrophy as the lesion, 
usually in the internal capsule, is supranuclear (above the hypoglossal nucleus). The 
tongue can be moved from side to side within the mouth, but there may be some 
interference with the lingual consonants. 

For causes see page 338, 
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Syringomyelia (Spinal Gliosis). Characteristics. Occasionally one hypoglossal 
nucleus is involved with consequent paralysis and atrophy of one side of the tongue, 
producing deviation of the tongue toward the paralyzed side on protrusion. 

Chief Signs. See page 342. 

Less Common Causes. Basilar aneurysm; vertebral artery aneurysm; central facial 
paralysis; hemiglossitis; cerebral tumor; cervical cord tumor; wound of the neck; 
caries of the atlas; fracture of the atlas; dislocation of the atlas; hypoglossal neuritis 
secondary to middle ear or pharyngeal lesions; diphtheritic hypoglossal neuritis; 
alcoholic hypoglossal neuritis; hypoglossal neuritis of infective diseases; polioen- 
cephalitis; tabes dorsalis; polysclerosis; occlusion of the median branches of the 
vertebral artery; thrombosis of the posterior inferior cerebellar artery; hypoglossal 
neuroma (very rare); hysterical spasm; syndrome of posterior laterocondylar space 
(glosso-laryngo-scapulo-pharyngeal hemiplegia ). 


LOSS, IMPAIRMENT, OR PERVERSION OF THE 
SENSE OF TASTE 


(Ageusia; Parageusia; Cacogeusia ) 


The basic sense of taste is a function of the tongue. Fibers from the anterior two 
thirds of the tongue pass via the chorda tympani to the glossopharyngeal nucleus, 
and those from the posterior third terminate in the same area via the glossopharyn- 
geal nerve. The cortical representation for taste is in the lower portion of the post- 
central gyrus. The normal tongue can only distinguish salt, sweet, sour, and bitter, 
the infinite variety of tastes beyond these being in reality predicated upon the sense 
of olfaction. Thus, loss of taste proper may be found in disease of the tongue itself, 
of the chorda tympani, of the glossopharyngeal nerve, or of the glossopharyngeal 
nucleus. In general, a heavily coated tongue will have impaired taste function, the 
taste bulbs being covered by the deposit. Irritating condiments will also impair the 
sense of taste. A large group of taste reflex perversions are found in vasotonic in- 
dividuals, chiefly of gastric origin. 

Simple Acute Rhinitis (Coryza; “Cold in the Head”). Characteristics. Swelling 
of the mucous membrane of the nose with consequent obstruction brings on an early 
perversion or absence of the senses of taste and smell. In reality the fundamental 
tastes, which are those of salt, sweet, sour, and bitter, are generally retained, since 
they are innervated by the tongue, while all the infinite variety of tastes which are in 
reality predicated upon the sense of olfaction are perverted or destroyed. 

Chief Signs. See page 164. 

Acute Rhinitis of Infectious Diseases. Characteristics. During the early stages of 
certain infectious diseases, especially measles and influenza, the edema of the mem- 
brane of Schneider may interfere with olfaction and hence with taste. 

Nasal Obstruction. Characteristics. Considerable or complete nasal obstruction 
from whatever cause may bring about interference with the olfactory element of 
taste. 

For causes see page 170. 

Hay Fever (Pollinosis). Characteristics. Many persons have a temporary diminu- 
tion of taste sense (i.e., olfaction, taste), and after frequent recurrent attacks the con- 
dition may be permanent. 

Chief Signs. See page 172. 
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Peripheral Facial Paralysis. Characteristics The sense of taste may or may not be 
abolished on the anterior two thirds of the tongue on the paralyzed side. Taste may 
not be affected at all in mild cases of paralysis, owing to the limitation of the neuritis 
to the nerve distribution upon the face. In the more severe cases, on the other hand, 
taste is usually lost early in the disease, owing to neuritic extension along the bony 
canal, involving the chorda tympani. 

Chief Signs. See page 49. 

Trigeminal Nerve Paralysis. Characteristics. Taste is impaired in the anterior two 
thirds of the tongue on the affected side but does not remain totally lost, and though 
the patient is unable to feel the contact of food or other objects on that side, he still 
retains acute sense of taste at the back of the tongue. 

Chief Signs. May be symptoms of cerebral tumor, bulbar paralysis, tabes, syringo- 
myelia, or basal meningitis; may be inability to move the lower jaw to the healthy 
side, with deviation of the jaw to the paralyzed side when the mouth is open; anes- 
thesia of the corresponding half of the face and scalp, including the cornea and con- 
junctiva; hemianesthesia of the tongue; diminished secretion of tears, nasal mucus, 
and saliva on the affected side; anesthesia of the teeth on the paralyzed side with 
tendency to drop out. 

Neurosis and Psychoneurosis. Characteristics. Psychogenic taste modification, such 
as metallic tastes, interpreted as poisons, are frequent in hysterical conversions, in 
certain projections of paranoid individuals, in cyclothymias (mild excitements and 
depressions), and in neuroses. A desire to taste or eat disgusting substances may 
occur in some of the dementing psychoses. 

Chief Signs. See page 809. 

Mercurialism. Characteristics. A metallic taste in the mouth accompanies the sali- 
vation. 

Chief Signs. See page 195. 

Bismuth Poisoning. Characteristics. Similar to mercurialism (see above). 

Chief Signs. See page 207. 

Dyspepsia. Characteristics. There may be a bad taste in the mouth sufficient to be 
complained of. 

For causes see page 540. 

Abscess of the Lung. Characteristics. A bad taste accompanies the expectoration 
of fetid pus. 

Chief Signs. See page 391. 

Gangrene of the Lung. Characteristics. A bad taste is produced by the passage 
through the mouth of the intensely fetid tissue which is raised. 

Chief Signs. See page 392. 

Bronchiectasis. Characteristics. A bad taste may occur due to raising of fetid or 
acidlike sputum. 

Chief Signs. See page 388. 

Jaundice. Characteristics. A bitter taste may be complained of. 

For causes see page 829. 

Pyorrhea Alveolaris (Riggs’ Disease). Characteristics. At times the patient may 
complain of a disagreeable taste in the mouth, but this symptom is far from constant. 

Chief Signs. See page 209. 

Dental Caries. Characteristics. There may be a slightly disagreeable taste if the 
cavity is large and contains offensive material, 

Chief Signs, See page 31, 
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Epilepsy. Characteristics. Gustatory hallucinations may occur as a part of the 
epileptic aura, alone or combined with olfactory hallucinations (cacosmias ). 

Chief Signs. See page 47. 

Uncinate Gyrus Lesions. Characteristics. Seizures may occur (uncinate fits) as a 
result of organic lesions of the uncinate gyrus (glioma, pituitary tumor, syphilis, 
congenital aneurysm, arterial thrombosis, etc.), in which there are episodic attacks 
of unpleasant, perverted subjective sensations of taste and smell, which may or may 
not be accompanied by a dreamy state with reminiscence, fear, smacking movement 
of the lips, salivation, chewing movements of the jaw, and sometimes spitting. There 
may be unconsciousness, during which the arm opposite the lesion moves about 
slowly, deliberately, and apparently purposely. The attacks may be succeeded by 
transient, bilateral, incomplete loss of the senses of taste and smell. In cases with 
destructive lesions of the uncinate lobe, there is never complete loss of taste or smell, 
but a bilateral impairment is not uncommon. 

Chief Signs. May be general symptoms of intracranial tumor; x-ray. 

Iodism and Brominism. Characteristics. The sense of taste may be affected as in 
simple acute rhinitis (see page 164). 

Chief Signs. See pages 174 and 234. 

Less Common Causes. Glossopharyngeal paralysis; stomatitis; lesions of the 
tractus solitarius from syphilis, tumor, multiple sclerosis, syringomyelia, poliomyelitis 
(total or one-sided loss of taste); lesions of the corpus mammillare, tractus tegmenti 
dorsalis, and Ammon’s horn; simple chronic rhinitis; gustatory agnosia; bulbar paral- 
ysis; nasal polyp; atrophic rhinitis; use of drugs (arsenic, asafetida, copper, lead, 
paraldehyde, tartar emetic, valerian); duodenal ulcer; empyema; hepatic disease; 
pancreatic disease; peritonitis; tonsillitis; typhus; variola; pregnancy; glossitis; in- 
sanity; migraine (intermittent); gingivitis; epithelioma; gumma; tuberculous cavity; 
gummatous meningitis; diphtheria; tabes dorsalis. 
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PAIN IN THE TEETH 


(Toothache; Sensitive Teeth) 


The majority of pains in the teeth are due to tooth disease. The teeth are special- 
ized, hard, calcified organs, which are composed of two fundamental parts—the 
crown and the root or roots. The crown is the exposed portion of the tooth, and the 
root is that portion of the tooth which is embedded in the alveolar bone and which 
is covered by mucous membrane. The crown is enveloped by a hard translucent sub- 
stance, the enamel. The root of a tooth is covered by a thin, osteoid substance, 
cementum. The bulk or body of the tooth is composed of a hard substance, dentine. 
The dental pulp, composed of vascular and nerve tissue, occupies the cavity in the 
central portion of the tooth. The periodontal membrane is a fibrous membrane which 
serves to attach the root of the tooth to bone. 

Hypersensitive Dentine. Characteristics. A sharp pain of very short duration is 
produced by the infiltration of acid, salt, or sweet substances into contact with the 
hypersensitive surface, or by exposure of the dentine to cold air. Food in mastication 
may be forced against this surface and cause pain which immediately subsides but 
may be repeated for some time. The sensitiveness of dentine varies much in different 
individuals. 

Chief Signs. May be dental caries, enamel erosion, abrasion, fracture, or leaky 
fillings; testing by contact of a sharp instrument against the suspected area, when the 
characteristic pain is produced, which ceases upon removal of the instrument (or by 
a blast of cold air against the area with a syringe). 

Exposed Pulp. Characteristics. There may be excruciating pain following mastica- 
tion, or pressure or suction exerted upon the cavity by means of the tongue. Increase 
of pain or throbbing pain following the use of salt or acid foods is fairly indicative of 
a practical exposure. 

Chief Signs. Usually presence of caries; visualization of the exposed pulp after 
cleansing the cavity, or pain on probing or pressure with a pellet of cotton. 

Acute Pulpitis. Characteristics. Excruciating, pulsating pain results from the pres- 
sure of the accumulating exudate in the unyielding pulp canal and chamber, which in 
severe cases may be associated with fever, malaise, and headache. As the inflamma- 
tory reaction advances it involves the apical periodontal membrane with consequent 
loosening of the tooth and percussion soreness. In severe cases osteomyelitis of the 
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surrounding bone is produced which may subsequently perforate the periosteum dis- 
charging either intraorally or extraorally. If the reaction is in the maxilla there may 
be maxillary sinus perforation. 

Chief Signs. May be caries or large or leaky fillings; may be referred pain (face, 
eye, ear, neck, scalp, etc.); percussion soreness of the involved tooth; immediate 
relief with adequate drainage. 

Acute Periapical Inflammation. Characteristics. This is but an intermediate stage 
between an acute pulpitis and what may eventuate in an acute osteomyelitis or a 
chronic periapical inflammation. The patient’s complaints are essentially those of 
an acute pulpitis. 

Chief Signs. See Acute Pulpitis above. 

Abscess of the Pulp. Characteristics. Focal abscesses produce severe pain, which 
is intermittent and often more intense when the patient is recumbent. There may be 
no visible lesion on the tooth, but usually there is a restoration in place. Cold pro- 
duces a sharp response which slowly diminishes, settling down to a dull, throbbing 
ache. Identification of the offending tooth is often difficult. 

Chief Signs. Often restoration in place; evacuation of pus from the pulp. 

Acute Alveolar Abscess (Acute Apical Abscess; Acute Periodontitis; Acute Peri- 
cementitis ). Characteristics. This may cause acute throbbing pain which, after per- 
foration of the alveolar process, becomes less acute or temporarily ceases. The pain 
may be poorly localized. It is the end result of severe acute pulpitis. 

Chief Signs. Acute onset; redness of the gum, followed by swelling and later fluctu- 
ation and pointing; extrusion, looseness, and dullness to percussion; may be fever; 
may be rupture with fistula formation; x-ray. 

Pyorrhea Alveolaris (Riggs’ Disease; Suppurative Periodontitis). Characteristics. 
In the first stage (acute periodontitis) any attempt to touch the tooth or to bite upon 
it may cause intense pain. The pain is continuous, and worse at night, but is usually 
not increased by changes of temperature; heat usually gives relief. On palpation of 
the alveolar process, acute pain is frequently complained of over the socket of the 
involved tooth or teeth. When the process becomes chronic (second stage) pain is 
not a common symptom (absent in 50 per cent); occasionally acute pain may be 
referred to one or other position, usually between the teeth. As chronic alveolar 
osteitis develops (third stage) pain becomes an uncertain symptom; if complained of, 
it usually occurs in bouts, associated with acute local suppuration in one or another of 
the affected areas. 

Chief Signs. See page 209. 

Pulp Nodules (Pulp Stones). Characteristics. There may be no pain, or there may 
be intractable pain without sufficient caries to cause acute pulp disease or without any 
external evidence of disease whatever. The tooth may be excessively sensitive to 
what are ordinarily mild sources of irritation; cool water directed into a shallow cav- 
ity produces paroxysmal and excruciatingly painful response. Large nodules, on the 
other hand, may render the pulp almost insensitive. 

Chief Signs. May be reflex neuralgia (ear, scalp, eye, face); x-ray. 

Less Common Causes. Pericementitis; trauma; pregnancy; influenza; malaria; 
trigeminal neuritis; pressure upon the trigeminal nerve; gout; stomatitis; gingivitis; 
infection, cyst, or neoplasm of the maxillary sinus; otitis media (referred pain to the 
jaw); iritis (referred pain to the upper jaw); hysteria; sphenopalatine neuralgia 
(Sluder) ; vidian neuralgia. 
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EARLY DENTITION 
The deciduous or milk teeth are twenty in number. The time at which they appear 


is subject to considerable variation even under normal conditions. The following is 
the order and average time of appearance of the different teeth: 


DEcIDUOUS TEETH MONTHS 
1. Four central incisors . : : : : P : 6to 8 
2. Four lateral incisors . A : E : : : atOme 9 
3. Four cuspids (canines) , ; : : ; stone 
4. Four first molars F ; Z ; : : . 14to16 
5. Four second molars. P : ; : : Stor 0 

AGE NUMBER OF TEETH 
At 1 year a child should have . ; : : : : sali d's 
At 1% years a child should have : ; : ; 5 fA 
At 2 years a child should have . : 3 : : : . 16 
At 2% years a child should have : : : : : 574! 


The following table gives the average time of appearance of the permanent teeth, 
which are thirty-two in number: 


PERMANENT TEETH YEARS 
1. Four first molars ; , é : ; : : 6to 7 
2. Four central and four lateral incisors - ; ; 4 TECOES 
3. Four first premolars (bicuspids)  . d ; : LOMO 
4. Four second premolars ‘ : : ; : ee ton lz 
5. Four cuspids (canines) d ; ; ; ; Pe estos 
6. Four second molars. ; : : : : . 12tol14 
7. Four third molars ; ; ; - , : 5 I iikey HO 


The order in which the teeth appear is much more regular than their time of 
appearance. Infants may be born with teeth, though this is rare. It is not at all un- 
common for the first teeth to appear in the fourth month. Nursing infants are, as a 
rule, a little earlier in their dentition than those artificially fed. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. Syphilitic children are 
rather prone to early dentition, and under such circumstances rapid and early decay 
is likely to occur. 

Chief Signs. See page 244. 

Less Common Causes. Tuberculous diathesis; adrenogenital syndrome; Leydig- 
cell tumors; hyperthyroidism in children. 


DELAYED DENTITION 


In many healthy infants no teeth appear before the tenth month, sometimes even 
later. If symptoms of malnutrition date from birth, dentition is almost invariably de- 
layed. Provided, however, an infant is well nourished and thrives properly for the first 
six or eight months the eruption of teeth is likely to go on steadily after this time, even 
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though the child may later have chronic indigestion or suffer from extreme malnutri- 
tion from any cause except rickets. 

Rickets (Rachitis). Characteristics. This is the commonest cause, perhaps, of 
delayed dentition. It is apt to be late and difficult, i.e., it is associated with attacks of 
indigestion or other disturbances which may be serious. Individual cases, however, 
present great variation in this regard. In about 50 per cent the first teeth are cut on or 
before the eighth month; in 20 per cent not until 12 months; and in 8 per cent as late 
as 15 months. Even though the first teeth come at the usual time, the progress of 
dentition is usually retarded by the development of the disease. Defects in the decidu- 
ous teeth are infrequent, but in the permanent teeth enamel defects are extremely 
common. 

Chief Signs. See page 13. 

Cretinism (Sporadic or Acquired). Characteristics. The teeth appear very late and 
are apt to decay early. The latest dentition is seen in this disease. It is not rare for the 
first teeth to appear as late as 18 months or 2 years. As a rule, dentition and ossifica- 
tion of the bones of the head go on in a corresponding manner. The second dentition 
may not begin until adult life. 

Chief Signs. See page 13. 

Idiocy and Imbecility. Characteristics. Great irregularities in dentition are common 
in children with defective mental development. These are more in the order of irregu- 
larities in the order in which the teeth appear. 

Chief Signs. See page 42. 

Less Common Causes. Infantile scurvy; Mongolian imbecility; anosteoplasia; 
Cooley’s anemia (retarded development of permanent teeth); hypopituitarism; mal- 
nutrition (from birth); cleidocranial dysostosis (delayed eruption of permanent 
teeth). 


GRINDING OF THE TEETH 


This symptom is of little importance in diagnosis. It is usually an accompaniment 
of some gastrointestinal disorder, and occurs also in neurotic children whose sleep is 
fitful. 

Roundworm Infestation of the Intestines. Characteristics. Disturbed sleep with 
grinding of the teeth at night is given as one of the symptoms of this condition, but 
too much importance is placed upon this symptom as evidence of worms. It is, how- 
ever, perhaps more common with infestation of Ascaris lumbricoides than with other 
worms. 

Chief Signs. Occurrence usually between the third and tenth years; indefinite symp- 
toms of intestinal irritation (indigestion, colic, tympanites, anorexia); may be pro- 
longed low fever; may be nervous phenomena (chills, headache, vertigo, hallucina- 
tions, convulsions, tetany, transient strabismus, hemiplegia, aphasia); eosinophilia; 
discovery of the worms or ova in the stools. 

Tuberculous Meningitis (Basilar Meningitis ). Characteristics. Intense grinding of 
the teeth may occur. 

Chief Signs. See page 94. 

Less Common Causes. Epilepsy; hydrocephalus; tension dental pressure habits; 
insanity; mental defectiveness; tic; hysteria; allegedly reflexly from irritation of the 
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prepuce by smegma, of the throat by adenoids, or of the ear by wax in infants and 
juveniles. 


CARIOUS TEETH 


Dental caries affects civilized populations to a much greater extent than native 
races. The destruction of the tooth tissues may be, and can often actually be proved 
to be, due to some malformation either of the tooth structure itself or of the position 
of the individual teeth in relation to one another. The teeth become destroyed by the 
action of bacteria upon fermentable foodstuffs which become attached or impacted 
between teeth. Certain conditions predispose to caries, as listed below. 

Pregnancy. Characteristics. Many women suffer from dental caries (“For every 
child a tooth’’). 

Chief Signs. See page 559. 

Diabetes Mellitus. Characteristics. Caries and pyorrhea alveolaris are apparently 
favored by this disease. 

Chief Signs. See page 371. 

Pernicious Anemia. Characteristics. The teeth are often very bad, and pyorrhea 
alveolaris may be said to be present in all cases. 

Chief Signs. See page 36. 

Congenital Syphilis. Characteristics. The first teeth erupt earlier than normally but 
are also prone to early decay. 

Chief Signs. See page 244. 

Cretinism. Characteristics. The first set of teeth appear very late and are apt to 
decay early. 

Chief Signs. See page 13. 

Less Common Causes. Acid dyspepsia; exophthalmic goiter; trauma of the teeth; 
nasal obstruction; myxedema; phosphorus poisoning; typhoid fever; leukemia; osteo- 
petrosis; congenital or acquired xerostomia; hyperparathyroidism. 


LOOSENING OF THE TEETH 


As the permanent teeth grow and push upward during the second dentition, the 
permanent teeth cause atrophy of the roots of the first teeth and gradually cut off 
their blood supply, so that they loosen and fall out. The teeth may become loose in 
any acute wasting disease. 

Pyorrhea Alveolaris (Riggs’ Disease; Suppurative Periodontitis). Characteristics. 
In the third stage of this common disease, that of chronic alveolar osteitis, the normal 
alignment of the teeth in the dental arch is irregular, due to the loss of the bony 
sockets and yielding of the softened bone during mastication. The slightest lateral 
pressure produces considerable movement of the tooth in its socket; pressure applied 
in the direction of the root from a crown may cause the tooth to move up and down 
slightly in its socket. Certain areas of the jaw are more affected than others, so that 
variations in the degree of looseness of the teeth in various parts occurs. Some of the 
teeth may become so loose as to be removable with the fingers and have even been 
known to drop out or be sneezed out. 

Chief Signs. See page 209. 

Mercurialism (Chronic Mercury Poisoning). Characteristics. In the more severe 
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cases and in those of longer duration the teeth are loosened, sometimes being so loose 
that they can be picked from the gum. 

Chief Signs. See page 195. 

Scurvy (Scorbutus). Characteristics. Owing to the severe gingivitis and generalized 
periodontitis in this disease, the teeth soon become loose and may be found easily 
movable. They may even fall out. 

Chief Signs. See page 209. 

Acute Alveolar Abscess. Characteristics. There is extension and temporary loose- 
ness of the affected tooth. 

Chief Signs. See page 240. 

Less Common Causes. Malocclusion of the teeth; diabetes mellitus; leukemia; 
gangrenous stomatitis; phosphorus poisoning; xerostomia; purpura; trigeminal neu- 
ralgia (may drop out on the affected side); resorption of the roots of the permanent 
teeth; ulcerative stomatitis; catarrhal stomatitis; trigeminal nerve paralysis (cerebral 
tumor, tabes dorsalis, syringomyelia, basal meningitis); malignant neoplasm of the 
antrum of Highmore (spontaneous loss of teeth) ; fracture of the jaw; salivary calcu- 
lus (deposit) ; sarcoma of the alveolus. 


ANOMALIES OF THE TEETH 


Systemic as well as local factors may operate to affect the form and structure of 
teeth, and either may be disturbed individually or both may be simultaneously in- 
volved. Deciduous or permanent teeth may be affected, more frequently the latter. 

The permanent teeth may be laminated due to intervals of arrested development 
during some acute disease in childhood. A similar condition may be present in the 
fingernails. 

Ectodermal Dysplasia. Characteristics. The teeth may be partially or completely 
absent (partial or total anodontia) or they may merely be defective in their develop- 
ment. 

Chief Signs. Hypotrichosis; dry, smooth, glossy, translucent skin; dystrophic 
changes of the fingernails and toenails; congenital cataracts; thickening of the lips; 
depression of the bridge of the nose; high palatal arch; retarded mental develop- 
ment. 

Dental Ectodermal Hypoplasia. Characteristics. This results in localized develop- 
mental defects of the teeth and has a variety of etiologies. At times hypoplastic defects 
involving the enamel are of congenital origin. The involved teeth are yellowish, show 
no evidence of enamel formation, and are extremely sensitive to thermal changes 
(hereditary amelogenesis imperfecta). In other instances enamel hypoplasia may be 
the result of the ingestion of substances which interfere with or completely stop the 
normal maturation of ameloblasts. Such a situation occurs in cases of excessive 
fluorine ingestion, resulting in mottled enamel and characterized by chalky or pitted 
areas which appear as white, brown, or black defects. Deficiency of parathormone 
may likewise result in enamel hypoplasia in the form of horizontal bands or rows on 
the tooth crown. Nutritional deficiences may also be responsible for enamel hypo- 
plasia. 

Chief Signs. Hereditary background at times; excessive fluorine ingestion; endo- 
crine disturbances; nutritional deficiency; diffuse or local enamel defects. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The characteristic 
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teeth of this disease are those of the second set. Only the upper central incisors are 
to be relied upon for diagnostic purposes, although changes are frequently seen in 
other teeth. The typical teeth are the Hutchinson’s teeth; the upper central incisors 
are often rounded and peglike and have a single notch in the center of the edge, usu- 
ally shallow and more or less crescentic in shape. The enamel is generally deficient in 
the center of the notch, and the tooth here is apt to be discolored. These teeth are 
not properly placed, but incline either toward or away from each other. Hutchinson’s 
teeth are good but not infallible evidence of the disease and are not present in about 
50 per cent of the cases. The teeth in other cases may be variously dwarfed and de- 
formed; they often taper regularly from the base to the edge, giving rise to the term 
“screw-driver teeth.” The first molars may be small and domed (Moon’s teeth). 

Chief Signs. May be history of syphilis in the mother; may be bilateral interstitial 
keratitis, often with iritis or disseminated choroiditis; saber-shaped tibiae; may be 
swollen knees; may be deafness; may be saddle nose; positive serology. 

Dental Ectodermal Hyperplasia. Characteristics. Accessory teeth, rudimentary 
teeth, and third dentition are included in this type of dental anomaly. 

Chief Signs, Excessive number of teeth; distortion as to size, shape, and location; 
X-ray, 

Hereditary Dentiogenesis Imperfecta. Characteristics. This is a localized form of 
mesodermal dysplasia affecting the dentine. The teeth so involved are translucent and 
vary in color from gray to brown. Either or both dentitions may be involved, and the 
enamel is normal. 

Chief Signs. Hereditary nature; often osteogenesis imperfecta; x-ray (tapering of 
roots, partial absence or enlargement of root canals, radiopaque roots). 

Odentogenesis Imperfecta. Characteristics. Under this designation are included 
microdontia, macrodontia, germination, and fusion. The first two anomalies are often 
associated with pituitary disturbances. In germination two teeth are produced by one 
toothbud, resulting in two crowns, a common pulp canal, and a single root. 

Less Common Causes. Stomatitis (pitted teeth); gouty diathesis (ground and 
shortened). 
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(Upper and Lower) 
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PAIN IN THE JAW 


Acute Alveolar Abscess (Acute Apical Abscess; Acute Periodontitis; Acute Peri- 
cementitis ). Characteristics. In the early stages there is throbbing pain referred to 
the jaw and tooth, often vaguely localized, but as suppuration becomes established, 
localized swelling, trismus, cervical adenopathy, and fever will appear. 

Chief Signs. See page 240. 

Acute Pulpitis. Characteristics. This condition causes toothache rather than pain 
in the jaw. There is heavy, boring pain and a feeling of internal pressure. A sudden 
pressure of food or toothpick, suction upon the pulp, or the contact of cold or hot, 
salt, sweet, or acid substances may excite an attack of throbbing or lancinating pain. 

Chief Signs. See page 239. 

Abscess of the Pulp. Characteristics. There is usually a history of discomfort or 
decided pain in the tooth and jaw, appearing at intervals, sometimes appearing and 
disappearing suddenly, the existing condition having been ushered in by dull, gnaw- 
ing pain, which is usually not positively located. The pain grows in intensity and is 
relieved by applications of cold to the tooth. 

Chief Signs. See page 240. 

Fracture of the Mandible. Characteristics. Great pain exists, depending upon the 
situation of the fracture, increased by passive movement of the parts. 

Chief Signs. History of direct violence (fracture of the body) or of indirect violence 
(fracture of the neck of the condyle); preternatural mobility; crepitus; swelling of 
the gum, possibly with bleeding from laceration; dribbling of saliva; deformity 
(shown by unevenness of the dental alignment or lateral displacement of the jaw); 
loss of function; swelling; may be suppuration when compound, necrosis or sinus 
formation; x-ray. 

Dislocation of the Jaw. Characteristics. Pain in the region of the temporomaxillary 
joints may be severe, may be moderate, or may be absent. 

Chief Signs. See page 200. 

Inferior Maxillary Neuralgia. Characteristics. Neuralgic pains in the lower jaw are 
due to neuralgia of this nerve, usually due to some focus of infection, rarely to neuritis 
per se. 

Chief Signs. Discovery of some focus of infection, as caries of the teeth, periodon- 
titis, chronic pulpitis, sinusitis, etc.; relief after removal of the cause. 

Trigeminal Neuralgia (Tic Douloureux). Characteristics. The inferior maxillary 
division may be chiefly affected or may be involved with the other branches. There 
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are paroxysms of severe pain in the side of the face and tenderness over the mental 
foramen. Causes of reflex pain must be excluded. 

Chief Signs. See page 32. 

Herpes Zoster. Characteristics. This may involve the third division of the trigeminal 
nerve and thus produce pain in the region of the lower jaw. Pain which is lancinating 
and intermittent in character is present before and during the skin eruption. In addi- 
tion, a postherpetic neuralgia may occur which is not unlike tic douloureux. 

Chief Signs. See page 218. 

Hypersensitive Dentine. Characteristics. Obstinate and persistent inferior maxillary 
neuralgia may owe its origin to so slight a cause as exposure at the neck of a lower 
tooth of a line of exposed dentine. 

Chief Signs. See page 239. 

Mumps (Epidemic Parotitis). Characteristics. Pain usually precedes the swelling; 
it is usually referred to the posterior part of the jaw just below the ear, and is in- 
creased by pressure, by movements of the jaw, and sometimes by the presence of 
acid substances in the mouth. 

Chief Signs. See page 297. 

Suppurative Parotitis. Characteristics. There is pain in the region of the parotid 
gland, situated as in mumps but of a more severe character and associated with signs 
of suppuration. 

Chief Signs. See page 297. 

Impacted Tooth. Characteristics. By far the most common dental impaction is that 
of the lower third molar. The most common symptom is trigeminal neuralgia of any 
degree. There may be heavy rheumatic pains about the side of the face and jaw or 
intractable and diffuse maxillary neuralgia. Impacted lower bicuspids may be the 
cause of great pain in the region of the mental foramen. Symptoms of maxillary 
periostitis—heavy, gnawing, and dull, throbbing pain, with more or less heat and 
engorgement of tissues—are noted as an accompaniment of impacted teeth. In many 
cases there may, however, be no symptoms whatever. 

Chief Signs. May be functional nervous and possibly mental disease; absence of a 
tooth from the dental arch with a history of no eruption; may be presence of a partly 
erupted tooth; may be a swelling of the arch; x-ray. 

Disease of the Antrum of Highmore. Characteristics. Pain in the upper jaw may 
be the result of infective conditions or neoplastic disease involving the antrum. 

Chief Signs. See pages 55 and 215. 

Infectious Arthritis (Acute Form). Characteristics. The temporomandibular joint 
is often involved, and arthritis here is always suggestive of the disease. The joint is 
swollen, tender, and hot to the touch, and pain is a marked feature, being increased 
by movement of the jaw. There is rarely marked redness of the skin. 

Chief Signs. Acute onset; involvement of several joints simultaneously (cervical 
spine, hands, knees, especially); persistent fever; rapid pulse; may be repeated acute 
attacks; thickening in the joints; rapid muscular atrophy; absence of marked response 
to salicylates; resulting stiffness and deformity. 

Acute Isolated Temporomandibular Arthritis (Temporomandibular Syndrome). 
Characteristics. There is discomfort or pain when the jaws are opened and closed, usu- 
ally unilateral, especially on chewing. A clicking sensation often occurs at the same 
time, as if there were a dislocation. There is often tenderness on pressure, 

Chief Signs. Absence of obvious etiology; spontaneous recovery after days or weeks; 
negative x-ray. 
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Gonococcal Arthritis. Characteristics. This disease is peculiar in attacking certain 
joints which are rarely involved in rheumatic fever, as the temporomandibular, sterno- 
clavicular, intervertebral, and sacro-iliac. There may be great pain and tenderness 
with swelling in the region of the temporomandibular joint. 

Chief Signs. Presence of a urethral discharge containing gonococci; may be one or 
several joints affected; usually only slight fever; complement-fixation test; may be 
ankylosis. 

Salivary Calculus (Parotid Sialolithiasis). Characteristics. When causing partial 
obstruction of Steno’s duct, there are pain and swelling of both the duct and the 
parotid gland whenever the secretion is stimulated, but this subsides as the accumula- 
tion of saliva gradually forces its way out. 

Chief Signs. Palpation of the calculus through the cheek or probing of the duct; 
may be permanent thickening of the parotid gland; x-ray. 

Necrosis of the Jaw. Characteristics. There is pain in the jaw accompanied by 
swelling of the face and gums. 

Chief Signs. History or evidence of causative lesion (injury, tooth suppuration, 
septic infection, phosphorus or mercury poisoning, syphilis, tuberculosis, etc.) ; fever; 
formation of an abscess, which may point in the mouth or externally on the face or 
neck; offensive discharge; palpation of dead bone with a probe; x-ray. 

Sarcoma of the Jaw. Characteristics. Severe pain is often present, though it may be 
late, due to pressure exerted upon the mandibular nerve. 

Chief Signs. See page 57. 

Acute Osteomyelitis and Periostitis of the Body of the Mandible. Characteristics. 
There are severe pain, tenderness, and swelling of the jaw. 

Chief Signs. See page 251. 

Less Common Causes. Carcinoma of the jaw; dental exostosis; actinomycosis; 
splenopalatine neuralgia; syphilis (osteoperiostitis or gumma of the jaw ); intracranial 
neoplasm (trigeminal involvement) ; myeloma; odontoma. 


INABILITY TO OPEN THE MOUTH 


(Lockjaw; Trismus ) 


Reflex Closure of the Jaws. Characteristics. An inflammatory process in the pos- 
terior part of the floor of the mouth, the cheeks, the pharynx, or of the external audi- 
tory canal may prevent the patient from opening the mouth on account of the pain it 
causes, but the limitation may be entirely involuntary with no pain, due to reflex 
irritation of an intra-oral lesion. Diseases of the lower tooth (abscess, impaction) is 
the most common cause of reflex spasm of the muscles of mastication, but an upper 
tooth or an ulcer on the tongue may cause the same thing. Irritation from the third 
molars is a common source of such a spasm. The attacks may recur from time to time 
with varying intensity. Such spasms are not uncommon during dentition, especially 
of the wisdom teeth, the rigidity disappearing when the mucous membrane overlying 
the tooth is pierced. 

Chief Signs. Discovery of the reflex focus of irritation; relief after removal of the 
focus. 

Temporomandibular Ankylosis. Characteristics. There is mechanical inability to 
separate the jaws. Even when one joint is completely ankylosed, however, the jaws 
upon the sound side can be somewhat separated because of elasticity of the mandible. 
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Chief Signs. History of temporomandibular arthritis, fracture of the condyle, or in- 
traoral scars; retraction of the chin if occurring early in life; x-ray. 

Tetanus. Characteristics. The patient’s first complaint is of stiffness in the neck, 
a feeling of tightness in the jaws, or difficulty in mastication. Gradually a tonic spasm 
of the muscles produces the condition of trismus or lockjaw, when the jaws are rigidly 
locked. The forcible contraction of the jaw may loosen or break the teeth. 

Chief Signs. History of a puncture wound (8 to 12 days previous); risus sardoni- 
cus; stiffness of the neck and back; may be retraction of the head; fever; convulsions 
(opisthotonos, orthotonos ) with rigidity between the paroxysms; spasmodic contrac- 
tion of the muscles of deglutition on attempts at swallowing; rapid, shallow respira- 
tions; sweating; duration 7 to 10 days; culture from the wound and inoculation of 
mice. 

Peritonsillar Abscess (Quinsy). Characteristics. The muscles of mastication are 
encroached upon by the abscess, hence the patient has the greatest difficulty in open- 
ing the mouth sufficiently wide to permit an examination of the throat. In occasional 
instances the jaws may be tightly clamped together, simulating the lockjaw of tetanus. 

Chief Signs. See page 253. 

Neurosis (Hysterical Closure of the Jaws). Characteristics. Attacks of inability to 
open the mouth are associated with some mental strain or worry, and while the attack 
lasts, which may be for weeks, the amount of opening varies. 

Chief Signs. Neurotic symptoms; elimination of reflex causes. 

Carcinoma of the Mouth. Characteristics. By extension of the growth from its 
origin in the tongue, jaw, or cheek, the intermaxillary fold may be involved, resulting 
in spasm of the muscles of mastication. 

Chief Signs. See pages 211, 214, and 215. 

Sarcoma of the Jaw. Characteristics. The mouth may be closed by spasm of the 
muscles of mastication. 

Chief Signs. See page 57. 

Hysteric Tetanus. Characteristics. The jaws are rigidly set before a convulsion, 
and remain so between the paroxysms. 

Chief Signs. Onset with blindness and weakness in a person of neurotic qualities; 
convulsions, commencing with rigidity of the neck which creeps over the body, affect- 
ing the extremities last, the eyes being closed; persistent opisthotonos and intense 
rigidity between the convulsions, lasting for hours after the convulsions have ceased; 
loss of consciousness as the second convulsion comes on, and with every other con- 
vulsion; crying spells alternately with the convulsions; may be crossing of the feet 
and inversion of the toes during the convulsion. 

Strychnine Poisoning. Characteristics. The jaw is the last part of the body to be 
affected; its muscles relax first, and even when, during a severe convulsion, it is set, it 
drops as soon as the convulsion ceases. 

Chief Signs. See page 46. 

Less Common Causes. Malingering; trichinosis; dislocation of the jaw; Ludwig's 
angina; chorea; cerebrospinal meningitis; mumps; myositis ossificans; cerebral tumor; 
odontoma; parotid tumor; catalepsy; epilepsy; facial neuralgia; tuberculous meningi- 
tis; uremia; tetany (rare); actinomycosis; postinfection encephalitis; scleroderma; 
dermatomyositis; serum sickness (temporomandibular joint involvement ) ; hydro- 
phobia; impacted wisdom tooth; typhoid fever, cholera; septicemia; icterus gravis 
neonatorum. 
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Alveolar Abscess. Characteristics. The swelling often becomes noticeable in the 
face, its situation depending on the situation of the affected tooth; thus, if an upper 
incisor is at fault, the swelling will appear first at the base of the nose; if the upper 
bicuspid or molar, farther back on the cheek; whereas, if one of the lower teeth is 
involved, the swelling will appear just below it in the region of the jaw. This regional 
swelling may, however, be slight, but the lymph nodes at the angle of the jaw may 
cause prominent hard swelling in that region, no matter which tooth is affected, thus 
increasing the difficulty in locating the diseased tooth. A continued swelling is usually 
an indication of the decay of the root of the tooth or osteitis of the adjacent bone. 

Chief Signs. See page 240. 

Injury. Characteristics. Hematoma, traumatic periostitis, or a fractured jaw will 
all produce localized swelling, and in addition in the latter case there will be abnormal 
joint mobility, malalignment of the teeth and jaw arch, and probably gum laceration. 

Chief Signs. History; examination; x-ray. 

Osteoma of the Jaw. Characteristics. This hard tumor may attain a large size but 
grows very slowly. It may be pedunculated or attached by a broad base, and is felt to 
arise from the bone of the jaw. As it grows it may cause ulceration of the soft tissues, 
leaving the bone exposed. 

Chief Signs. See Monostatic Fibrous Dysplasia, page 212. 

Odontoma. Characteristics. When of considerable size this type of tumor may 
cause a thickening of the jaw bone which can be felt or seen. 

Chief Signs. See page 212. 

Sarcoma of the Jaw. Characteristics. The periosteal variety causes a hard, irregular, 
usually somewhat fusiform swelling. Certain of the sarcomas, which grow within the 
bone cause a thinning and bulging rather than infiltration of its walls. In some varieties 
the growth is rapid from the first; while in others it may be slow or remain in abeyance 
for years, only to take on a rapid growth. 

Chief Signs. See page 57. 

Myeloma. Characteristics. This tumor, closely related to sarcoma, may occur in 
the alveolar tissue of the bone and grow slowly, expanding the bone as it grows. Some- 
times these tumors later perforate the bony capsule and invade the soft tissues. 

Chief Signs. See page 213. 

Adamantinoma (Multilocular Cystic Tumor). Characteristics. This tumor is found 
most frequently in the lower jaw near the angle. It is felt and seen as a swelling on 
the bone which may attain a large size. 

Chief Signs. Pain at first; x-ray. 

Carcinoma of the Jaw. Characteristics. The hard ulcerating type is most common 
on the lower jaw. This causes an induration and ulceration that are unmistakable. 

Chief Signs. See page 201. 

Acromegaly. Characteristics. Both jaws increase greatly in size, especially the 
lower, which often projects below the upper jaw. The alveolar processes ‘are widened 
and the teeth are often separated. 

Chief Signs. See page 131. 

Actinomycosis. Characteristics. Of the jaw, actinomycosis causes permanent thick- 
ening, resembling sarcoma. It enters the interior of the bone through a tooth socket 
and leads to the production of granulation tissue; the bone is expanded and becomes 
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carious, and a quantity of new bone is sometimes produced. The process is rather 
indolent and tends to form hard swellings situated most commonly near the angle of 
the jaw, in which case it does not commonly involve the bone. 

Chief Signs. Occurrence usually in farmers; presence of chronic sinuses which dis- 
charge the round sulfur granules containing the ray fungus. 

Acute Osteomyelitis and Periostitis of the Body of the Mandible. Characteristics. 
There is usually swelling of the jaw when the periosteum is involved, with edema and 
redness of the skin, which appears glazed. In acute periostitis boggy swelling is promi- 
nent from the beginning and the skin pits on pressure. The abscess may break through 
the tissues and skin. 

Chief Signs. Acute onset with chill, fever, and rapid pulse; severe pain and tender- 
ness in the jaw; prostration and stupor; leukocytosis; x-ray. 

Necrosis of the Jaw. Characteristics. There are swelling, tenderness, and edema of 
the face and gums. 

Chief Signs. See page 213. 

Leontiasis Ossea. Characteristics. Great overgrowth of the cranial and facial bones 
is characteristic of this rare condition which is the result of a variety of pathologic 
entities (creeping periostitis, osteitis fibrosa, Paget’s disease, syphilis). The condition 
usually begins in childhood and is to be distinguished from acromegaly by the absence 
of changes in the hands and feet, the absence of macrocheilia, the absence of pe- 
ripheral visual field changes, and often the presence of a normal-sized sella turcica. 

Chief Signs. Thickened frontal bones and maxillae; presence of an etiologic factor; 
visual field determinations; skull x-ray. 

Paget’s Disease of the Bones (Osteitis Deformans ). Characteristics. At times the 
first evidence of this disease will manifest itself as a thickening of the jaws. 

Chief Signs. See page 15. 

Generalized Osteitis Fibrosa (von Recklinghausen’s Disease). Characteristics. A 
lesion in the jaw may first direct attention to this condition. 

Chief Signs. Those resulting from hypercalcemia (fatigue, muscle weakness, leth- 
argy, stupor, coma); those resulting from urinary tract involvement (polyuria, poly- 
dypsia, renal calculi, nephrocalcinosis); those resulting from skeletal involvement 
(backache, pathologic fractures, bone tumors); increased serum calcium, decreased 
serum phosphorus; increased urinary calcium; x-ray. 

Less Common Causes. Syphilitic osteoperiostitis or gumma; benign giant-cell 
tumor; fibroma. 


DEFORMITIES OF THE JAW 
(See also Swellings of the Jaw, page 250.) 


Protrusion of the Lower Jaw. Characteristics. The lower jaw may protrude a con- 
siderable distance beyond the upper jaw (the undershot jaw), due to developmental 
abnormalities. When the protrusion is marked, especially if there are interdental 
spaces in the bicuspid region, the lingual inclination of the incisors is extreme. 

Developmental Retraction of the Lower Jaw. Characteristics. If the lower jaw fails 
to develop in proportion to the upper, it is retracted and the chin recedes. 

Ankylosis of the Jaw. Characteristics. If a unilateral ankylosis occurs before the 
jaws are fully formed there results a typical deformity. The chin is markedly retracted 
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and is displaced toward the affected side, which appears full and rounded while the 
normal side is flattened. If the ankylosis is bilateral and has occurred before complete 
development of the jaws, the chin is simply retracted. 

Forward Dislocation of the Jaw. Characteristics. In the bilateral form the mouth is 
open and fixed, and it cannot be closed, though it can be opened a little more. The 
lower jaw is advanced in front of the upper jaw, and the face looks longer than 
natural, while the condyles are felt in front of the articular eminences. In the rare 
unilateral form the chin deviates toward the sound side, and the mouth is not so 
widely open nor the jaw so fixed. 

Chief Signs. See page 200. 

Less Common Causes. Malunion of fracture of the jaw; burns of the face and neck; 
malocclusion of the teeth. 
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PAIN IN THE THROAT 
(Sore Throat) 


Acute Simple Pharyngitis. Characteristics. Dryness, soreness, and burning in the 
throat increasing to actual pain and dysphagia associated with stiffness and aching of 
the neck muscles and regional lymphadenopathy are characteristics of this condition. 

Chief Signs. Association with acute rhinitis or cold; onset with malaise and a slight 
rise of temperature; redness of the borders of the soft palate, pharynx, and uvula, 
with later edema and pain in the uvula; increased secretion in the throat; sometimes 
a dry, irritating cough; absence of involvement of the tonsils. 

Acute Infection of the Pharyngeal Lymphatic Structures (Acute Tonsillitis, Acute 
Adenoiditis, Acute Lingual Tonsillitis, Acute Lateral Pharyngitis). Characteristics. 
The throat is dry and painful in association with general malaise, headache, dysphagia, 
earache, muffled voice, painful cough, generalized aching, and swollen, painful 
cervical nodes. Acute adenoiditis is characterized by nasal obstruction, pain behind 
the nose, dysphagia and swollen upper cervical lymph nodes. Acute lingual tonsillitis 
produces pain referred to the hyoid area or ears, moderate dysphagia, and a thick 
mucopus. Acute lateral pharyngitis produces marked dysphagia and often severe 
otalgia. 

Chief Signs. Onset with shivering or rigor; fever; rapid pulse; furred tongue, heavy 
breath; constipation; examination, showing the tonsils swollen and red, with exuda- 
tion in the crypts forming cheesy masses; cervical nodes often tender and palpable; 
duration two to seven days; may be septicemia in septic sore throat. 

Peritonsillar Abscess (Quinsy). Characteristics. In severe cases there is marked 
pain in the throat radiating to the ear, and the swelling becomes so great as to inter- 
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fere with swallowing, respiration, and movement of the lower jaw (even locked jaw). 

Chief Signs. Fever; usually unilateral involvement; occurrence as a complication of 
acute tonsillitis; swelling, congestion, and edema of the soft palate, uvula, and ante- 
rior pillars; congested tonsil displaced downward and forward; coated tongue; head 
deviated to the affected side; regional lymphadenopathy; spontaneous or surgical 
opening of the abscess with the exit of pus unless early treatment aborts abscess 
formation. 

Scarlet Fever (Scarlatina). Characteristics. In the majority of cases there is sore- 
ness of the throat in the beginning, especially in adults. The child may complain of 
this, and in some cases the throat symptoms may be entirely subjective. In many 
cases there is an erythematous blush covering the pharynx, tonsils, and fauces. In 
certain severe cases throat symptoms will predominate, and besides the pain there 
will be intense congestion in the throat, with membranous deposits, and rapid glandu- 
lar swellings in the neck. 

Chief Signs. See page 875. 

Chronic Simple Pharyngitis (Granular or Lacunar Pharyngitis; Clergyman’s Sore 
Throat). Characteristics. The chief symptoms are soreness and dryness of the phar- 
ynx, which may be more noticeable in the morning. Frequently there is a sensation 
of foreign body in the throat producing a constant desire to hawk and expectorate. 

Chief Signs. History of attacks of acute pharyngeal inflammation; hoarseness of the 
voice after moderate use; may be irritable, hacking cough brought about by a tickling 
sensation in the throat; dislodgment of tenacious secretion; inspection, showing red- 
dened or pale mucosa with enlarged blood vessels extending across the posterior 
pharyngeal wall, which is covered with sticky secretions and enlarged lymph follicles. 

Diphtheria. Characteristics. In pharyngeal and tonsillar diphtheria, particularly 
where there is membrane formation, the onset is occasionally accompanied by a little 
soreness of the throat, though it may be absent. Even in severe cases the onset is 
often gradual and insidious and only slight soreness of the throat may be present, the 
individual complaining only of slight difficulty on swallowing. The presence of a 
membrane will of course awaken suspicion and lead to immediate bacteriologic in- 
vestigation. 

Chief Signs. See page 280. 

Infectious Mononucleosis. Characteristics. Simple pharyngitis, tonsillitis, or oc- 
casionally an ulceromembranous pharyngitis associated with malaise, weakness, 
nausea, and vomiting are characteristic of the disease. 

Chief Signs. Lymphadenopathy, especially cervical; fever; petechiae involving the 
soft palate; often generalized macular eruptions; blood count (relative or absolute 
increase in the number of large mononuclear white cells); positive heterophil ag- 
glutination. 

Syphilis of the Pharynx. Characteristics. In the primary stage (chancre) slight 
dysphagia may be the only complaint, but with secondary infection there is ulceration 
with fever, malaise, earache, sore throat, and dysphagia. In the secondary stage 
(mucous patch) there may be no local symptoms or slight sore throat which with 
progression to ulcerated lesions may produce an aggravation of pain during the in- 
gestion of local irritants. In the tertiary stage (gumma) there may be mechanical 
dysphagia and in the presence of central softening and ulceration some pain, but it is 
not as severe as the lesions would appear to warrant. 

Chief Signs. See pages 261, 262, and 264. 

Foreign Body in the Throat. Characteristics. Foreign bodies like pins and fish bones 
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occasionally get stuck in the mucosa of the tonsils or pharynx and cause irritation 
and pain greatly intensified on swallowing. 

Chief Signs. History of ingestion of a sharp substance, usually in eating, with im- 
mediate discomfort, gagging, and sense of foreign body in the throat; inspection or 
palpation, showing presence of the foreign substance. 

Vincent’s Angina (Ulcerative Tonsillitis; Pseudomembranous Angina; Fuso- 
spirochetal Pharyngitis; Trench Mouth). Characteristics. There is moderate or slight, 
but at other times violent, pain in swallowing or talking. Unilateral involvement is 
usual with otalgia and slight cervical adenopathy. 

Chief Signs. Onset usually with symptoms of subacute or mild tonsillitis; may be 
malaise, headache, chilly sensations, slight fever (up to 102.5° F.); may be unilateral 
enlargement of the cervical nodes, especially in children; presence of grayish white, 
membranous patches on the tonsils and other parts of the throat, surrounded by red 
areolae; fetor of the breath; duration, several days or weeks; tendency to recurrence; 
microscopic examination of a stained smear (showing a fusiform bacillus with smaller 
ends than middle, which is gram positive, in symbiosis with a spirochete, which is 
gram negative, with pointed ends and irregular convolutions). 

Edema of the Glottis (Edematous Laryngitis). Characteristics. There may be 
complaint of sore throat, with dryness and fullness, and some dysphagia. 

Chief Signs. History of septic condition in the throat or some constitutional disease 
(diabetes, alcoholism, Bright’s disease); hoarseness, hawking; gradually increasing 
dyspnea; examination with the largyngoscope (revealing intense engorgement and 
edema of the laryngeal opening and interior, and of the epiglottis). 

Corrosive Poisoning. Characteristics. There is always intense pain in the throat, 
often rendered agonizing by the act of swallowing. If the patient recovers from the 
immediate effects, and ulcerations or erosions remain, these also will be painful. 

Chief Signs. See page 270. 

Retropharyngeal Abscess. Characteristics. In adults there is pain similar to that 
experienced in an attack of quinsy, accompanied by difficult deglutition, partial loss 
of voice, and moderate rise of temperature. The pain and dysphagia increase until 
relieved by rupture of the abscess or by incision. If the abscess is large there is 
dyspnea with inspiratory and expiratory stridor. 

Chief Signs. See page 259. 

Tuberculosis of the Pharynx. Characteristics. In the miliary form there are pain 
in the throat, dysphagia, muffled voice from the swollen palate, fever, sepsis, and 
exhaustion. In the chronic form sore throat may be severe associated with dysphagia, 
otalgia, and nasal voice. Tuberculosis of the pharynx may begin in the soft palate, 
uvula, tonsils, or pharyngeal mucosa, and tends to spread. 

Chief Signs. See page 266. 

Agranulocytic Angina (Malignant Neutropenia). Characteristics. Sore throat and 
difficulty in swallowing are among the initial symptoms. 

Chief Signs. Fever (101° to 105°F.); malaise and general symptoms of acute 
infection; ulceration and necrosis of the tonsils, pharynx, gums, tongue; leukopenia 
with practical absence of polymorphonuclear leukocytes; duration 4 to 10 days; grave 
prognosis. 

Less Common Causes. Uvulitis; acute infectious epiglottitis; phlegmonous tonsil- 
litis (abscess within the tonsil, pain similar to quinsy ); calculus of the tonsil; neuro- 
sis; cricoarytenoid arthritis; poisoning by aconite, cantharides, corium; St. Louis type 
of encephalitis; herpes of the pharynx (pneumonia, influenza, malaria, meningitis, 
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coxsackie infection); hyperkeratosis of the pharynx; pharyngomaxillary space in- 
fections; atrophic pharyngitis (dryness and slight soreness of the throat); faucial 
tonsil hyperplasia (repeated sore throats); fungous infections of the pharynx (moni- 
liasis, sporotrichosis, blastomycosis, actinomycosis ) ; acute leukemia; glossopharyn- 
geal neuralgia; laryngopharyngeal tumors (ulceration produces paintul swallowing 
and otalgia). 


TICKLING, PRICKLING, OR ITCHING OF THE THROAT 
(Including Dryness of the Pharynx) 


Simple Acute Rhinitis (Coryza). Characteristics. At the onset there is a general 
sense of dryness of the mouth and throat. 

Chief Signs. See page 164. 

Acute Simple Pharyngitis. Characteristics. At the commencement there is a 
marked sensation of dryness in the pharynx associated with the soreness and pain 
during phonation and deglutition. The continued inflammation and swelling of the 
posterior pharyngeal wall give rise to a sensation similar to that of a foreign body, 
and the patient attempts to relieve the dryness by frequent swallowing. 

Chief Signs. See page 253. 

Chronic Lacunar Tonsillitis. Characteristics. Some patients have the sensation, 
lasting perhaps for only a minute or two, of a foreign body lodged in the tonsil. Some- 
times the sensation is described as one of fullness, roughness, and irritability about 
the tonsils. Neurotic patients often are peculiarly susceptible to the irritation, even 
when there is retention only in one or two crypts. 

Chief Signs. See page 260. 

Chronic Simple Pharyngitis (Clergyman’s Sore Throat). Characteristics. Among 
the chief symptoms is a sensation of tickling or burning in the pharynx, which is per- 
sistent; it is much worse upon lying down, and is relieved temporarily by hawking or 
by coughing. The efforts to relieve the tickling sensation and to clear the throat of 
the accumulation of thickened mucus not only produce hoarseness or loss of voice, 
but irritate the inflamed mucosa. The condition may be generalized or localized as a 
chronic nasopharyngitis, a chronic lateral pharyngitis, a chronic granular pharyngitis, 
or achronic lingual tonsillitis. 

Chief Signs. See page 254. 

Hay Fever. Characteristics. The symptoms are those of an acute coryza, to which 
is added an itching in the region of the soft palate and the median palpebral com- 
missures (inner canthi) of the eyes. 

Chief Signs. See page 172. 

Scarlet Fever (Scarlatina). Characteristics. As early as the first day there may be 
complaint of dryness of the throat. 

Chief Signs. See page 875. 

Elongation of the Uvula. Characteristics. One of the chief symptoms is a tickling 
sensation in the fauces. 

Chief Signs. See page 276. 

Acute Uvulitis. Characteristics. A tickling, stinging, painful sensation in the throat 
(palate), aggravated by attempts at swallowing, is the first symptom observed. The 
irritation increases, evoking a persistent cough. 

Chief Signs, Uvula large, boggy, inflamed, edematous. 
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Acute Simple Lingual Tonsillitis. Characteristics. There is a burning, pricking 
sensation referred to the hyoid area or ears with much hawking and attempts to 
swallow the swelling. 

Chief Signs. May be moderate rise of temperature; painful deglutition; some ten- 
derness to pressure in the region of the great cornu of the hyoid bone; inspection, 
showing slightly reddened pillars; laryngeal mirror, showing the lingual tonsillar 
mass greatly reddened and swollen. 

Hypertrophy of the Lingual Tonsil. Characteristics. Symptoms are sometimes 
absent, though the sensation of a foreign body in the throat is usually complained of. 
There is a pricking sensation, as though a splinter had lodged in the fauces, or the 
patient complains of the sensation of a lump, a hair, or other foreign body in the 
throat. During meals the symptoms disappear. 

Chief Signs. Examination with the throat mirror, showing enlarged masses at the 
base of the tongue, on one or both sides, and of varying size. 

Lingual Varix. Characteristics. There is a sensation of fullness in the throat and a 
tendency to cough. There is also a sensation of dryness, with an almost continuous 
effort to relieve it by swallowing or coughing. 

Chief Signs. May be hemorrhage from rupture of a vessel; examination with the 
mirror, showing the dark blue veins running anteroposteriorly in fan shape from the 
base of the tongue. 

Chronic Hypertrophic Rhinitis. Characteristics. An annoying symptom resulting 
from mouth breathing is the extreme dryness of the mouth and throat. 

Chief Signs. See page 171. 

Chronic Atrophic Pharyngitis. Characteristics. In the simple (nonfetid) variety 
the chief symptom is a disagreeable sensation of dryness in the back of the throat, 
accompanied by more or less burning or itching. These symptoms often become al- 
most intolerable, requiring strenuous hawking in order to remove the thickened se- 
cretion. The subjective symptoms of the fetid variety are similar, added to which is 
the fetor and a greater tendency of the secretions to adhere to the posterior wall of 
the pharynx. 

Chief Signs. Usual association with atrophic rhinitis; large collections of secre- 
tions varying from light yellow to brown or even grayish or greenish crusts; changes 
in the voice and hoarseness; thin appearance of the pharyngeal mucosa; occurrence 
of the fetid type usually in young, anemic girls, and fetor oris with a tendency of the 
secretions to adhere to the posterior pharyngeal wall. 

Tuberculosis of the Larynx. Characteristics. There may be a sense of prickling or 
dryness in the throat in conjunction with the cough, and hoarseness or aphonia. 

Chief Signs. See page 280. 

Less Common Causes. Tuberculosis of the pharynx (burning sensations ) ; pharyn- 
geal diphtheria (sensation of stuffiness at the location of the membrane); angio- 
neurotic edema of the pharynx; benign neoplasms of the pharynx; benign neoplasms 
of the tonsil; tonsillar calculus; hyperkeratosis of the pharynx; laryngeal arthritis; 
acute sinusitis (postnasal dripping causes soreness or tickling of the nasopharynx 
and pharynx); deviation of the nasal septum (dryness); adenoid hyperplasia (dry- 
ness ); atresia of the nasal pharynx (dryness); foreign body in the pharynx (sticking 
pain); parethesias of the pharynx (hysteria, neurosis, tabes, bulbar paralysis, severe 
anemia, gastrointestinal disturbances, menopause, etc.); herpes of the pharynx; 
Vincent’s angina (dryness early ). 
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Acute Infection of the Pharyngeal Lymphatic Structures (Acute Infectious, Fol- 
licular, or Lacunar Tonsillitis; Septic Sore Throat). Characteristics. The pharynx 
and tonsils are red; the tonsillar crypts contain white or yellowish masses and a 
pseudomembrane may be present. 

Chief Signs. See page 253. 

Acute Simple Pharyngitis. Characteristics. The mucous membrane of the throat 
is congested, dry, and glistening. A sticky secretion may be visible clinging to the 
posterior pharyngeal wall. 

Chief Signs. Sce page 253. 

Scarlet Fever (Scarlatina). Characteristics. The appearance of the throat varies 
from slight redness and swelling to follicular inflammation of the tonsils or even 
membranous angina with great tenderness in the neck and swelling of the glands. 

Chief Signs. See page 875. 

Measles (Morbilli). Characteristics. On the second and third day, that is, at the 
time of the appearance of Koplik’s spots (on the cheek mucosa), the mucous mem- 
brane of the throat is hyperemic and dry. Differing from scarlet fever, measles affects 
the mucous membrane of the mouth rather than the throat. 

Chief Signs. See page 205. 

German Measles (R6teln). Characteristics. On the first day of the disease, in con- 
junction with the skin eruption, a macular, rose-red eruption appears on the throat 
as a constant symptom. 

Chief Signs, Occurrence frequently in adults as well as in children; epidemicity; 
mildness of invasion (chilliness, headache, pains in the back and legs, and coryza) ; 
slight fever (100° F.); eruption on the first day (usually), first on the face, then the 
chest, then spreading generally in 24 hours, the color of the eruption being brighter 
than in measles, consisting of round or oval, slightly raised, pinkish red, usually dis- 
crete spots; duration one to three days. 

Diphtheria. Characteristics. In a typical case there is at first redness of the fauces, 
and the child complains of slight difficulty in swallowing. While the membrane is 
first appearing (upon the tonsils), the pharyngeal mucous membrane is reddened, 
and the tonsils themselves are swollen. 

Chief Signs. See page 280. 

Influenza (La Grippe; Grip). Characteristics. Acute pharyngitis and tonsillitis are 
commonly associated with influenza. The mucous membranes become intensely con- 
gested and the lymphoid tissue markedly swollen. 

Chief Signs. See page 91. 

Peritonsillar Abscess (Quinsy). Characteristics. At the onset there is slight red- 
ness and swelling upon one side. As the disease progresses, the redness, swelling, 
tenderness, and pain increase in severity. The soft palate and uvula, as well as the 
pharyngeal mucous membrane, are red and edematous. The region of the tonsil is 
of a dusky red color. 

Chief Signs. See page 253. 

Hypertrophied Tonsils (Hyperplasia of the Faucial Tonsils). Characteristics. The 
pharynx and tonsils are chronically injected, the latter enlarged. 

Chief Signs. See page 259. 

Chronic Simple Pharyngitis (Granular or Lacunar Pharyngitis; Clergyman’s Sore 
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Throat). Characteristics. The mucous membrane of the throat may be reddened, or 
it may be pale and fibrous looking. The mucous membrane is relaxed, the vessels 
dilated, and it is covered with small granular bodies (lymph aggregations ). 

Chief Signs. See page 254. 

Retropharyngeal Abscess. Characteristics. The surface of the swelling is exceed- 
ingly tense and inflamed. 

Chief Signs. More frequent occurrence in young children; history of infectious 
disease or cervical caries (syphilitic or tuberculous); cough with cri de canard (duck 
sound); difficult and painful deglutition; examination (showing bulging of the pos- 
terior pharyngeal wall, largely unilateral, and fluctuation of the swelling); severe 
pain in adults similar to quinsy; dyspnea. 

Vincent’s Angina (Ulcerative Tonsillitis; Pseudomembranous Angina; Fusospiro- 
chetal Pharyngitis; Trench Mouth). Characteristics. The mucous membrane is red, 
particularly at the location of the lesion, especially when the soft yellowish green 
exudate is removed which leaves a bleeding surface. 

Chief Signs. See page 255. 

Corrosive Poisoning. Characteristics. There is usually a general hyperemia of the 
mucous membrane of the throat, but in certain cases the stains of the corrosive sub- 
stance may overlie it (white, for example, with phenol). 

Chief Signs. See page 270. 

Less Common Causes. Belladonna poisoning; cerebrospinal meningitis; coryza; 
erysipelas; gastritis; iodism; brucellosis; mediastinal abscess; relapsing fever; infec- 
tious mononucleosis; lupus of the pharynx (multiple nodules of yellow or gray color 
on a red, dry mucosa); herpes of the pharynx (small white or yellow blebs on a red 
mucous membrane ) ; tonsillar calculus (localized redness ). 


SWOLLEN TONSILS 
(Including Neoplasms ) 


Acute Tonsillitis (Acute Infectious, Follicular, or Lacunar Tonsillitis; Septic Sore 
Throat). Characteristics. At the onset the tonsils are swollen and red. At a later 
period the tonsils are still more swollen and a creamy discharge is seen extruding 
from the mouths of one or more crypts. 

Chief Signs. See Acute Infections of the Pharyngeal Lymphatic Structures, page 
253) 

Hypertrophied Tonsils (Hyperplasia of the Faucial Tonsils). Characteristics. The 
tonsils are visibly enlarged and encroach to varying degrees upon the faucial opening. 
This is rarely marked enough to cause decided symptoms before the end of the 
second year, although occasionally in younger children enlargement sufficient to 
bring the two tonsils in contact may be seen. Enlarged tonsils may often be felt ex- 
ternally. As a rule, the tonsils become firmer and harder as time passes. They usu- 
ally increase in size up to a certain point, and then remain nearly stationary until 
about puberty, when they may diminish considerably. During intercurrent attacks 
of inflammation, the swelling is greatly increased. 

Chief Signs. Frequent association with adenoids; mouth breathing, disturbed sleep 
accompanied by snoring, and nasal voice—the patient in some cases talking as 
though he had food in his mouth; may be difficulty in swallowing; may be deafness 
and chest deformity; may be low fever and indefinite symptoms of illness. 
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Chronic Lacunar Tonsillitis. Characteristics. The tonsils are usually enlarged and 
are often greater than they appear to be upon superficial examination, as they are 
covered by the plica triangularis and plica supratonsillaris; indeed, some of the larg- 
est tonsils are concealed from view. The plica tonsillaris is not an adhesion or in- 
flammatory product, but an embryologic structure. When the anterior and median 
surfaces of the tonsil are completely covered by an unusually large plica tonsillaris, 
the mouths of the crypts cannot be seen without a throat mirror or putting the patient 
‘on the gag.” 

Chief Signs. Mild subjective symptoms (may be slight pain on swallowing saliva 
but not food); may be neuralgic pains shooting into the ear; ephemeral sensation of 
foreign body; coughing up of caseous fetid masses; pus or caseous discharge on 
pressing the tonsils. 

Peritonsillar Abscess (Quinsy). Characteristics. At the onset there is slight, uni- 
lateral swelling becoming greater as the disease progresses. If the abscess is in the 
tonsil, it is pushed toward the median line or even beyond it (phlegmonous tonsil- 
litis). If the abscess is in the peritonsillar tissue, the swelling often appears to be in 
the region of the upper portion of the anterior pillar. The soft palate and uvula, as 
well as the pharyngeal mucosa, are edematous and red. 

Chief Signs. See page 253. 

Parapharyngeal Space Infection. Characteristics. The tonsil is displaced toward 
the midline and as a result appears somewhat enlarged. 

Chief Signs. See page 264. 

Measles (Morbilli). Characteristics. A catarrhal angina is part of the disease and 
is as characteristic of measles as is the eruption upon the skin. There is acute swelling 
and congestion of the tonsils, uvula, palate, and pharynx. Much less frequently than 
in scarlet fever membranous patches are seen. 

Chief Signs. See page 205. 

Papilloma of the Tonsil. Characteristics. Papilloma is more often multiple than 
single and presents the general outline of a bunch of grapes. If single and large it 
may be mistaken for a supernumerary tonsil. In some instances there may be one 
pedicle with many papillomas attached, whereas in others there may be many ped- 
icles; the tumors vary in size from a pea to a walnut. 

Chief Signs. Absence of marked symptoms; may be a tickling sensation and feeling 
of a foreign body in the faucial region, with a hacking cough; may be slight hyperemia 
around the attachment of the tumor; absence of pain. 

Fibroma of the Tonsil. Characteristics. The tumor is firm, is scantily supplied with 
blood vessels, is usually pedunculated, though it may be sessile, and is usually lim- 
ited to one tonsil. It may be mistaken for a supernumerary tonsil. It is more often 
single than multiple. 

Chief Signs. Occurrence more commonly in young than in middle or advanced life; 
very slow growth; usual absence of symptoms except in large pedunculated tumors, 
in which there may be mechanical symptoms; absence of discharge. 

Carcinoma of the Tonsil. Characteristics. There is a nodular, ulcerated growth in 
the tonsil of a fleshy pink hue, which is often fungoid. 

Chief Signs. Occurrence usually after 40 (average age 52); usual presence of 
carcinoma of the tongue or pillars of the fauces; lancinating sharp pain; early ulcera- 
tion with fetid breath and mucopurulent secretion; rapid growth with glandular en- 
largement; emaciation; biopsy. 

Sarcoma of the Tonsil, Characteristics. This is nearly always a lymphosarcoma, 
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and there is present a smooth, large, round tumor, blue in color, and crossed by 
rather large arteries. 

Chief Signs. Occurrence at any age, but usually in children or young adults, usu- 
ally primary; dull periodic pain; early lymphatic metastases; late ulceration with oc- 
casional hemorrhage. 

Less Common Causes. Amyloid disease; tonsillar calculus; erysipelas; acute phar- 
yngitis; chronic follicular pharyngitis; scarlet fever; septicopyemia; curved styloid 
process; variola; lipoma; angioma; fibro-enchondroma; cyst of the tonsil; Hodgkin’s 
disease; hypertrophy of the lingual tonsils. 


ULCERATION OF THE TONSILS 


Vincent’s Angina (Ulcerative Tonsillitis; Pseudomembranous Angina; Fusospiro- 
chetal Pharyngitis; Trench Mouth). Characteristics. There is usually a unilateral, 
deep, sloughy ulcer on the upper pole of the tonsil with an erythematous, edematous 
surrounding zone, considerable gray membrane formation and regional adenopathy. 

Chief Signs. See page 255. 

Diphtheria. When the pseudomembrane is deeply attached, its removal is attended 
by some bleeding, uncovering an excoriated, superficially ulcerated area. If the mem- 
brane is superficially attached there will be no bleeding, and only a reddened surface 
will be exposed. Sloughing of the mucous membrane may occur when the blood 
vessels become thrombosed (so-called gangrenous diphtheria), and under such cir- 
cumstances a deeper ulcerated area may be visible. 

Chief Signs. See page 280. 

Carcinoma of the Tonsil. Characteristics. The tonsil is replaced by a large mass 
which ulcerates quickly, forming a deep, foul, fungating, painful, very firm ulcer. 

Chief Signs. See page 260. 

Syphilis of the Tonsil. Characteristics. Chancre or primary syphilis involves the 
tonsils (and pharynx) second in frequency only to the genitalia. There is an ugly 
superficial ulceration with indurated edges. The lesion is usually of short duration, 
though it may last into the period of the second stage (eruption). There is pain in 
the ear if the arch of the fauces is affected, and some deafness and tinnitus if the 
pharyngeal orifice of the eustachian tube is blocked. In the secondary stage, pearly 
white patches (mucous patches) in the throat have been described as ulcerations, 
though they are not true ulcers but simple abrasions of the surface epithelium. The 
tertiary lesions (gummas) appear from 3 to 25 years after infection, and may be 
ulcerative, or even gangrenous and very destructive. Gumma of the pharynx usually 
involves the soft and hard palate, the posterior surface of the velum, the posterior 
surface of the nasopharynx, the region below the eustachian tube mouth, and rarely 
the tonsil. In any of these areas with central softening of the painless mass, ulceration 
can occur, giving rise to a deep, foul, necrotic ulcer with some pain and bleeding. 

Chief Signs. History of infection; enlargement of the cervical lymphatics; may be 
cough or a tickling sensation in the throat; may be pain or dull aching; dysphagia; 
presence of other manifestations of syphilis; positive serology. 

Less Common Causes. Tuberculosis of the pharynx; tonsillotyphoid (Bouveret’s 
ulcers); actinomycosis of the tonsils; corrosive poisoning; acute tonsillitis; sarcoma 
of the tonsils (ulcerates late); glanders; influenza; scarlet fever; agranulocytic an- 


262 The Pharynx or Throat 


gina; infectious mononucleosis (occasionally ); acute leukemia; blastomycosis of the 
tonsil; sporotrichosis of the tonsil. 


WHITE OR GRAY PATCHES ON THE TONSILS OR PHARYNX 


Acute Tonsillitis (Acute Infectious, Follicular, or Lacunar Tonsillitis). Charac- 
teristics. At the onset no patches may be visible, but at a later period individual 
grayish yellow patches are seen at the location of the crypts, separated by reddish 
tonsillar tissue (differing from diphtheria). The patches are not usually true mem- 
branous products but are secretions and debris which fill the crypts; but occasionally 
a fibrinous exudate is admixed with the debris, which gives it some of the characteris- 
tics of an inflammatory membrane. The protruding secretion and debris are easily 
wiped away, in contradistinction to the diphtheritic membrane, which is closely adher- 
ent to the epithelium. A culture will settle the matter where there is any doubt. 

Chief Signs. See Acute Infections of the Pharyngeal Lymphatic Structures, page 
253: 

Diphtheria. Characteristics. The membrane first appears upon the tonsils, and it 
may be a little difficult to distinguish a patchy diphtheritic pellicle from the exudate of 
tonsillar crypts. By the third day the membrane has covered the tonsils, the pillars of 
the fauces, and perhaps the uvula, and it may extend to the posterior wall of the 
pharynx going into the nasopharynx and down to the larynx. At first grayish white 
in color, it changes to a dirty gray, often to a yellow-white. It is firmly adherent usu- 
ally, and when removed leaves a bleeding, slightly eroded surface which is soon coy- 
ered by fresh exudate. 

Chief Signs. See page 280. 

Scarlet Fever (Scarlatina). Characteristics. During the period of invasion, in most 
severe cases there is a uniform erythematous blush covering the pharynx, tonsils, 
and fauces, appearing on the hard palate as minute red points. Its appearance is 
usually coincident with the rise in temperature. Occasionally, however, membranous 
patches may be seen upon the tonsils the first day, but generally not before the third 
or fourth day. 

Chief Signs. See page 875. 

Vincent’s Angina (Ulcerative Tonsillitis; Pseudomembranous Angina; Fusospiro- 
chetal Pharyngitis; Trench Mouth). Characteristics. A grayish white patch or patches 
in the earlier stage are visible upon one tonsil, usually at its upper part, spreading 
later to the soft palate, the other tonsil, the pharynx, or the gums. The patches are 
surrounded by a red, inflamed areola, but separated from each other by healthy tis- 
sue. On removal of the membrane, which is granular and cheesy in consistency, an 
ulcerative area is exposed, which bleeds freely and is soon covered by a new mem- 
brane. The membrane may spread like diphtheria but usually more slowly. Examina- 
tion of a stained smear will quickly settle the diagnosis. 

Chief Signs. See page 255. 

Phenol Poisoning. Characteristics. Carbolic acid when swallowed makes a white 
stain. 

Chief Signs. History of swallowing the poison; intense irritation; dysphagia, pros- 
tration; paralysis and death. 

Secondary Syphilis of the Pharynx. Characteristics. Mucous patches characteristic 
of secondary syphilis are multiple and of a mother-of-pearl character. They are 
found most often on the lips, inside the cheeks, the edge of the tongue, the tonsil 
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pillars and fauces, the pharyngeal wall, and the base of the tongue. Upon close 
observation they are found to be not ulcerations but merely round or oval elevations 
or abrasions of the surface epithelium. They tend to appear and disappear in crops, 
and there may be superficial ulceration. They present somewhat the appearance of a 
mucous membrane touched with nitrate of silver. Sometimes the patches become 
thickened like the diphtheritic membrane. 

Chief Signs. History of primary infection 4 to 12 weeks previously; may be dull 
aching or at times severe pain and dysphagia; increased secretions; swollen cervical 
nodes; other manifestations of secondary syphilis; positive serology; darkfield exam- 
ination. 

Tuberculosis of the Pharynx. Characteristics. In the chronic form, pale gray or 
red infiltrations form in one or more areas about the fauces or the pharyngeal wall 
which, with the formation of superficial ulcerations, give rise to areas covered with 
gray granulations and pus. 

Chief Signs. See page 266. 

Herpes of the Pharynx. Characteristics. These appear as small, clear, white or yel- 
low blebs on a bright red patch of congestion in the pharynx, most commonly on the 
uvula, velum, and tonsil pillars. The lesions soon become very shallow erosions cov- 
ered by a delicate membrane. They are associated with sharp pain, burning, itching 
or soreness of the throat, and little if any constitutional reaction. They usually ac- 
company acute rhinitis, pneumonia, influenza, meningococcal meningitis and other 
febrile diseases but may occur as an isolated condition. 

Chief Signs. Typical lesions; lack of constitutional reaction in the primary form; 
demonstration of coxsackie type virus in swabs and stools. 

Less Common Causes. Hydrochloric acid poisoning; nitrate of silver stains; phar- 
yngomycosis; measles; whooping cough; thrush; traumatism; agranulocytic angina; 
pneumococcal pharyngitis; infectious mononucleosis; acute leukemia; hyperkerato- 
sis of the pharynx (plugs of white or yellow hard material in the tonsil crypts). 


SWELLINGS OF THE PHARYNX 


Adenoids. Characteristics. With the laryngeal mirror the epipharynx is found 
filled more or less with the soft adenoid mass. By the sense of touch, a gelatinous, 
wormlike mass may be felt in the epipharynx. 


Chief Signs. See page 169. 
Retropharyngeal Abscess. Characteristics. This is an inflammation, usually with 


abscess formation, in the retropharyngeal space. On inspection of the throat there is 
congestion and a distinct bulging of the posterior wall of the pharynx, usually a little 
above the base of the tongue. The swelling may be so great as to crowd the uvula to 
one side or tip it forward, and it may nearly fill the pharynx. On digital examination 
the mass is found to be soft, tender, and usually fluctuating. 

Chief Signs. Occurrence in healthy children, age 6 months to 2 or 4 years, also 
not uncommon after measles or specific fevers; occurrence also in older children or 
adults, especially with caries of the cervical vertebrae; onset with malaise and py- 
rexia, altered voice, cough, dyspnea, and dysphagia; retraction of the head, with chin 
forward and mouth open; moderate fever in acute cases; usually unilateral enlarge- 
ment of the cervical nodes; lateral x-ray of the neck (increased space between the 
larynx and vertebrae, air bubbles or fluid level in abscess cavity ). 
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Tuberculosis of the Cervical Spine (Cervical Caries; Cervical Spondylitis ) . Char- 
acteristics. In the middle and upper cervical region there may be an anterior prom- 
inence, which may be felt in the posterior wall of the pharynx. The neck may appear 
broadened or thickened in a nearly uniform way, and often the head seems to have 
settled downward upon the shoulders. In the chronic form of cold abscess there are 
no symptoms until the mass is large enough to obstruct the nose and encroach on 
the larynx. 

Chief Signs. Occurrence usually between the third and the eighth year; may be a 
family history of tuberculosis or presence of a latent focus, especially in the lymph 
nodes; onset insidious; pains in the form of occipital neuralgia, sometimes referred 
to the front or side of the neck, frequent and severe, or only excited by movement; 
may be fixation spasm, especially slight torticollis; resistance to passive motion; 
steadying of the head with the hands; possible formation of retropharyngeal abscess, 
x-ray. 

Parapharyngeal Space Infection. Characteristics. On inspection of the throat the 
tonsil is pushed toward the midline and the entire side of the pharynx is pushed in. 
The tonsil and pillars appear relatively normal unless there has been or is persisting 
peritonsillar abscess or acute tonsillitis. There is a hard, tender, painful mass in the 
neck, centering in the submaxillary area, which may extend upward to the ear and 
downward to the clavicle. 

Chief Signs. Pre-existing peritonsillar abscess, retropharyngeal abscess, infection 
about a molar tooth, parotid gland, or petrous pyramid abscess; suppurative lymph- 
adenitis in the space; septic fever; dysphagia; trismus; otalgia; marked swelling and 
induration from the ear to the clavicle centering in the submaxillary area. 

Peritonsillar Abscess. Characteristics. On inspection of the throat there is a uni- 
lateral red tense swelling of the soft palate and anterior pillar and a downwardly and 
forwardly placed congested tonsil. The condition is distinguished from parapharyn- 
geal space infection in that in the latter local redness is minimal, the tonsil is dis- 
placed inward, and there is involvement of the tissues of the neck as well as the 
tonsil itself. Both conditions may coexist. 

Chief Signs. See page 253. 

Gumma of the Pharynx. Characteristics. The posterior pharyngeal wall is a fre- 
quent site of gummatous infiltration and extensive ulceration. The ulcer is round or 
irregular, and is surrounded by a red areola. It has sharply defined edges, and its 
base shows feeble granulation tissue and exuding purulent secretion. Ulcers in the 
upper part of the pharynx are hidden from view unless discovered by a rhinoscopic 
examination. The posterior surface of the palate is a common place for a softening 
gumma. The destructive process is very rapid and perforation of the palate is quickly 
established. Gummatous tumors appearing near the middle of the posterior pharyn- 
geal wall show less tendency to soften, appearing as hard, firm, rounded tumors covy- 
ered with mucous membrane. They may be quite large and present the appearance of 
fibroma or sarcoma. Another result of gummatous infiltration is seen in the develop- 
ment of contraction and scar tissue. A great and varied distortion of the pharynx is 
the result, and membranous folds are formed which cause distress. Adhesion of the 
soft palate to the posterior pharyngeal wall, often complete or with a small opening, 
is not uncommon. 

Chief Signs. History of syphilis; occurrence of syphilitic manifestations elsewhere; 
may be pain on swallowing, in the throat, or radiating to the ears; increased secretion, 
purulent or ropy; may be disturbance of phonation or regurgitation of fluids into the 
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nose; may be enlargement of the cervical nodes; may be difficult or painful degluti- 
tion; may be fetor oris (ozena) ; positive serology. 

Carcinoma of the Pharynx. Characteristics. An uneven, mulberrylike growth is 
visible in the posterior pharynx or in the fauces, extending to the pharynx. It ulcerates, 
spreads rapidly, is irregular and fungating, infiltrates the tissues, bleeds easily, and is 
painful. 

Chief Signs. Occurrence after 40; difficulty in swallowing, speaking, breathing; 
sharp pains radiating to the ears, neck, and angle of the jaw; salivation; blood-tinged 
sputum; fetor oris; glandular enlargements in the upper neck behind the jaw; rapid 
cachexia; biopsy. 

Sarcoma of the Pharynx. Characteristics. There is a rapidly growing, firm tumor 
starting occasionally on the posterior pharyngeal wall but more commonly in the 
fauces (tonsils, soft palate). There is little or no infiltration beyond its margin, and 
glandular swellings are late in appearing. It is less common than carcinoma. 

Chief Signs. Occurrence usually in younger subjects than carcinoma; may be his- 
tory of trauma; severe local ravages with constitutional manifestations if of the 
round-cell type (never pedunculated); slower growth, greater firmness, and occa- 
sional pedunculation if of the spindle-cell type, with greater local and less general 
malignancy than the round-cell type. 

Actinomycosis of the Pharynx. Characteristics. One or more, small, rounded and 
reddish elevations appear on the posterior or lateral walls of the pharynx accom- 
panied by the subjective annoyances of pharyngitis. The adjacent tissues become 
swollen and tumefied, and the evidences of an acute inflammation soon change to the 
more permanent engorgement and solidity of a chronic condition. The swelling is 
irregular but well outlined, firm to probe palpation, and not very sensitive, but slowly 
increases in size. Suppuration and the formation of angry-looking sinuses follow, 
from which a purulent matter containing small yellowish pellets or masses is dis- 
charged (ray fungus). The discharge is persistent, and the sinuses extend deeply 
and produce extensive destruction of tissue. The spread of the process does not, as a 
rule, occur, and it shows a tendency, if it occurs elsewhere, to do so as an isolated 
swelling rather than as a connected overgrowth from the original pharyngeal focus. 

Chief Signs. Occurrence usually in males, commonly connected with cattle; vari- 
able pain, but usually a more or less continuous, heavy ache which is felt locally, be- 
coming at times intensified; fetor oris; gastric disturbance; appearance of the disease 
elsewhere by metastases, especially in the lungs or alimentary tract; demonstration 
of actinomycetes in the discharge; inoculation into a guinea pig. 

Less Common Causes. Fibroma; lipoma; angioma; dermoid cyst; teratoma; lym- 
phosarcoma; retention cyst; chancre; aneurysm; congenital malformation of the 
pharynx; myxosarcoma; edema from stings. 


ULCERS OF THE PHARYNX 


Chancre. Characteristics. Chancre is only rarely seen on the posterior or lateral 
walls of the pharynx, the tonsil and soft palate being more frequently involved. With 
secondary infection it presents the appearance of a superficial indurated ulcer, its 
base covered with a dirty gray secretion. 

Chief Signs. May be pain in the pharynx or radiating into the ear; enlargement of 
the submaxillary glands; discovery of spirochetes in material from the margin of the 
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ulcer by darkfield illumination or in a stained specimen (Levaditi’s stain); may be 
positive serology; therapeutic test. 

Mucous Patch. Characteristics. The mucous patch may become eroded and un- 
dergo superficial ulceration and have a tendency to spread peripherally. Mucous 
patches are of frequent occurrence in the mouth in secondary syphilis, but while they 
may invade the mucous membrane of the pharynx they are more commonly observed 
on the pillars of the palate, tonsils, and other parts of the buccal mucous membrane. 

Chief Signs. See Secondary Syphilis of the Pharynx, page 262. 

Gumma. Characteristics. The ulcer produced by the breakdown of the gumma in 
the pharynx is a deep, crateriform, foul, necrotic mass accompanied by some pain 
and bleeding. It is surrounded by a red areola, heals slowly with the formation of 
much scar tissue and deformity, and exudes a ropy purulent secretion. 

Chief Signs. See page 264. 

Carcinoma. Characteristics. The cancerous ulcer of the pharynx is irregular in 
shape, fungating, rapidly spreading and infiltrating neighboring tissues and parts, 
and bleeds easily when touched. 

Chief Signs. See page 265. 

Vincent’s Angina. Characteristics. The ulcers which appear upon the tonsils, usu- 
ally at the upper part, may spread to the pharynx and even to the larynx and esopha- 
gus. 

Chief Signs. See page 255. 

Tuberculosis. Characteristics. Primary tuberculosis of the pharynx is extremely 
rare and is probably always secondary to pulmonary, laryngeal, nasal, or oral tuber- 
culosis. Three forms occur, all associated with ulceration. In the miliary variety mul- 
tiple and widespread, tiny, gray or yellow tubercles in a congested and swollen mu- 
cosa coalesce and break down to form spreading, gray, superficial ulcers with irreg- 
ular margins and a surrounding inflammation. A more chronic form characterized 
by gray or red, soft infiltrations occurring on one or more areas is also seen. Ulcera- 
tion here may be slow or rapid, and the lesions are irregular, undermined, soft, and 
superficial with a cover of gray granulations and pus. In the extremely chronic form, 
lupus of the pharynx, the disease begins as multiple seedlike subepithelial nodules, 
yellow or gray in color, which slowly progress toward scar tissue formation with at 
times some ulcerative change. 

Chief Signs. Painful deglutition, the patient shrinking from swallowing very hot, 
very cold, or salty food, even the swallowing of saliva being painful; enlarged tender 
cervical nodes; tenderness of the muscles of the neck; anxious expression, pallor, 
and emaciation; exclusion of syphilis (negative serology) unless lues is associated; 
demonstration of primary lesion in the lungs; identification of tubercle bacilli; bi- 
opsy. 

Less Common Causes. Typhoid fever; smallpox; diphtheria; actinomycosis; her- 
pes simplex; herpes zoster; varicella; agranulocytic angina; infectious mononucleo- 
sis; acute leukemia; blastomycosis; streptococcal pharyngitis. 


MUCOUS ACCUMULATION IN THE PHARYNX 
(Including Hawking and Spitting) 


Nasal Obstruction. Characteristics. Any disease which causes nasal obstruction 
by interfering with proper aeration and drainage may bring about catarrhal inflam- 
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mation of the nasopharynx with mucous accumulation in the throat and consequent 
hawking and spitting. 

For causes see page 170. 

Postnasal Drip. Characteristics. Nasopharyngeal discharge, when it is excessive in 
amount, abnormally viscous, irritating, or obstructive, may give rise to frequent 
coughing and hawking in an effort to remove it. A long list of agents causing the 
difficulty has been compiled and includes tobacco smoking, nasal obstruction from 
any cause, thermal changes, improper heating and ventilation, the inhalation of vari- 
ous irritants (dust, fumes, microorganisms, allergens), metabolic and endocrine 
imbalances, excessive and prolonged medication, and various local nasal conditions. 

Chief Signs. Presence of an etiologic factor; evidence of excessive postnasal secre- 
tion. 

Acute Infection of the Pharyngeal Lymphatic Structures. Characteristics. In acute 
tonsillitis, acute lingual tonsillitis, and acute lateral pharyngitis there is much hawk- 
ing, at times quite painful, in an effort to dislodge the tenacious secretions or swelling 
which the patient feels to be present in the area. 

Chief Signs. See page 253. 

Acute Nasopharyngitis (Acute Postnasal Catarrh). Characteristics. After a short 
dry stage in which there is a dry, smarting feeling in the back part of the throat, with 
painful swallowing, the condition passes into one of hypersecretion. The discharge 
is at first whitish and mucous in character, but later becomes yellowish and of a 
mucopurulent consistency. It trickles down from behind the soft palate and is ex- 
pectorated; some of it may be blown out through the anterior nares. Such a muco- 
purulent flow increases the tendency to gagging and nausea. The secretion is viscid, 
tenacious, and glairy. 

Chief Signs. History of exposure to cold and damp; may be mild febrile reaction 
(to 101° F.); general malaise and anorexia; gastrointestinal disturbance (coated 
tongue, nausea, constipation); may be stiffness of the cervical muscles; may be nasal 
voice and irritative cough; may be more or less deafness. 

Acute Simple Pharyngitis. Characteristics. There is an irritative cough with a con- 
stant desire to hawk and clear the throat. Viscid mucus is expectorated, sometimes in 
pellets and occasionally blood-streaked. 

Chief Signs. See page 253. 

Chronic Simple Pharyngitis (Granular or Lacunar Pharyngitis; Clergyman’s Sore 
Throat). Characteristics. There is complaint of dryness or sense of foreign body in 
the throat with a constant desire to hawk or expectorate. These symptoms are aggra- 
vated in smokers. Cough may be present, though it is often absent; when present it 
is irritable and hacking in character. The secretions in the early stage of the disease 
are excessive, thick, and tenacious. At a later stage the glandular functions become 
impaired and the throat dry and glazed. 

Chief Signs. See page 254. 

Chronic Alcoholism. Characteristics. There may be mucous accumulation in the 
pharynx, with morning cough, often ending in vomiting. The condition is usually 
dependent upon a chronic nasopharyngitis. 

Chief Signs. See page 39. . 

Enlarged Uvula. Characteristics. The constant coughing, when it exists, excites a 
secretion from the pharyngeal mucosa which is hawked out as gelatinous pellets oc- 


casionally tinged with blood. 
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Chief Signs. General thickening or elongation of the organ which may be seen to 
rest upon the dorsum of the tongue on pharyngoscopic examination. 

Acute Simple Laryngitis. Characteristics. There is an almost constant desire to 
relieve the dryness and irritability and the accumulated secretions by hawking or 
coughing. 

Chief Signs. See page 279. 

Chronic Laryngitis. Characteristics. Three forms are described, simple, hyper- 
plastic, and laryngitis sicca, In the simple variety there is an irritating sensation of 
dryness or foreign body in the larynx which the patient endeavors to relieve by fre- 
quent hawking and coughing. The voice is easily fatigued, rough, low-pitched, and 
uncertain, with at times even hoarseness or aphonia. In hyperplastic laryngitis, in 
addition to the above, there may be dyspnea, cyanosis, and a tendency to retain much 
bronchial secretion. Laryngitis sicca is manifested by marked dryness, hoarseness, 
cough, and violent hawking efforts in an endeavor to remove the dry secretions, and 
sudden episodes of dyspnea may occur as a result of a dislodged crust catching in the 
glottis. 

Chief Signs. Accumulation of inspissated crusts within the larynx; hoarseness or 
aphonia, especially in the morning, persisting until the crusts are expelled; may be 
fetid odor of the breath; diminished secretion; crusty formations in the pharynx, nose, 
and trachea; absence of pain except during inflammatory attacks; indirect and direct 
laryngoscopy. 

Chronic Hypertrophic Rhinitis. Characteristics. Hawking and clearing the throat 
may be present. 

Chief Signs. See page 171. 

Chronic Lacunar Tonsillitis. Characteristics. Hawking of secretion and cough or 
a bad taste or fetor may be present. 

Chief Signs. See page 260. 

Less Common Causes. Pharyngomycosis; abscess of the larynx; foreign body in 
the pharynx or larynx; edema of the larynx; contact ulcer of the larynx; herpes of 
the pharynx; hyperplasia of the lingual and faucial tonsils; allergic sinusitis; hay 
fever; laryngeal tuberculosis; secondary syphilis of the larynx; laryngeal varix; la- 
ryngeal malignant new growth; nasopharyngeal bursitis (Thornwaldt’s disease); 
paresthesia of the pharynx and larynx; laryngeal perichondritis; laryngeal stenosis; 
peritonsillar abscess; pachydermia of the larynx. 


SENSORY DISORDERS OF THE PHARYNX 
(Anesthesia, Hypesthesia, Hyperesthesia, Paresthesia ) 


The pharynx may be the site of a variety of sensory disturbances including anes- 
thesias, hypesthesias, hyperesthesias, and paresthesias. In the first two varieties the 
condition may be unilateral or bilateral. Complete anesthesia on one or both sides 
regardless of etiology will cause the patient not to feel any sensation in his throat; he 
bites the tongue or cheek without pain; and frequently he will experience severe 
paroxysms of cough while eating, because of the tendency for food to enter the larynx. 
In the case of paresthesias there are changes in sensation of many forms, variously 
described as a sense of pressure or burning in the throat, a feeling of a foreign body 
in the throat, or just a lump or ball in the throat ( globus hystericus). 

Hysteria. Characteristics. There may be bilateral or unilateral anesthesia of the 
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pharynx, which may be freely swabbed without producing the vomiting reflex. In 
other instances the patient complains of symptoms typical of paresthesias of the 
pharynx. 

Chief Signs. See page 42. 

Postdiphtheritic Paralysis. Characteristics. On examining the throat, the palate 
may hang lower than usual and it and the pharynx may or may not be insensitive, but 
the palatal reflex is always diminished or lost. The constrictor of the pharynx being 
affected in severe cases, there is difficulty in deglutition, and choking. 

Chief Signs. Occurrence in the second or third week of convalescence from diph- 
theria; development of complete paralysis in two to seven weeks after its onset; nasal 
Voice; regurgitation of liquids through the nose. 

Brominism. Characteristics. The sense of touch in the back of the throat is obtunded 
in that the nausea reflex is absent, although some epicritic and protopathic sensibility 
may remain. 

Chief Signs. History of prolonged ingestion of bromides; skin rash; unsteadiness of 
gait; difficult cerebration. 

General Paresis and Tabes Dorsalis. Characteristics. A certain degree of insensi- 
tiveness of the pharynx may be present as part of the general insensibility to periph- 
eral stimuli found in the late stages of general paresis. Pharyngeal paresthesias are 
often present also in patients suffering from tabes dorsalis. 

Chief Signs. See page 105. 

Less Common Causes. Chronic pulmonary tuberculosis (anesthesia or hypesthe- 
sia); cerebral tumor (anesthesia or hypesthesia) ; gumma of the brain (anesthesia or 
hypesthesia); multiple sclerosis (anesthesia or hypesthesia); pseudobulbar paralysis 
(anesthesia or hypesthesia); bulbar paralysis (paresthesia); severe anemia (pares- 
thesia); menopause (paresthesia); gastrointestinal disturbances (paresthesia); sy- 
ringomyelia (anesthesia or hypesthesia); encephalitis (anesthesia or hypesthesia) ; 
peripheral neuritis following influenza and pneumonia (anesthesia or hypesthesia) ; 
carcinoma of the nasopharynx or in the sphenomaxillary fossa (anesthesia or hypes- 
thesia) ; glossopharyngeal neuralgia (hyperesthesia) ; glossopharyngeal paralysis (an- 
esthesia). 


PARALYSIS OF THE SOFT PALATE AND UVULA 


Bilateral paralysis of the soft palate is to be suspected if there is regurgitation of 
fluids through the nose on attempting to swallow and if there is failure to pronounce 
correctly certain sounds which require the approximation of the soft palate to the 
posterior pharyngeal wall, e.g., the patient says “beng” for “beg.” If the paralysis is 
unilateral these symptoms are wanting. Inspection of the soft palate during the utter- 
ance of the long “ah” sound will show under normal circumstances that both sides of 
the palate arch upward. If the whole palate remains motionless during phonation 
there is bilateral paralysis; if but one side moves, it is unilateral. Partial or complete 
paralysis of the soft palate may be of central or peripheral origin (neuritis of the 
pharyngeal plexus) and is nearly always associated with lesions of the seventh, tenth, 
and twelfth cranial nerves. 

Postdiphtheritic Paralysis. Characteristics. Of the local paralysis complicating 
diphtheria (toxic neuritis) the most common is that which affects the palate. This 
gives a nasal character to the voice and, owing to a return of liquids through the nose, 


270 The Pharynx or Throat 


causes a difficulty in swallowing. The palate is seen to be relaxed and motionless, and 
the sensation in it is much impaired. The affection may extend to the constrictors of 
the pharynx, and deglutition becomes embarrassed. Within two or three weeks or 
even a shorter time the paralysis disappears. In many cases the affection of the palate 
is only a part of a general neuritis due to the toxin of diphtheria. 

Chief Signs. See page 269. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. Swallowing 
becomes difficult, owing partly to paralysis of the palatal muscles and partly to in- 
volvement of the constrictors of the pharynx. 

Chief Signs. Gradual onset with involvement first of the lips and tongue (speech 
indistinct, with difficulty in pronouncing the lingual consonants, 1, r, n, s, t, then later 
0, u, p, b, m); weakness in moving and protruding the tongue, with wasting, wrinkling 
of the mucous membrane, and fibrillary contractions; weakness of the orbicularis oris 
(lips), whistling being impossible, with some wasting; later, dribbling and unintelligi- 
ble speech; duration two years to death. 

Less Common Causes. Tuberculous meningitis; cerebral tumor; vertebral caries; 
neuritis as a sequel to alcohol, influenza, gonorrhea, pneumonia, malaria, diabetes, 
typhoid fever, scarlet fever, etc.; poisoning by lead, arsenic, phosphorus, morphine, 
atropine, etc.; tabes dorsalis; syringomyelia; multiple sclerosis; poliomyelitis; amyo- 
trophic lateral sclerosis; hemiplegia; trauma; Robin’s syndrome. 


DYSPHAGIA WITH PAIN 
(Painful Swallowing ) 
(See also Dysphagia without Pain, page 273, and Pain in the Throat, page 253.) 


Acute Simple Pharyngitis. Pain is usually present, causing distress in swallowing, 
and stiffness and aching of the muscles of the neck are complained of. Dysphagia or 
painful swallowing is a constant symptom. 

Chief Signs. See page 253. 

Acute Infection of the Pharyngeal Lymphatic Structures. Characteristics. The 
febrile movement is accompanied by soreness upon swallowing which, as the disease 
progresses, may become quite painful. 

Chief Signs. See page 253. 

Peritonsillar Abscess (Quinsy). Characteristics. The muscles of mastication are 
encroached upon by the abscess, hence the patient has the greatest difficulty in open- 
ing the mouth sufficiently wide to permit of an examination of the throat. Swallowing 
becomes difficult and painful. 

Chief Signs. See page 253. 

Chronic Lacunar Tonsillitis. Characteristics. The patient may complain of pain 
upon swallowing saliva but not upon swallowing solid food. 

Chief Signs. See page 260. 

Corrosive Poisoning. Characteristics. Immediately upon swallowing a corrosive 
substance a violent burning pain under the sternum is experienced, greatly aggravated 
by swallowing and followed by retching of pappy, hemorrhagic masses. Thirst, fever, 
and collapse ensue. Unless the condition proves rapidly fatal, the pain gradually di- 
minishes after 24 hours. After a time deglutition becomes less painful, and the injury 
may undergo healing. It may be possible for a patient to swallow small pieces of solid 
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food, but when scars form, strictures occur, and swallowing is again interfered with. 

Chief Signs. History of ingestion of a corrosive substance, as lye or acid. 

Foreign Body in the Esophagus. Characteristics. There is a subjective sensation of 
a foreign body, especially on swallowing, and there is pain or difficulty in swallowing 
solids or liquids or both; earache, hematemesis, and fever if there is trauma or infec- 
tion. 

Chief Signs. See page 275. 

Burns of the Esophagus. Characteristics. There is pain on swallowing as the food 
passes over the injured mucosa and the muscle contracts. 

Chief Signs. History of swallowing steam or hot liquids; may be regurgitation of 
pieces of detached mucosa; may be subsequent cicatricial contraction with stricture. 

Vincent’s Angina (Ulcerative Tonsillitis; Trench Mouth). Characteristics. There 
is complaint of more or less pain on swallowing, which later may increase until there 
is great pain on swallowing or talking, accompanied by fetid breath, gastric dis- 
turbance, and enlargement with tenderness of the submaxillary and cervical nodes. 

Chief Signs. See page 255. 

Epidemic Parotitis (Mumps). Characteristics. There are pain and swelling in the 
parotid gland, below and in front of the ear, with great inconvenience in taking food, 
for the patient is unable to open the mouth, and even speech and deglutition become 
difficult. 

Chief Signs. See page 297. 

Carcinoma of the Tongue. Characteristics. In most cases there is difficulty in 
swallowing, masticating, and talking, accompanied by severe pain which is apt to 
radiate toward the ear and is certain to do so if the base of the tongue is involved. 

Chief Signs. See page 231. 

Tuberculous Laryngitis. Characteristics. Of the symptoms, none is more aggravat- 
ing than the dysphagia, which is met with particularly when the epiglottis is involved 
and when the ulceration has extended to the pharynx. There is no more distressing 
or painful complication in phthisis. In cases where the epiglottis is much destroyed, 
the dysphagia may be accompanied by distressing paroxysms of cough or suffocation. 

Chief Signs. See page 280. 

Acute Esophagitis. Characteristics. Pain on deglutition is always present in severe 
inflammation of the esophagus. A dull pain beneath the sternum is also present. 

Chief Signs. History of trauma, infectious fever, or swallowing of irritants or 
foreign bodies; may be regurgitation of food with mucus, blood, or pus; development 
of a stricture following the swallowing of corrosives (lye, acids); pain on pressure 
over the sternum, thoracic vertebrae, or even on moving the body; esophagoscopy 
(revealing a swollen and relaxed mucous membrane with injected vessels and some- 
times areas of ulceration). 

Chronic Esophagitis. Characteristics. In pronounced cases pain and pressure at- 
tend the act of swallowing. In other cases the affection causes only slight pain. The 
principal symptoms are referable to the upper third of the esophagus, the walls here 
being in contact with each other. Often when there is great sensitiveness, the food is 
brought up, perhaps with an admixture of blood. Liquid food can always be better 
swallowed than solid. 

Chief Signs. Occurrence most frequently in elderly men; may be history of acute 
esophagitis, misuse of alcohol and tobacco, presence of cardiopulmonary disease, or 
chronic gastric disease with vomiting of irritating material; chronicity; absence of 
symptoms of cancer; esophagoscopy (revealing whitish cloudiness, or swelling or 
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redness of the mucous membrane, with the presence of a tough mucous secretion). 

Acute Infectious Epiglottiditis. Characteristics. There is painful deglutition, a 
muffled voice, inspiratory stridor, and dyspnea. 

Chief Signs. Sudden onset; fever; stiff, swollen tongue; dyspnea, especially upon 
lying down; anterior surface of the epiglottis red and swollen. 

Syphilis of the Pharynx (Gumma). Characteristics. Pharyngeal gummas are usually 
found upon the posterior wall of the pharynx causing interference with swallowing or 
speech, and when central softening and ulceration occur, there is some pain associ- 
ated with dysphagia. 

Chief Signs. See page 264. 

Scarlet Fever (Scarlatina). Characteristics. In the majority of cases there is sore 
throat accompanying the invasion, which produces a varying amount of dysphagia. 

Chief Signs. See page 875. 

Chronic Streptococcal (Superficial) Glossitis. Characteristics. The pains are strik- 
ingly severe, considering the slight anatomic changes—so much so that ingestion of 
food due to painful mastication and deglutition may be restricted to the utmost. Pain 
is present even when the tongue is quiet. 

Chief Signs. See page 219. 

Acute Simple Laryngitis. Characteristics. Dysphagia may be complained of and 
is associated with hoarseness and a hacking cough. 

Chief Signs. See page 279. 

Carcinoma of the Larynx. Characteristics. In extrinsic malignancies, i.e., those 
originating at the entrance of the larynx, painful deglutition may be a prominent and 
early symptom, due to early ulceration. Difficult deglutition is a late symptom in 
intrinsic malignancy and begins only when the process has spread backward to the 
arytenoid or upward to the laryngeal aperture. 

Chief Signs. See page 282. 

Carcinoma of the Pharynx. Characteristics. Among the later symptoms usually 
associated with ulceration are dysphagia, associated with pain, dyspnea, fetid breath, 
cachexia, lymph node enlargement, and hemorrhage. 

Chief Signs. See page 265. 

Abscess of the Tongue. Characteristics. The swelling of the affected part, which is 
usually the dorsal surface of the tongue toward the base, interferes with swallowing 
and speaking. 

Chief Signs. See page 221. 

Retropharyngeal Abscess. Characteristics. As the disease progresses, deglutition 
becomes difficult and painful. 

Chief Signs. See page 259. 

Carcinoma of the Esophagus. Characteristics. The presence of much pain, which 
is rare, suggests spreading of the carcinoma and metastatic formations which exert 
pressure upon neighboring nerve trunks. 

Chief Signs. See page 273. 

Peptic Ulcer of the Esophagus (Peptic Esophagitis). Characteristics. Usually the 
patient has suffered heartburn long before dysphagia occurs due to reflux of gastric 
contents into an esophageal hiatal hernia. In time dysphagia appears, with or without 
pain, and becomes slowly worse, with exacerbations. 

Chief Signs. Tendency to pyrosis, sour eructation, and vomiting; may be hemate- 
mesis and melena; may be malnutrition; x-ray; esophagoscopy. 

Other Ulcers of the Esophagus. Characteristics. There is substernal pain and pain in 
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the back made worse by swallowing, with dysphagia. Such lesions occur as a result of 
trauma (sharp foreign body, instrumentation, caustic substances), decubitus ulcer in 
the esophageal mouth (typhoid fever, wasting diseases, prolonged intubation), and 
tuberculous or syphilitic ulceration. 

Chief Signs. History of trauma; presence of wasting disease, far-advanced pul- 
monary tuberculosis or untreated syphilis; tendency to pyrosis, sour eructation, and 
vomiting; may be hematemesis and blood in the stools; weight loss; x-ray; esophagos- 
copy. 

Hydrophobia (Rabies). Characteristics. During the premonitory stage the first 
symptoms of difficulty in swallowing are experienced. During the next stage, that of 
excitement, spasms appear when efforts to swallow are made, which are exceedingly 
painful and affect the muscles of the larynx and throat. These spasms make the 
patient dread even the sight of water to swallow, to which circumstance the disease 
Owes its name. 

Chief Signs. Usually history of having been bitten by a rabid animal; incubation 
period 40 to 50 days; irritation of the original wound; slight fever; irritability, terror, 
and spasms; abundant viscid saliva; may be mania; examination of the suspected 
animal (Negri bodies in the cornu ammonis of the brain). 

Acute Lingual Tonsillitis. Characteristics. There is painful deglutition accom- 
panied by burning and pricking sensations in the throat. 

Chief Signs. See page 257. 

Less Common Causes. Ludwig’s angina; temporomaxillary arthritis; atlanto-axial 
disease; botulism; glandular fever; pemphigus of the throat; tetanus; trichinosis; vari- 
ola; varicella; herpes zoster of the pharynx; gangrenous ulcer of the pharynx; decubi- 
tus ulcer of the pharynx; tuberculous ulcer of the pharynx; syphilitic ulcer of the phar- 
ynx; animal parasites in the esophagus (leeches, flies, trichina); traumatic perforation 
of the esophagus (stabs, gunshot wounds ) ; acute infectious and traumatic perichondri- 
tis of the larynx; membranous laryngitis (pseudomembranous croup); traumatic laryn- 
gitis; foreign bodies in the larynx; calculus of the tonsil; acute suppurative parotitis; 
acute diffuse glossitis (phlegmon of the tongue) ; furred tongue; angina pectoris; dis- 
location of the jaw; fracture of the lower jaw; acute phlegmonous lingual tonsillitis; 
fungous infection of the pharynx (actinomycosis, blastomycosis, sporotrichosis) ; 
foreign body in the pharynx (when there is abrasion or penetration) ; agranulocytic 
angina; glossopharyngeal neuralgia; herpes of the pharynx; infectious mononucleosis; 
pharyngomaxillary space infection; pneumococcus pharyngitis; abscess of the larynx; 
acute arthritis of the cricoarytenoid joint; diaphragmatic hernia; buccal erythema 
bullosum; ulcer of the tongue (traumatic, tuberculous, syphilitic, leprous, actinomy- 
cotic, chronic streptococcal glossitis, etc.); traumatic esophagitis (sharp foreign 
bodies, bougienage, esophagoscopy); periesophagitis; acute miliary tuberculosis of 
the larynx. 


DYSPHAGIA WITHOUT PAIN 
(Difficult Swallowing ) 
(See also Dysphagia with Pain, page 270, and Paralysis of the Soft Palate and 
Uvula, page 269.) 


Carcinoma of the Esophagus. Characteristics. The earliest symptom is dysphagia, 
which is progressive and may become extreme, so that the patient emaciates rapidly. 
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The first evidence may be difficulty in swallowing a bolus of food eaten hastily. First 
there is inability to swallow solid food, then soft food, and finally liquids. Regurgita- 
tion may take place at once after swallowing; or if the cancer is situated near the 
stomach, it may be deferred for 10 or 15 minutes or even longer if the tube is much 
dilated. The rejected materials may be mixed with blood and may contain cancerous 
fragments. The passage of food over the cancerous area may give rise to pain, or 
pain in the esophagus may be persistent and in some cases very great, though pain is a 
rare symptom except with involvement of adjacent nerve trunks. 

Chief Signs. Occurrence usually after 50; rapid emaciation; may be enlarged cervi- 
cal lymph nodes (if the lesion is in the upper third); fluoroscopy and x-ray after an 
opaque meal; passage of a sound guided by a previously swallowed thread; esopha- 
goscopy. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. In advanced 
cases there is interference with swallowing and coughing. The pharyngeal muscles 
and those of the tongue do not act in concert, and liquid food regurgitates through the 
nose. An apparent increase in saliva, an annoying symptom, is largely dependent 
upon inability to swallow. Atrophy of the tongue is present. 

Chief Signs. See page 270. 

Cardiospasm (Diffuse Dilatation of the Esophagus; Achalasia; Esophagectasis). 
Characteristics. There is difficulty in swallowing, substernal pressure after meals, a 
feeling of food sticking, and the regurgitation of undigested food. The condition may 
extend over years, there may be great weight loss, and at times upon assuming a supine 
position, retained food may overflow into the larynx producing severe cough and stran- 
gling attacks. 

Chief Signs. Absence of history of organic stricture or compression stenosis of the 
esophagus (swallowing corrosives, tumor, aneurysm) ; slow development and course; 
regurgitation of foods and liquids (especially when recumbent); neurotic symptoms; 
x-ray study with an opaque meal; esophagoscopy. 

Spasm of the Cricopharyngeus Muscles (Globus Hystericus ). Characteristics. Dif- 
ficulty in swallowing due to a lack of coordination of these muscles may give rise to the 
feeling of constriction in the neck or of a ball rising in the throat which the patient is 
unable to swallow, variously termed globus hystericus, hysterical dysphagia, and eso- 
phageal neurosis. As a general rule other manifestations of psychoneurosis and emo- 
tional instability will be evident. At times, however, the symptom may indicate early 
organic disease. 

Chief Signs. Negative x-ray examination; negative direct laryngoscopy and esopha- 
goscopy; see also page 42. 

Cicatricial Stenosis of the Esophagus (Stricture of the Esophagus). Characteris- 
tics. The chief symptom is difficulty in swallowing, associated with distress after eat- 
ing, regurgitation of undigested food, and weight loss. 

Chief Signs. History of swallowing corrosives or of some infectious disease, possi- 
bly years previously (unknown etiology in 10 per cent); history of previous trauma, 
syphilis, or ulceration; sense of fullness in the chest; regurgitation; fluoroscopy with 
an opaque meal; esophagoscopy. 

Cleft Palate. Characteristics. Cleft palate interferes with swallowing, sucking, masti- 
cation, and articulation; in severe cases food passes into the nose and excites inflam- 
mation. } 

Chief Signs. See page 216. 

Diphtheritic Paralysis of the Palate. Characteristics. The palate is most frequently 
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involved in postdiphtheritic paralysis, occurring in the second or third week of con- 
valescence. One of the earliest signs is a difficulty of swallowing as shown by regurgi- 
tation of food through the nose. On examination the palate is relaxed, motionless, 
insensitive, and the reflex is absent. 

Chief Signs. See page 269. 

Foreign Body in the Esophagus. Characteristics. There is a sense of something 
sticking in the throat, and if there is trauma and infection, there may be some pain on 
swallowing, reflex otalgia, hematemesis, and fever. 

Chief Signs. History of swallowing a foreign substance (such as artificial teeth, 
coins, buttons, fragments of bone, toys); x-ray; esophagoscopy. 

Edema of the Glottis (Edematous Laryngitis). Characteristics. As soon as the 
epiglottis becomes congested, dysphagia appears, accompanied by dyspnea as edema 
develops. 

Chief Signs. See page 255. 

Pulsion Diverticulum of the Esophagus (Simple Diverticulum). Characteristics. 
The symptoms develop slowly as the lesion progresses, commencing with slight diffi- 
culty in swallowing and a slight pressure sensation in eating. Frequently there is also 
eructation after meals and vomiting of small quantities of the ingested food. As the 
diverticulum increases in size, the symptoms become more pronounced. The food 
glides into the diverticulum, which, according to its fullness, presses against the 
lumen of the esophagus, allowing but a very small portion of the food to reach the 
stomach. The diverticulum is very rapidly filled, causing the food to accumulate in 
the pharynx, whence it is brought up and vomited in a short time. Some patients are 
able to press food down with the finger to the side of the neck. 

Chief Signs. May be history of trauma; slow development; occurrence between 
50 and 60 years of age; passage of a sound into the filled diverticulum; esophagos- 
copy; fluoroscopy with the opaque meal; x-ray. 

Aneurysm of the Thoracic Aorta. Characteristics. Difficulty in swallowing and the 
feeling of a lump in the throat may result from pressure upon the esophagus, espe- 
cially when the aneurysm is adherent to it or is infiltrating its walls. This is, of course, 
more apt to occur with aneurysms of the descending portion of the arch and to a lesser 
degree of the descending thoracic aorta. It is by no means as common as might be 
expected even when the aneurysm is large. 

Chief Signs. See page 609. 

Mediastinal Tumor. Characteristics. There may be gradually developing dysphagia 
from esophageal compression. 

Chief Signs. See page 282. 

Pericarditis with Effusion. Characteristics. Dysphagia may be a marked symptom 
with large effusions which usually produce simultaneously other symptoms of com- 
pression, particularly distention of the veins of the neck, and irritative tracheobron- 
chial cough. 

Chief Signs. See page 394. 

Syphilis of the Larynx (Tertiary). Characteristics. Whenever the epiglottis is the 
seat of a gumma there is a sensation as of a lump in the throat of which the patient is 
constantly conscious, especially during the act of swallowing. If the lesion is located 
on the posterior aspect of the larynx adjacent to the mouth of the esophagus, dyspha- 
gia is usually a marked symptom. 

Chief Signs. See page 281. 
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Transverse Myelitis. Characteristics. Where transverse myelitis involves the cervi- 
cal region there may sometimes be attacks of dysphagia. 

Chief Signs. See page 697. 

Myasthenia Gravis. Characteristics. Weakness of the muscles of mastication is 
common, combined with bulbar symptoms, as shown by difficulty in swallowing, re- 
gurgitation of fluids through the nose, and a nasal speech. 

Chief Signs. See page 66. 

Less Common Causes. Congenital stricture of the esophagus; sarcoma of the esoph- 
agus; actinomycosis of the esophagus; thrush of the esophagus; ascarides in the 
esophagus; benign neoplasm of the esophagus (papilloma, hemangioma, fibroma, 
lipoma, myxoma, varix, dermoid cyst); traction diverticulum; tuberculosis of the 
vertebrae; tuberculosis of the tracheobronchial lymph nodes; leukemia; Hodgkin’s 
disease; lymphosarcoma of the thoracic glands; intrathoracic goiter; diphtheria; 
macroglossia; general paresis; chorea; tonsillar cyst; cricoarytenoid paralysis; lead 
poisoning; enlarged lingual tonsil; Mikulicz’s disease; mitral stenosis; aneurysm of 
the subclavian or carotid artery; lupus of the pharynx; hysterical dysphagia; nght 
aortic arch; double aortic arch; aberrant right subclavian artery (dysphagia lusoria) ; 
dissecting aneurysm; nasopharyngeal fibroma (tumor pressure on the palate); elonga- 
tion of the styloid process; Plummer-Vinson syndrome; sideropenic dysphagia; great 
cardiac enlargement; tumor of the acoustic nerve; pseudobulbar paralysis; elongation 
of the uvula; carcinoma of the stomach; xerostomia; alcoholism; epidemic encephalitis; 
sodium chloride poisoning; poliomyelitis; syphilitic stenosis of the pharynx; carcinoma 
of the tongue; gumma of the pharynx; tumors of the laryngopharynx (before ulcera- 
tion) ; scleroderma; primary amyloidosis; lower esophageal ring; diffuse spasm of the 
esophagus; chalasia (cardioesophageal relaxation of the newborn). 


ABNORMALITIES OF THE UVULA 


(Including Deviation and Paralysis ) 


Bifid Uvula. Characteristics. This is the chief congenital malformation of the uvula, 
wherein the median elongation is divided into two portions usually of equal size. The 
extent of the bifurcation varies, but may be sufficiently deep to give the appearance 
of double uvula. 

Rudimentary Uvula. Characteristics. In this malformation, the uvula is only slightly 
developed and occasionally is absent altogether. 

Elongated Uvula. Characteristics. The condition may be congenital with redun- 
dancy of tissue, or may be due to relaxation. 

Chief Signs. Tickling sensation in the fauces; cough; may be interference with 
deglutition; pharyngoscopy. 

Acute Uvulitis. Characteristics. As the swelling and edema increase, owing to the 
infiltration of serous exudate into the soft, yielding tissues, the uvula tip becomes bul- 
bous, elongated, and impinges upon the base of the tongue and epiglottis, evoking a 
persistent cough. : 

Chief Signs. See page 256. 

Facial Paralysis. Characteristics. The palate is partially paralyzed on the same side 
and the uvula deviates toward the sound side. 

Chief Signs. See page 48. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. Pharyngeal, in- 
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cluding palatal (and uvular), paralysis may be the first symptom, though the tongue 
is usually the first organ affected. The paralysis, at first slight, gradually increases in 
severity. 

Chief Signs. See page 270. 

Less Common Causes. Gumma of the uvula. 
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PAIN IN THE LARYNX 
(Including Other Disagreeable Sensations ) 


Some increase in sensibility of the larynx is common even among healthy indi- 
viduals. The milder symptoms consist of burning, pricking, dryness, constriction, and 
rawness in the larynx. 

Acute Simple Laryngitis (Acute Congestive Laryngitis). Characteristics. At the 
commencement there is a distinct sensation of burning, dryness, itching, or tickling 
within the larynx, which is aggravated during the second stage, phonation often be- 
coming painful. There may be slight soreness in the larynx. 

Chief Signs. See page 279. 

Edema of the Glottis (Edematous Laryngitis). Characteristics. When the disease 
is severe there is intense pain and discomfort in the larynx, partially from inflamma- 
tion and partially from pressure; in mild cases there is little or no pain. 

Chief Signs. See page 281. 

Chronic Laryngitis. Characteristics. In simple chronic laryngitis there is local irrita- 
tion with a sensation of dryness or foreign body. The voice is easily fatigued, rough, 
low-pitched, and uncertain, with at times even hoarseness or aphonia. In the hyper- 
plastic variety of chronic laryngitis, in addition to the above, there may be dyspnea, 
cyanosis, and a tendency to retain much secretion. In laryngitis sicca and atrophic 
laryngitis there is an irritating sensation of dryness in the larynx, which the patient 
endeavors to relieve by violent hawking efforts, which often induce strangling and 
slight hemorrhage. The discomfort is aggravated by public speaking or singing. 

Chief Signs. See page 280. 

Perichondritis and Chondritis of the Larynx. Characteristics. There is spontaneous 
laryngeal pain, pain on talking and deglutition with reflex earache, dysphagia, hoarse- 
ness or aphonia, severe cough, dyspnea, and stridor. 

Chief Signs. History of trauma to the larynx (contusion, fracture, laceration, high 
tracheotomy, foreign body ), tuberculosis, syphilis, or cancer of the larynx, radiation 
therapy, or acute infectious disease (typhoid, variola, influenza, diphtheria, erysipe- 
las, pneumonia, streptococcal pharyngitis); pain and dyspnea; aphonia; may be 
dysphagia; laryngoscopy. 

Tuberculous Laryngitis. Characteristics. Pain is present upon phonation and deglu- 
tition and may be a marked symptom; but deglutition is not painful so, long as the 
ulceration is entirely intrinsic. 

Chief Signs. See page 280. 

Carcinoma of the Larynx. Characteristics. The efforts of coughing and hawking 
which are made after ulceration has occurred produce more or less pain, which is 
lancinating in character and radiates to the pharynx and ear. The painful stage is usu- 
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ally preceded by hoarseness which has existed for months. Dysphagia is a late symp- 
tom. 

Chief Signs. See page 282. 

Foreign Body in the Larynx. Characteristics. Pain in the laryngeal region or a sub- 
jective sensation of foreign body may be present and is sometimes referred to the 
ears. 

Chief Signs. See page 282. 

Hysteria. Characteristics. There may be perverted sensations in the larynx. Also, 
persons who by occupation are obliged to use their voices much are frequently the 
sufferers from a morbid sensibility of the larynx which causes them to suspect the 
presence of a foreign body in the throat. More frequently the patient is apprehensive 
or even hysterical, and complains of a lump in the throat, violent pain, or spasm. 

Chief Signs. Neurotic symptoms; apprehension; absence of laryngeal pathology; 
cure by psychogenic methods. 

Acute Phiegmonous Laryngitis. Characteristics. Pain and soreness in the larynx 
are usually complained of. 

Chief Signs. See page 284. 

Abscess of the Larynx. Characteristics. Tenderness over the larynx is complained 
of in association with hoarseness, cough, dysphagia, dyspnea, and wheezing stridor. 

Chief Signs. Fever; malaise; external swelling about the larynx; regional adenop- 
athy; possible cyanosis; laryngoscopy (red swelling of the epiglottis and the side of 
the larynx or arytenoid). 

Less Common Causes. Laryngeal stenosis; sarcoma of the larynx; neuralgia of the 
larynx (true neuralgia, or accompanying malaria, gout, rheumatism, pressure from 
some tumor or swelling, epipharyngitis, and angina of the pharynx); aphonia spastica, 
laryngeal vertigo or epilepsy (prodrome of tickling in the larynx); acute infectious 
perichondritis; syphilitic laryngitis; hydrophobia (painful spasms); tabes dorsalis 
(lightning pains); contact ulcer of the larynx; acute or subacute arthritis of the 
cricoarytenoid joint; injuries of the larynx (contusion, dislocation of parts, fracture of 
cartilages or hyoid, burns, radiation injury, etc.); acute miliary tuberculosis of the 
larynx; paresthesia of the larynx (as in neurasthenia, hysteria, hypochondriasis, 
phobias, menopause, and reflexly); hyperesthesia of the larynx (puberty, meno- 
pause, during menses, excessive alcohol, smoking and vocal strain, early tabes 
dorsalis ) . 


HOARSENESS, APHONIA, OR DYSPHONIA 


Hoarseness, aphonia, and dysphonia are due usually to disease of the larynx itself 
or to disease of or pressure on the recurrent laryngeal nerve or nerves. Excessive use 
of the voice and strong emotion (neurosis) may give rise also to these symptoms. 

Acute Simple Laryngitis. Characteristics. At first the voice is simply husky, but 
soon, if the attack is severe enough, phonation becomes painful, and finally the voice 
may be completely lost. 

Chief Signs. History of exposure to cold or overuse of the voice, exposure to irri- 
tant gases, or symptoms of acute specific fevers (measles, bronchopneumonia, scarlet 
fever, whooping cough, influenza) ; tickling in the larynx irritated by cold air; may be 
dry cough or slight expectoration; may be dysphagia and pain over the larynx, 
laryngoscopy (swollen mucous membrane, particularly the aryepiglottic folds; luster- 
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less, swollen, reddened vocal cords with impaired mobility; dry mucous secretion 
which later becomes mucopurulent). 

Chronic Laryngitis. Characteristics. Hoarseness of varying degrees, even aphonia, 
and a voice of uncertain production and easy fatigability are noted in the simple, 
hyperplastic, and chronic subglottic forms of chronic laryngitis. In laryngitis sicca and 
atrophic laryngitis (ozena of the larynx) there is much hoarseness, dryness, cough, 
and hawking in an effort to remove the dry secretions which in the latter case are foul. 

Chief Signs. Usual history of repeated acute attacks or atrophic nasopharyngitis in 
atrophic laryngitis; absent or very slight pain; unpleasant sense of dryness or tickling 
in the larynx causing a frequent desire to cough and hawk; vocal abuse, chronic post- 
nasal drip, or nasal obstruction predispose to all but atrophic laryngitis; laryngoscopy 
(swollen, dull, dark-red congestion of the mucosa, thickened vocal cords with ad- 
herent mucoid material and interference with the function of the moving parts as a 
result of inflammation in all but atrophic laryngitis in which there is dryness, atrophy, 
and thinness of the mucosa covered by green or black foul crusts). 

Tuberculous Laryngitis. Characteristics. Tickling and burning in the larynx, 
cough, a lump in the throat, easy voice fatigue, and intermittent hoarseness constitute 
the earliest symptoms of the disease. Later with the extension of the pathologic 
process at the cord or interarytenoid area there is persistent hoarseness; when ulcer- 
ation occurs about the entrance to the larynx, especially with chondritis and necrosis 
of the arytenoid or epiglottis, there is painful dysphagia and reflex otalgia. 

Chief Signs, Gradual developing irritative cough which at first is not troublesome 
but becomes husky and ineffectual when the ulceration is extensive; aggravating 
dysphagia when the epiglottis is involved, which later may become agonizing, leading 
to paroxysms of cough and even suffocation; laryngoscopy (mucous membrane at 
first pale, thickened and infiltrated, later ulcerated and “worm-eaten,” “pyriform 
arytenoids” or “turban-shaped” epiglottis); pallor of the palate; usually association 
with well-marked pulmonary disease; demonstration of tubercle bacilli in an ulcer 
smear. 

Laryngeal Diphtheria. Characteristics. This usually follows the pharyngeal form 
and is rarely primary in the larynx. Hoarseness and a cough typical of laryngeal in- 
flammation are the first symptoms. Soon a membrane forms and with the accompany- 
ing edema there are other signs of laryngeal obstruction (inspiratory dyspnea and 
stridor, restlessness, cyanosis or pallor, and indrawing of the supraclavicular, in- 
fraclavicular, and intercostal spaces ). 

Chief Signs. Occurrence in children (commonest about 3 years); presence of a 
faucial membrane and enlarged cervical nodes; mild fever; marked prostration; harsh 
cough and increasing inspiratory stridor; asphyxia and cyanosis; presence of Klebs- 
Loffler bacilli in the throat culture. 

Acute Membranous Laryngitis. Characteristics. Hoarseness and a cough typical of 
laryngeal inflammation, followed by signs of laryngeal obstruction and aphonia, may 
occur as part of severe laryngotracheobronchitis, following measles, scarlet fever, or 
influenza, as an extension of a fusospirochetal pharyngitis and as a result of trauma. 

Chief Signs. History of antecedent or concomitant disease; membrane. formation 
by laryngoscopy; fusospirochetal organisms demonstrated on the smear if that is the 
offending organism; absence of diphtheria bacillus in smears and in cultures. 

Acute Subglottic Laryngitis (False Croup of Children). Characteristics. In the 
child slight hoarseness, cough, and the symptoms and signs of a rhinopharyngitis with 
mild fever are usually noted during the day. The typical croup attack then begins 
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when the patient awakens from early sleep with a hoarse cough, dyspnea with in- 
spiratory stridor and cyanosis, and signs of laryngeal obstruction. There may be 
actual brief loss of consciousness followed by the expectoration of much thick mucus, 
at times vomiting, and thereafter recovery. The following day slight cough and hoarse- 
ness will again be noted with the probability that nocturnal attacks of the variety 
described above will recur for two or three nights. In older children and adults croup 
is rare, the condition being marked by severe hoarseness or aphonia and a very rough, 
harsh cough. 

Chief Signs. Occurrence usually from 6 months to 3 years; preceding rhinopharyn- 
gitis; attacks of inspiratory nocturnal dyspnea and cough which awaken the child 
about midnight and last for two to four hours; relative well-being the following day; 
repetition on two or three successive nights; may be recurrence every few weeks 
during the cold season. 

Syphilitic Laryngitis. Characteristics. In secondary syphilis the voice may become 
rough and harsh, with partial loss of the voice resembling that seen in ordinary simple 
laryngitis, these symptoms being accompanied by an irritative or tickling cough and 
clearing of the throat. In tertiary syphilis of the larynx there are changes in the voice 
varying from hoarseness to complete aphonia. Permanent loss of voice may result 
from the scarring and adhesions. In contrast to the laryngeal symptoms of tuberculo- 
sis, the voice changes in syphilis develop painlessly until deep ulceration or perichon- 
dritis sets in. 

Chief Signs. Laryngoscopic examination (hyperemia of the larynx in secondary 
syphilis which is not characteristic; solitary gumma appears as a dark red, firm, round 
tumor of the cord, ventricular band, or epiglottis; gummatous infiltration is mani- 
fested by deep-red nodular infiltration; gummatous ulcers appear as deep, punched- 
out ulcers with foul, pus-covered bases); other manifestations of syphilis, congenital 
or acquired (secondary or tertiary); positive serology; spirochetes demonstrated in 
a darkfield smear of the sputum; improvement with antisyphilitic treatment. 

Hysterical Aphonia. Characteristics. In less severe cases of hysterical affections of 
speech it is not uncommon to find the voice to be a weak whisper, produced with 
difficulty, and failing completely after a few words; in severe cases complete aphonia 
is present. 

Chief Signs. Absence of organic lesions; laryngoscopy, showing complete adductor 
paralysis or vocal cords approaching softly and without tension; other neurotic symp- 
toms; cure by suggestion, persuasion, or by shock, mental or physical (administra- 
tion of chloroform, alcoholic excess, intralaryngeal faradism ). 

Edema of the Glottis (Edematous Laryngitis). Characteristics. The voice becomes 
progressively more and more husky, rough, and deep, and then rather quickly dis- 
appears. 

Chief Signs. History of preceding trauma, laryngitis, or local inflammatory condi- 
tion (cellulitis, erysipelas, diphtheria) ; or some general condition (such as nephritis, 
angioneurotic edema) ; dyspnea, increasing in intensity so that in an hour or two the 
condition becomes very critical; may be inspiratory stridor; greatly swollen epiglottis, 
visible and palpable; laryngoscopy (swollen aryepiglottic folds, almost meeting in the 
middle line; occasionally edema below the cords). 

Aneurysm of the Arch of the Aorta. Characteristics. In aneurysm of the transverse 
portion of the arch, loss of voice and hoarseness may occur as consequences of pres- 
sure on the recurrent laryngeal nerve, usually the left, inducing either a spasm in the 
muscles of the left vocal cord or paralysis. 
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Chief Signs. Cough, bovine or brassy, often paroxysmal; dyspnea, often paroxys- 
mal; may be hemoptysis; may be dysphagia; may be suprasternal pulsation, inequality 
of the pupils, inequality of the pulses, tracheal tugging; occasionally dilated veins and 
edema from venous pressure, dullness over the manubrium, bronchitis, bronchiecta- 
sis, collapse of the lung; positive serology; x-ray. 

Goiter (Struma; Bronchocele). Characteristics. If the goiter presses upon the re- 
current laryngeal nerves, the voice may show alterations, principally hoarseness. 

For the differentiation of different types of goiter, see Enlargement of the Thyroid 
Gland, page 306. 

Benign Tumor of the Larynx (Papilloma, Singer’s Nodes, Polyps, etc.). Charac- 
teristics. In a general way it may be said that neoplasms of the vocal cords first give 
rise to hoarseness, supraglottic tumors to cough, and infraglottic growths to dyspnea. 
Aphonia results if the tumor prevents the approximation of the vocal cords. 

Chief Signs. May be attacks of glottic spasm, aphonia, and apnea, with inter- 
mittency or exacerbation of these symptoms if the growth is pedunculated; exagger- 
ation of symptoms with any attack of inflammation of the larynx; laryngoscopy 
(revealing the growth). 

Foreign Body in the Larynx. Characteristics. Substances lodged in the larynx, but 
lying in such a position as not to obstruct respiration, are attended by more or less 
hoarseness and coughing, as in the case of coins and, in some instances, tooth plates. 
These cause active symptoms only after congestion or inflammation has taken place. 

Chief Signs. May be history of aspiration of a foreign body; laryngoscopy; x-ray. 

Carcinoma of the Larynx. Characteristics. Epithelioma is the common form and 
may be intrinsic (involving the cord, subglottic region, or laryngeal ventricle), ex- 
trinsic (arising from the epiglottis, aryepiglottic folds, the arytenoids, the upper 
surfaces of the ventricular bands, or the laryngopharynx), or combined (extension of 
the intrinsic or extrinsic form). In the intrinsic variety hoarseness, at first variable, 
later persistent and progressive, is the first symptom; it usually comes on gradually 
and lasts for several months before any other symptoms supervene. In the extrinsic 
form hoarseness is a very late symptom, since cord action is interfered with only after 
the growth has spread deeply into the laryngeal cavity. The first symptoms of this 
variety of carcinoma are local irritation, the feeling of foreign body, cough, and some 
dysphagia. 

Chief Signs. Occurrence usually after 40, more commonly in males; may be sharp 
pain in the larynx, pharynx, or ear (early in extrinsic growths because ulceration is 
early, late in intrinsic growths); cough (early in extrinsic growths, very late in in- 
trinsic growths); dyspnea; foul sputum; cervical node metastases; hemorrhage; ane- 
mia; cachexia; laryngoscopy (variable in the early stages, later appearance of a 
fungoid mass ) ; exclusion of syphilis; biopsy. 

Chronic Simple Pharyngitis (Granular or Lacunar Pharyngitis; Clergyman’s Sore 
Throat). Characteristics. In aggravated cases the voice becomes hoarse after moder- 
ate use, especially in public speakers, though the cords are neither red nor inflamed. 
The hoarseness is due, perhaps, to a spasm of the muscles of the pharynx and irrita- 
tion of the superior laryngeal nerve. 

Chief Signs. See page 280. 

Mediastinal Tumor. Characteristics. Hoarseness or aphonia, with a brassy cough, 
may occur from pressure on the recurrent laryngeal nerves as in cases of aneurysm of 
the arch of the aorta. 


Chief Signs. Insidious onset with shortness of breath and cough; gradually develop- 
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ing dyspnea, often severe and paroxysmal; cough, often severe and paroxysmal; may 
be pain over the chest radiating to the arms, rarely as severe as in aneurysm; cyanosis; 
dysphagia; may be orthopnea; may be enlargement of the cervical nodes; may be 
immobility or bulging of the affected side; dilatation of the superficial veins; physical 
signs (diminution of tactile fremitus, breath sounds, and vocal resonance; dullness 
on percussion ) ; may be pleural effusion; X-ray. 

Acute Phlegmonous Laryngitis. Characteristics. The voice may be hoarse in any 
degree, or aphonia may be present. 

Chief Signs. See page 284. 

Bulbar Paralysis (Glossolabiolaryngeal Paralysis). Characteristics. The voice 
changes are preceded by progressive weakness of the tongue and muscles of the 
cheeks and lips, followed by fibrillary twitchings and slowly progressive atrophy. 
Speaking becomes fatiguing, and slight changes in the voice become apparent. Finally 
the speech becomes lalling, dysarthric, the lingual letters d, t, l, r, n, s, are first slurred 
over, then the labial letters b, p, f, m, w, 0, v. The laryngeal weakness causes hoarse- 
ness, monotony, and finally aphonia. The laryngeal paralysis may be bilateral, the 
abductors alone usually being involved, but more often the paralysis is unilateral. 

Chief Signs. See page 270. 

Less Common Causes. Spasms of the tensors of the vocal cords (aphonia spastica) ; 
congenital webs and stenosis of the larynx; lupus stenosis of the larynx; acute or 
subacute arthritis of the cricoarytenoid joint; chronic ankylosis of the cricoarytenoid 
joint; chronic perichondritis, chondritis, and abscess of the larynx; acute infectious 
perichondritis; cicatrices of the vocal cords; carcinoma of the thyroid; cretinism; 
myxedema (voice rough from dryness of the larynx); vocal nodules; contact ulcer 
of the larynx; leukokeratosis of the larynx; prolapse of the laryngeal ventricles and 
ventricular appendix or saccule; laryngocele of the ventricle; traumatic granuloma of 
the larynx; scleroma of the larynx; leprosy of the larynx; injuries of the larynx (con- 
tusion, dislocation of parts, fracture of cartilages or hyoid, burns, radiation injury, 
etc.); lesions producing damage in the nucleus ambiguus (tabes dorsalis, dissemi- 
nated sclerosis, bulbar hemorrhage, syringomyelia, syphilitic meningitis, amyotrophic 
lateral sclerosis, tumors of the medulla or pons, aneurysm of the basilar or vertebral 
artery, thrombosis of the posterior inferior cerebellar artery, etc.); lesions producing 
paralysis of the peripheral motor laryngeal nerves (carcinoma of the esophagus, en- 
larged bronchial lymph nodes, enlarged nodes of the neck, tumors and surgery of the 
thyroid gland, pleurisy and adhesions of the apex of the right lung, apical tubercu- 
losis, wound of the neck, postdiphtheritic or metallic peripheral neuritides, enlarge- 
ment of the left auricle in mitral stenosis, pericardial effusion, acute ascending paral- 
ysis, innominate or subclavian aneurysm, neuritides associated with measles, small- 
pox, beriberi or alcoholism, fracture of the base of the skull, tumor at the base of the 
skull, etc.); retropharyngeal abscess; trichinosis; cholera, coryza; exhaustion, rheu- 
matoid arthritis; acromegaly; acute bronchitis; pachydermia laryngis; tumor of the 
pharynx; scoliosis of the cervical vertebrae; insanity; pulmonary gangrene. 
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Acute Simple Laryngitis. Characteristics. The mucosa is red and more or less 
swollen from hyperemia and infiltration, or edema, according to the virulency of the 
inflammatory process. The cords are pinkish red, or even as red as the mucosa. 
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Sometimes ecchymotic spots of extravasated blood may be seen on their upper sur- 
faces or free borders. The secretions appear as opaque plugs, which have a tendency 
to accumulate at the anterior commissure and to some extent along the cords. Follicu- 
lar ulcers may be present, the denuded areas appearing as slightly roughened red 
spots or, if covered with secretions, as whitish opaque ones. 

Chief Signs. See page 279. 

Acute Phlegmonous Laryngitis. Characteristics. The mucous membrane is red, 
tense, and glassy, with three rounded, swollen masses above the chink of the glottis. 
If the subglottic region is involved, the swollen membrane may be seen projecting 
from below the true cords. 

Chief Signs. Usually presence of some infectious disease; onset with chill and 
fever; hoarseness or aphonia; pain and soreness, husky or hoarse cough; dyspnea 
usually within 24 hours; increase in severity of symptoms. 

Edema of the Larynx (Edematous Laryngitis). Characteristics. The laryngoscopic 
image shows the mucosa in the region of the aryepiglottic folds, the anterior and 
upper surface of the epiglottis, and sometimes the subglottic region to be tumefied. 
The surface of the mucous membrane is of a pale gray color. 

Chief Signs. See page 281. 

Chronic Laryngitis. Characteristics. Four varieties are recognized: 1, a simple 
chronic form, in which there is chronic diffuse hyperemia and engorgement of the 
laryngeal mucous membrane with increased sticky mucous secretion; 2, a hyperplastic 
form, in which tissue increase is more marked, with chronic congestive edema of 
the ventricular bands, vocal cords, and arytenoids; 3, a chronic subglottic form, 
wherein hyperplasia is most marked beneath the vocal cords, producing deep red 
swellings; and 4, laryngitis sicca, in which there is marked mucosal dryness without 
actual atrophy. Laryngoscopy in all forms in general reveals a dull, dark red con- 
gestion, loss of normal mucosal sheen, dilated superficial blood vessels, thickening 
of the aryepiglottic folds, arytenoids and ventricular bands, and interference with 
the function of moving parts due to inflammatory edema. There is much secretion 
of a dry and adherent mucoid material. 

Chief Signs. See page 280. 

Atrophic Laryngitis (Ozena of the Larynx). Characteristics. There is a dull con- 
gestion with dryness of the mucous membrane and a thin appearance of the mucosa 
and laryngeal structures with dry green or black, foul, adherent crusts. 

Chief Signs. See Chronic Laryngitis, page 280. 

Acute Subglottic Laryngitis (False Croup of Children). Characteristics. There is 
some congestion and a thick tenacious mucoid or mucopurulent secretion in the 
larynx with bilateral, deep red, spindle-shaped swellings below the vocal cords caus- 
ing airway obstruction immediately below these structures. 

Chief Signs. See page 280. 

Tuberculous Laryngitis (Tuberculosis of the Larynx). Characteristics. The first 
apparent change may be an ischemia of the mucous membrane, a typical ashen gray 
color, though it may be red, inflamed, and indurated. The vocal cords may be hy- 
peremic and swollen, or they may be lax, flabby, and nodular; when ulcerated on 
their free edges they appear moth-eaten or mouse-eaten. Pale, pear-shaped swellings 
in the neighborhood of the aryepiglottic folds, obliterating the outlines of the cartilage 
of Wrisberg, are characteristic of the early stage. When the arytenoid cartilage is 
affected, a club-shaped infiltration tumor is present. Small tubercles under the mu- 
cous membrane appear as small, grayish elevations, the size of a pinhead, seen fre- 
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quently on the epiglottis, aryepiglottic folds, and ventricular bands. Tumor forma- 
ions are common in the interarytenoid space and present a sessile, pedunculated, or 
wartlike appearance. The epiglottis is often involved, and when infiltrated presents 
the “turban-shape” appearance. Ulcers on the ventricular bands are irregular in out- 
line, and covered with a thin, gray or yellowish exudate. When ulcerations are present 
they are constantly bathed in a mucopurulent secretion. On phonation it is frequently 
seen that the cords do not approximate, or there may be irregular action with im- 
paired mobility. The cartilages may become involved, giving rise to perichondritis 
and chondritis, and cicatricial contraction takes place as the healing process pro- 
gresses, and abscesses may form. 

Chief Signs. See page 280. 

Syphilitic Laryngitis (Syphilis of the Larynx). Characteristics. The secondary 
manifestations are merely hyperemia, or symmetrical ulcerations, or condylomas, 
which may undergo ulceration or disappear spontaneously. The tertiary manifesta- 
tions are, in order of occurrence: 1, gummas; 2, ulcerations; 3, perichondritis and 
necrosis of tissue; 4, the resultant scars, deformities, and adhesions. Gummas may 
appear in any portion of the larynx, are diffuse or circumscribed, deep red, oval-look- 
ing swellings surrounded by inflammatory areas, and tend to break down rapidly and 
ulcerate. The ulcerations are usually deep and extensive, appearing to be punched- 
out; the edges are sharp and well defined, and surrounded by a red edematous areola. 
When the perichondrium and cartilages are infiltrated there is marked swelling of 
the soft tissues, abscess formation, and necrosis of the cartilages. The vocal cords, 
when involved, show irregular changes and marked immobility. Various deformities 
(webs, adhesions, stenosis) result in the healing process following this extensive 
necrosis. 

Chief Signs. See page 281. 

Carcinoma of the Larynx. Characieristics. In the intrinsic variety, laryngoscopy in 
the early stages reveals a localized vapillomatous tumor or a superficial or deeper 
infiltration on the upper surface, free margin, or subglottic portion of the cord. It is 
unilateral at first. Later there is a slow spread showing an irregular pink or whitish 
gray, scaly or nodular surface with an irregular, serrated cord margin. As the growth 
advances ulceration commonly occurs, generally at a point of irritation, such as the 
free margin of the vocal cord, and cauliflowerlike excrescences appear. Considerable 
infiltration is necessary before there is interference with the free movement of the 
vocal cord, and cord fixation is a late symptom due to deep invasion. In the ex- 
trinsic variety, i.e., that arising at the superior aperture of the larynx, the growth 
begins as a hard, nodular mass which soon destroys the normal contour and rapidly 
ulcerates, producing deep, foul, extensive ulcers with marked surrounding inflam- 
mation. The surrounding tissues are invaded early. 

Chief Signs. See page 282. 

Benign Tumor of the Larynx. Characteristics. The more common benign tumors 
of the larynx are papillomas, mucous membrane polyp, fibroma, varix, and cysts. 
Less common forms include lipoma, angioma, adenoma, chondroma, and lymphoma. 
Papillomas are warty growths which may be of various size and extent, and peduncu- 
lated, sessile, or diffuse, generally situated on the vocal cords or in the anterior com- 
missure. They appear as irregular, reddish or pinkish elevations. Mucous membrane 
polyp is a pink, translucent, pedunculated mass attached to the vocal cord. Fibroma 
is a smooth, pink or red mass attached by a broad base. It rarely grows to large size 
and is always covered by unbroken mucous membrane. Varix appears as a bright 
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red nodule on the margin or upper surface of one cord, with a visible vessel running 
into it. A cyst appears as a translucent, rounded mass with many dilated superficial 
vessels. 

Chief Signs. See page 282. 

Foreign Body in the Larynx. Characteristics. Laryngoscopy quickly reveals a for- 
eign body in the larynx or trachea. The mucous membrane may be hyperemic due to 
the trauma. 

Chief Signs. See page 282. 

Laryngeal Diphtheria (Membranous Croup). Characteristics. Laryngoscopy is 
not of great service, as the membrane is usually visible on the tonsils, fauces, or 
pharynx, and is contraindicated in young children. The membrane appears as a 
deposit of exudate, at first of a gray or grayish white color, later becoming white or 
dirty yellow. When removed it leaves a bleeding surface. 

Chief Signs. See page 280. 

Paralysis of the Laryngeal Muscles. Characteristics. Clinically, paralysis of the 
larynx may be divided into paralysis of the adductors, paralysis of the abductors, 
paralysis of the tensors of the vocal cords, and complete paralysis, unilateral or bi- 
lateral. In paralysis of the adductors (noted in anemic and hysterical individuals, and 
brought on by shock, fright, or vocal inflammation or trauma), the vocal cords will 
be seen in the laryngeal mirror separated to the utmost degree and failing to approxi- 
mate on attempted phonation, the voice being completely lost. In other cases there is 
paresis, a weakness of cord approximation with quick sagging as the voice fails. 
Laugh, cry, and cough in this condition are normal, indicating the functional nature 
of the aphonia. Paralysis of the abductor muscles of the vocal cord or cords is very 
rarely bilateral and is characterized by a loss of function of the posterior cricoaryte- 
noid muscle with intact adductor and tensor muscle function. It is an extremely rare 
condition because it usually is a transient phase of the development of complete paral- 
ysis of all of the muscles supplied by the recurrent laryngeal nerve. When unilateral 
abductor paralysis only is present, from involvement of one recurrent laryngeal nerve, 
the affected cord moves to meet the opposite cord on phonation but does not move 
outward on inspiration, the voice being barely affected. Bilateral abductor paralysis 
is extremely rare and gives the picture of both cords in a fixed position in the median 
line, which open but slightly during inspiration and are forced apart during expira- 
tion, the voice being husky. Paralysis of the internal tensors, the thyroarytenoids, due 
to overstrain of the voice, causes the cords to assume a slightly curved appearance 
during phonation, and an elliptical gap appears between their centers, the voice being 
husky, high-pitched and weak. Paralysis of the external tensors, the cricothyroid 
muscles, is extremely rare and may be unilateral or bilateral. It is caused by a de- 
structive injury to the motor branch of the superior laryngeal nerve and produces a 
wavy relaxed cord with an oblique glottis. If there is complete paralysis of the in- 
trinsic muscles, due to complete paralysis of both laryngeal nerves, the cords may 
lie close to the median line or in a paramedian position and merely flap up and down 
during respiratory movements. When this complete paralysis is unilateral the in- 
volved cord is immobile, both during inspiration and on phonation, the opposite cord 
moving strongly across the midline. The paralyzed cord may lie in the midline in the 
median position or slightly separated from it in the paramedian position. It may also 
assume the position of rest halfway between the position during quiet inspiration 
and that during phonation. The abductors are always affected before the adductors 
when the nerves are paralyzed (Semon-Rosenbach law). Single muscles are rarely 
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paralyzed except in diphtheria and other local inflammations of the larynx, and in 
hysteria. 

Less Common Causes. Acute traumatic laryngitis; acute infectious epiglottitis; 
acute infectious perichondritis; lupus of the larynx; rhinoscleroma; leprous laryngitis; 
membranous laryngitis (pseudomembranous croup); pachyderma laryngis; sarcoma 
of the larynx; tabes dorsalis (may be abductor paralysis without voice changes ); vo- 
cal nodules; contact ulcer of the larynx; leukokeratosis of the larynx; prolapse of the 
laryngeal ventricles and ventricular appendix or saccule; arthritis of the cricoaryte- 
noid joint; ankylosis of the cricoarytenoid joint; traumatic granuloma of the larynx; 
stenosis of the larynx; congenital webs of the glottis; congenital laryngeal stridor; 
acute miliary tuberculosis of the larynx; aphonia spastica (on phonation the vocal 
cords and the ventricular bands adduct and go into spasm). 
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PAIN IN THE NECK 
(and “Stiff Neck” ) 


(See also Retraction of the Head, page 24, and Opisthotonos, page 858.) 


Wounds and burns are obvious causes of pain. 

Fibrositis (Myositis; Muscular Rheumatism; Myalgia). Characteristics. There are 
a number of varieties of this nonsuppurative inflammation of fibrous tissue, but two 
tend to have a predilection for the occipital region and neck, namely, intramuscular 
fibrositis and primary fibrositis of aponeuroses and tendons. In the former situation 
the sternocleidomastoid and trapezius muscles are primarily involved, while in the 
latter there is in addition to the intramuscular component a periarticular fibrositis. 
The onset and course may be acute, subacute, or chronic with but slight systemic 
manifestations. A dull ache or a severe, stabbing pain, either constant or occurring 
with motion, is the outstanding symptom. Pressure on the part sometimes gives re- 
lief. A sensation of stiffness often accompanies the pain, and tender indurated areas 
may be felt. In chronic cases the pain and stiffness are more noticeable after rest 
and disappear temporarily after moderate activity. Excessive fatigue, exposure to 
cold and damp weather, or upper respiratory infections may precede or exaggerate 
the condition. Primary fibrositis of aponeuroses and tendons may give rise to “‘in- 
durated headaches.” Intramuscular fibrositis of the neck, which is very common and 
often unilateral, occurs most frequently in the young. The patient holds the head in 
a peculiar manner, turned to one side, and rotates the whole body in attempting to 
turn it. ; 

Chief Signs. History of exposure to cold or trauma; usual occurrence in an acute 
form, occasionally becoming subacute or chronic; tendency to recurrence; exclusion 
of organic disease. 
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Carbuncle. Characteristics. The back of the neck is one of the common sites for 
carbuncle, and the pain is usually severe. 

Chief Signs. May be constitutional symptoms from the start; dusky edema of the 
skin; appearance of multiple pustules in a few days, which rupture about the tenth 
day, discharging necrotic plugs; honeycombed skin; discharge of bloody pus; duration 
of several weeks. 

Strain or Sprain. Characteristics. The symptoms are pain and tenderness, espe- 
cially when certain movements are made, against which the patient often protects 
himself by muscular contraction (voluntarily twisted neck). 

Chief Signs. History of blow, fall, or overtwisting of the neck; negative x-ray. 

Cellulitis of the Neck. Characteristics. If there is deep or extensive cellulitis, the 
neck is swollen and hardened and the skin red and edematous. There will be pain 
and tenderness in proportion to the extent of the inflammation. 

Chief Signs. History of infectious fever, exposure to cold or injury, or presence of 
infection in the area drained by the cervical lymph nodes; absence of fluctuation or 
pointing, if deep; may be bending of the head toward the affected side; may be dys- 
phagia, dyspnea, and symptoms of pressure on vessels or nerves; may be swelling in 
the submaxillary region (in angina ludovici); may be boardlike inflammatory hard- 
ness (in woody phlegmon); may be constitutional symptoms of sepsis; presence of 
pus on aspiration or incision. 

Infective Arthritis of the Cervical Vertebrae. Characteristics. A very chronic form 
of infective arthritis involving the cervical vertebrae, which may progress to complete 
ankylosis characterized by stiffness and pain on motion of the neck, may follow in- 
fectious diseases such as scarlet fever, diphtheria, tonsillitis, or typhoid fever, espe- 
cially in children. 

Chief Signs. History of antecedent infectious disease; chronic course; x-ray of the 
cervical vertebrae. 

Spasmodic Torticollis. Characteristics. Intermittent spasm of the sternocleido- 
mastoid and other muscles of the neck comes on suddenly and with great pain, the 
affected muscles relaxing after a variable period of time and during sleep. Sensory 
symptoms are not common. 

Chief Signs. See page 310. 

Osteoarthritis (Hypertrophic Arthritis). Characteristics. Pain of a burning nature 
associated with stiffness of the neck as a result of osteoarthritis of the lower cervical 
vertebrae is common. 

Chief Signs. See page 324. 

Tuberculosis of the Cervical Vertebrae (Spinal Caries; Pott’s Disease). Charac- 
teristics. Pain develops gradually and may be an early or late symptom. The pains 
are often felt above the point of disease, frequently in the form of occipital neuralgia; 
sometimes they are referred to the front or side of the neck. They may be so frequent 
and so severe that the face assumes a constant expression of anxiety or distress. In 
other cases pain is excited only by an attempt at movement or jarring of the body. 
Recumbency may give relief. 

Chief Signs. Occurrence in childhood; fixation of the head, torticollis, or forward 
displacement of the head; neck broadened or thickened; kyphosis or angular promi- 
nence; may be fever; may be chronic retropharyngeal or retro-esophageal abscess; 
later paraplegia; tuberculin test; x-ray. 

Rheumatoid Arthritis (Arthritis Deformans; Spondylitis Deformans). Character- 
istics. The joints of the spine, especially in the cervical region, are often involved in 
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the more acute forms but are involved in the chronic variety also, either alone or as 
a part of general arthritis. There are stiffness and pain, the latter being increased by 
movements of the head or twisting of the neck. Pressure on the nerve roots may 
cause neuralgic pain. 

Chief Signs. Occurrence in adults; progressive rigidity of the spine; may be fever 
and tenderness; may be evidence of arthritis in other joints; x-ray. 

Rupture of a Cervical Intervertebral Disk. Characteristics. Pain and stiffness of 
the neck following trauma or in association with pre-existing hypertrophic arthritis 
and usually with a neuralgic pain in the arm corresponding in distribution to the 
disk protruded are characteristic of the disease. Evidences of nerve compression (loss 
of reflexes, fasciculation, or wasting of muscles) are at times present. The onset of 
symptoms may be acute or insidious. 

Chief Signs. History of preceding trauma or arthritis; neurologic changes in the 
upper extremities; increased spinal fluid protein; x-ray examination, including myel- 
ography. 

Fracture-Dislocation of the Cervical Vertebrae. Characteristics. The regions of 
the neck most liable to injury are the atlo-axial and cervicodorsal. While either frac- 
ture or dislocation may occur alone, they more commonly occur together. In frac- 
ture-dislocation great displacement is unusual but pain is always present, which is 
increased by motion, and there is tenderness on pressure over the affected region. 

Chief Signs. History of severe direct injury to the neck, or more commonly indirect 
injury (a fall on the head, diving in shallow water particularly); shock of varying 
degree; may be deformity and crepitus; may be forward, backward, or unilateral 
displacement of the head (in dislocation); may be palpable deformity through the 
pharynx; may be difficulty in swallowing or breathing (phrenic nerve involvement) ; 
evidence of interference with the functions of the cord, where this is injured by con- 
tusion or compression, in the form of more or less complete paralysis and anesthesia 
below the injury with decrease or abolition of the reflexes; X-ray. 

Neurosis (Neurasthenia). Characteristics. An aching pain in the back of the neck 
and between the scapulae is often complained of. 

Chief Signs. See page 558. 

Cerebellar Tumor. Characteristics. The headache, which is a constant and early 
symptom, is as a rule most intense and persistent in the occipital region and not un- 
commonly radiates down the back of the neck. 

Chief Signs. See page 98. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. An early symp- 
tom is a painful stiffness of the muscles of the neck, often with retraction of the head. 
Associated with this is a severe headache located in the back of the head and radiat- 
ing into the neck and back. 

Chief Signs. See page 94. 

Diaphragmatic Pleurisy. Characteristics. When the dome of the diaphragm is in- 
volved, the pain may be referred to the neck and shoulder. This is often associated 
with pain on pressure in the back below the twelfth rib on the same side. In one third 
of the cases the pain is spontaneous, while in the other cases it is elicited only by 
pressure and may then be severe. This pain is made worse by coughing and by deep 
pressure. It is sharply localized. 

Chief Signs. See page 405. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. Pain radiating from 
the root of the neck to the tips of the fingers, more often than not along the ulnar 
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border of the arm, is usually the first and may be the only symptom. The pain is ach- 
ing or dull and boring, and is much influenced by rest and position. 

Chief Signs. Occurrence of symptoms in persons who use their hands and arms 
continually; may be motor, sensory, and vasomotor disturbances in the arm; may be 
atrophy, even clawhand; may be anesthesia and cyanosis; may be diminution of the 
radial pulse on the affected side; x-ray. 

Tetanus. Characteristics. Stifiness of the neck is one of the earliest symptoms. 
There is pain in the neck during the paroxysms of opisthotonos. 

Chief Signs. See page 249. 

Less Common Causes. Erysipelas; abscess of the neck; acute thyroiditis; cervico- 
occipital neuralgia; cerebellar abscess; hypertension (the pain is occipital rather than 
nuchal); aneurysm of the arch of the aorta; aneurysm of the carotid artery; chronic 
pulmonary tuberculosis; carcinoma of the thyroid; innominate aneurysm; spinal 
meningeal hemorrhage; serratus palsy; lymphadenoma; fracture of the hyoid bone; 
fracture of the larynx; fracture of the trachea; new growth of the cervical vertebrae; 
infectious mononucleosis; Bezold’s abscess; Kiimmell’s disease; glossopharyngeal 
neuralgia; poliomyelitis; cerebral hemorrhage; tuberculous meningitis; benign lym- 
phocytic choriomeningitis; equine encephalomyelitis; St. Louis type of encephalitis; 
cervical pachymeningitis; subarachnoid hemorrhage; ruptured cerebral aneurysm, 
syringomyelia; tuberculous adenitis; rabies; superior sinus thrombosis; strychnine 
poisoning; torsion spasm; meningismus; dystonia musculorum deformans; asphyxia 
in bronchopneumonia and laryngeal obstruction in children; cerebellar tumor; sub- 
tentorial tumor; tetany; arteriosclerotic heart disease (angina pectoris) ; hypertrophic 
arthritis; Kirkland’s disease (epidemic cervical adenitis); superior laryngeal neural- 


gla. 


LOCALIZED TENDERNESS OF THE NECK 


Inflammatory affections of the neck, such as abscess, cellulitis, and carbuncle, are 
obvious causes of tenderness on pressure. 

Acute Infection of the Pharyngeal Lymphatic Structures. Characteristics. In acute 
tonsillitis, acute adenoiditis, acute lateral pharyngitis, and acute lingual tonsillitis 
there is tenderness on pressure over the lymph nodes of the neck, which may be 
somewhat swollen but never to the extent seen in diphtheria. 

Chief Signs. See page 253. 

Peritonsillar Abscess (Quinsy ). Characteristics. There is pain in the lateral muscles 
of the neck and often tenderness. 

Chief Signs. See page 253. 

Diphtheria. Characteristics. Pharyngeal diphtheria is often accompanied by ten- 
derness and swelling in the neck, principally in the lymph nodes but also involving 
the tissues around them. 

Chief Signs. See page 280. 

Tuberculosis of the Cervical Vertebrae. Characteristics. A painful spot may usu- 
ally be found by pressing on the spines of the affected vertebrae. Distinct pain and 
tenderness often mean abscess formation. 

Chief Signs. See page 264. 

Fracture-Dislocation of the Cervical Vertebrae. Characteristics. There is great 
tenderness over the affected vertebrae. 
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Chief Signs. See page 290. 

Diaphragmatic Pleurisy. Characteristics. Tender points are to be found along the 
trapezius, elicited especially on deep pressure. Sharply localized pain in the neck, 
spontaneous or only on deep pressure and on the same side as the abdominal pain, 
indicates involvement of the dome of the diaphragm. Similar symptoms are met with 
when the pericardial pleura is involved. 

Chief Signs. See page 405. 

Aneurysm of the Arch of the Aorta. Characteristics. Superficial tenderness is 
sometimes felt over the left sternomastoid muscle. 

Chief Signs. See page 294. 

Cervical Rib. Characteristics. Pressure in the posterior triangle of the neck, just 
above the inner part of the clavicle, may give rise to pain radiating down the arm. 

Chief Signs. See page 290. 


THROBBING OF THE CAROTID ARTERIES 


This condition is recognized as a systolic pulsation along the course of the vessel 
from the sternoclavicular articulation to a midpoint between the angle of the jaw and 
the mastoid process. In thin or nervous persons pulsations are not infrequently to be 
seen in the carotids independent of any abnormal condition of the heart. Overexer- 
tion and the abuse of tobacco and other heart irritants cause the carotids to pulsate 
more than ordinarily. Emotional influences may have the same result. In high grade 
anemias this phenomenon is often observed. Febrile states are accompanied by a 
similar throbbing due to erethism of the circulation. 

Aortic Regurgitation. Characteristics. All of the peripheral arteries are seen to 
pulsate strongly. Not only is this true of the large superficial arteries, including the 
carotids, but even the small arteries in the hand and face may be seen to throb. The 
pulsations may be so forcible as to cause nodding of the head. 

Chief Signs. See page 500. 

Aneurysm of the Arch of the Aorta. Characteristics. If the dilatation of the aorta 
involves the aortic ring, increases its circumference, and thus renders the aortic valves 
incompetent, the symptoms of aortic regurgitation develop and carotid pulsation is 
marked. Again, if an aneurysm of the transverse arch involves the innominate artery, 
the right carotid will pulsate less forcibly than the left. 

Chief Signs. See page 294. 

Cardiac Hypertrophy (Left Ventricular). Characteristics. The arteries may throb 
excessively, and in the extreme case the patient’s body jogs rhythmically with every 
beat of the heart. 

For causes see page 476. 

Arteriosclerosis. Characteristics. In spare, elderly men with hardened arteries and 
hypertension there is often noted a forcible throbbing of the carotids. In women the 
right carotid artery may be buckled, suggesting aneurysm. 

Chief Signs. Occurrence usually after middle age; diffuse headache; thickened 
arteries; high blood pressure; left ventricular hypertrophy with accentuation of the 
second aortic sound; vertigo; may be confusion or lack of attention; later, may be 
progressive dementia, transient paralysis, aphasia or cerebral hemorrhage; sclerosis 
of the retinal vessels (ophthalmoscopy ). 

Exophthalmic Goiter (Graves’ Disease). Characteristics. At times the greatest 
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complaint is of the forcible throbbing in the arteries, especially in the neck, and the 
carotid arteries are seen to pulsate forcibly. 

Chief Signs. See page 307. 

Neurocirculatory Asthenia (Effort Syndrome). Characteristics. Throbbing of the 
carotids is a prominent symptom in some cases, or may occur after exertion or upon 
excitement. 

Chief Signs. Occurrence under undue psychic or physical strain; breathlessness 
on exertion out of proportion to the exertions made; tachycardia, particularly under 
exertion or emotional stress, disappearing during sleep; undue fatigue on exercise; 
palpitation; attacks of giddiness and fainting; precordial pain; general neurotic symp- 
toms; normal basal metabolic rate. 

Pernicious Anemia. Characteristics. Extraordinary throbbing of the arteries may 
occur, simulating aortic regurgitation, a likeness which is strengthened by a collaps- 
ing type of pulse. 

Chief Signs. See page 36. 

Less Common Causes. Hemorrhage; action of amyl nitrite; action of noradrenalin; 
action of Wyamine; carotid aneurysm; innominate aneurysm; obliterated descending 
aorta; cerebral hemorrhage; paroxysmal tachycardia; cervical rib; acute aortitis; 
coarctation of the aorta (adult type); coarctation of the aorta combined with sub- 
aortic stenosis and aortic insufficiency; hypertension (essential, secondary, or parox- 
ysmal). 


PULSATION OF THE JUGULAR VEINS 


This is always more marked on the right side and is recognized as a throbbing 
along the course of these vessels upward over the clavicular belly of the sternocleido- 
mastoid muscles. It is of the greatest importance to determine whether these pulsa- 
tions are systolic, presystolic, or both. Presystolic jugular pulsation, representing the 
physiologic negative venous pulse, is occasionally to be detected in the spare subject; 
the pulsation is generated by the sudden arrest of the venous column during auricular 
systole and is timed by palpation of the jugular vein with the fingertips of the left 
hand while applying the tips of the fingers of the opposite hand to the opposite carotid 
artery or to the cardiac impulse. 

Congestive Heart Failure with Tricuspid Regurgitation. Characteristics. Jugular 
pulsation, systolic in time, is almost pathognomonic of relative tricuspid insufficiency. 
The jugular pulse wave rises gradually and falls away very suddenly, frequently 
causing momentary recession of the overlying tissues at the site of the pulsation, 
while the carotid wave rises abruptly and forcibly but falls slowly and deliberately 
and, moreover, is attended by unnatural arterial throbbing remote from the cervical 
region. A true venous pulsation travels upward from the root of the neck and pro- 
duces distention and rhythmic throbbing of the vein after it has been emptied from 
below upward by the finger; but if the pulsation is transmitted from the carotid artery, 
pressure over the vein distends it and exaggerates the pulsation above the point of 
constriction, below which the vessel collapses and becomes pulseless. A graphic 
record may be necessary to distinguish jugular from carotid pulsation. 

Chief Signs. Dyspnea or orthopnea; cyanosis; enlarged, pulsating, tender liver; 
edema and ascites; enlarged heart with diffuse apex beat; systolic murmur at the tri- 
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cuspid area and accentuation of the second pulmonic sound; small, weak, often ir- 
regular pulse; epigastric pulsation; pulmonary engorgement. 

Auriculoventricular Heart Block. Characteristics. In complete heart block jugular 
pulsations unaccompanied by carotid beats may be seen in the neck, synchronous 
with the sounds of the auricular contractions. When the auricles and ventricles acci- 
dentally contract synchronously from time to time there is noticed an abnormally 
large pulsation. No such superimposed waves occur in incomplete heart block. 

Chief Signs. See page 495. 

Premature Contractions (Extrasystoles). Characteristics. In cases of auricular 
premature contractions the premature jugular pulsation may occasionally be visible. 
More often the coincidence of auricular and carotid waves in ventricular extrasys- 
toles is recognized in the jugulars as abnormally large and premature pulsations. 

Chief Signs. See page 494. 

Auricular Fibrillation. Characteristics. The jugulars are engorged and beat irregu- 
larly. 

Chief Signs. See page 495. 

Less Common Causes. Cancer cachexia; cirrhosis of the liver; pregnancy; medias- 
tinal tumor; pernicious anemia; patent foramen ovale with mitral regurgitation; ar- 
teriovenous aneurysm (aorta and superior vena cava); auricular flutter; tricuspid 
stenosis; chlorosis; nodal rhythm (large jugular pulse waves due to right auricular 
contraction against a closed or closing tricuspid valve); paroxysmal ventricular 
tachycardia (some jugular pulsations are abnormally large). 


DIASTOLIC COLLAPSE OF THE JUGULAR VEINS 
(Friedreich’s Sign) 


Chronic Adhesive Pericarditis (Pleuropericardial Adhesions). Characteristics. 
Traction of pleuropericardial adhesions may produce retraction of the chest wall 
during ventricular systole; during the succeeding diastole the elastic walls of the 
thorax expand and thus aspirate the blood from the great veins at the base of the 
heart, resulting in diastolic collapse of the jugular veins. 

Chief Signs. See page 413. 

Lateral Sinus Thrombosis. Characteristics. Unilateral jugular collapse, which does 
not disappear where the vein is compressed immediately above the clavicle, is indica- 
tive of this condition. 

Chief Signs. See page 20. 


EPISTERNAL PULSATION 


This sign is frequently encountered. It may not be abnormal in the emaciated and 
in the aged. It follows excessive physical efforts and the ingestion of stimulants. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Pulsation in the episternal notch may occur. 

Chief Signs. See page 293. 

Aneurysm of the Arch of the Aorta. Ghee Systolic pulsation of the 
episternal notch attends aneurysm of the transverse portion of the aortic arch with 
great constancy. 
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Chief Signs. May be history of syphilis; pain mild to anginoid; hoarseness or 
aphonia; may be slight hemoptysis; dyspnea, often paroxysmal; may be dysphagia; 
palpable or visible pulsation (expansile) in the upper sternal region especially along- 
side the sternum; may be inequality of the pupils and pulses; tracheal tugging; in- 
creased area of dullness; diastolic shock and sound over the sac; systolic thrill and 
murmur; fluoroscopy (expansile tumor ) ; may be positive serology. 

Dilatation of the Aorta (Atheroma of the Aorta). Characteristics. If the aorta is 
dilated, a valuable diagnostic sign is pulsation in the suprasternal notch. In addition, 
the right subclavian artery may be seen to pulsate above the clavicle, being lifted up 
as a result of dilatation of the aorta. 

Chief Signs. Occurrence after middle life; may or may not be history of syphilis; 
evidences of general arteriosclerosis; may be cardiac hypertrophy, signs of nephritis, 
may be vertigo; visible and palpable sclerotic arteries; changes in the retinal vessels; 
hypertension (160 plus, over 100 plus); may be systolic aortic murmur; x-ray. 

Aneurysm of the Innominate Artery. Characteristics. There may be a pulsatile 
swelling in the suprasternal notch, combined with the same condition at the right 
sternoclavicular articulation. 

Chief Signs. See below. 

Dynamic Pulsation of the Aorta. Characteristics. Pulsation may be distinctly felt 
and perhaps seen in the suprasternal fossa during systole. 

Chief Signs. Occurrence in neurotic anemic women; may be forcible impact be- 
neath the upper sternal area; violent throbbing of the abdominal aorta; absence of 
signs of aneurysm or dilatation of the aorta. 

Less Common Causes. Cervical rib; anomalies in the size and distribution of the 
vessels at the root of the neck; exposure of the right subclavian artery by a contracted 
lung or conduction of its impulse by a consolidated lung of the corresponding side; 
scoliosis. 


SUPRACLAVICULAR PULSATION 
(See also Throbbing of the Carotid Arteries, page 292.) 


Dilatation of the Aorta. Characteristics. The subclavian artery, usually the right, 
may be seen to pulsate above the clavicle, being lifted up as a result of dilatation of 
the aorta. 

Chief Signs. See above. 

Aneurysm of the Innominate Artery. Characteristics. A pulsatile swelling is pro- 
duced at the right sternoclavicular articulation or in the suprasternal notch, with a 
systolic bruit over the tumor and conducted thence into the right, but not into the 
left, carotid. 

Chief Signs. May be duskiness and puffiness of the face if the deep veins are com- 
pressed; edema of the right arm if the subclavian vein is compressed; dyspnea and 
dysphagia if the trachea and esophagus are compressed; may be lancinating pain in 
the right side of the hand, neck, chest, and down the right arm; may be hiccough, 
respiratory arrhythmia; x-ray. 

Aneurysm of the Subclavian Artery. Characteristics. There is a pulsating swelling 
in the supraclavicular fossa (usually the right) at the subclavian triangle. 

Chief Signs. May be edema, pain, numbness, and loss of power in the correspond- 


296 The Neck 


ing arm; may be hebetude, vertigo, disordered vision, and venous engorgement if 
the jugular vein is compressed; may be respiratory disturbance and hiccough, x-ray. 

Cervical Rib. Characteristics. If the rib is large it may raise the subclavian vessels, 
and the pulsating artery over it is felt very distinctly and higher than natural in the 
neck. 

Chief Signs. See page 290. 

Angioma Arteriale Racemosum. Characteristics. A pulsating tumorlike enlarge- 
ment composed of newly formed blood vessels occurs near a large carotid artery 
and appears as “a pulsating mass of earthworms.” The growth extends over the neck 
and scalp. 


ENGORGEMENT OF THE JUGULAR VEINS 


This condition occurs as a physiologic respiratory phenomenon, demonstrated as 
an inspiratory acceleration and an expiratory delay in the venous current, which 
causes the jugulars to become appreciably fuller during expiration when an individual 
breathes forcibly and deeply. Distention of the jugulars is commonly noted in any 
operation of straining, such as in lifting, coughing, defecating, and vomiting. 

Congestive Heart Failure with Tricuspid Regurgitation. Characteristics. The jugu- 
lars are distended, and the positive venous pulse is demonstrable. 

Chief Signs. See page 293. 

Superior Vena Caval Syndrome. Characteristics. There is undue prominence of the 
veins in the neck and upper extremity and congestion of the veins of the face. 

Chief Signs. See page 417. 

Bronchial Asthma. Characteristics. During a severe paroxysm there may be some 
venous engorgement of the neck and face, with husky hue of the countenance brought 
about by deficient oxygenation of blood. 

Chief Signs. See page 389. 

Hypertrophic Emphysema. Characteristics. When the right heart fails under the 
stress of the intrapulmonary hypertension there will be general venous turgescence, 
one evidence of which will be engorgement and pulsation of the jugular veins. 

Chief Signs. See page 409. 

Less Common Causes, Chronic constrictive pericarditis; bronchopneumonia; large 
pericardial effusion; postpharyngeal abscess; edema of the lungs; pertussis; hemo- 
pericardium; intrathoracic goiter. 


SWELLINGS IN THE NECK 
(See also Enlargement of the Thyroid Gland, page 306.) 


Enlarged Lymph Nodes (Cervical Adenopathy). Characteristics. Enlargement of 
the nodes occurs in various conditions, each having special characteristics. 

For causes see page 301. 

Carbuncle. Characteristics. The back of the neck is one of the favorite sites for this 
affection. There is an indurated inflammatory swelling with multiple pustules which 
rupture about the tenth day, discharging necrotic plugs and bloody pus. 

Chief Signs. See page 289. 

Sebaceous Cyst. Characteristics. This variety of tumor is found in the skin of the 
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front and back of the neck, but with less frequency than upon the head. It varies in 
size from a millet seed to an orange. It is of slow growth, soft, smooth, round or oval, 
movable but attached to the skin at one point, and its contents consist of a cheesy or 
milky matter. 

Cellulitis. Characteristics. The neck is swollen and hardened and the skin red and 
edematous. External fluctuation and pointing are rare. In a special, very severe 
variety, called Ludwig’s angina, there is a brawny swelling between the lower jaw and 
the hyoid bone. 

Chief Signs. See page 289. 

Distended Jugular Bulb. Characteristics. There is a bluish, pulsating or quivering, 
fluid swelling just above the inner end of the clavicle, more marked on the right side, 
and due to a regurgitant tricuspid valve or mediastinal pressure. It may be emptied by 
milking from above down. 

For causes of engorgement of the jugular veins see page 296. 

Lipoma (Simple; Diffuse; Intermuscular). Characteristics. A simple lipoma may 
be found in any part of the neck; it is encapsulated, semifluctuating, and lies in the 
subcutaneous plane of fascia; it tends to grow larger. A diffuse lipoma develops in 
connection with the deep fascia, is not encapsulated, and usually appears sym- 
metrically on both sides of the neck. An intermuscular lipoma resembles a simple 
lipoma but develops in the fascia between the muscles. 

Superficial Abscess. Characteristics. A soft fluctuating swelling is present under the 
skin of the neck, usually in the back at one side. The superimposed skin is dusky and 
edematous. The symptoms are usually mild, and the abscess is often secondary to 
superficial infection of the scalp from scratching for the relief of the itching set up 
by pediculi. 

Mumps (Epidemic Parotitis). Characteristics. A doughy, tender swelling fills the 
lateral region of the neck between the sternomastoid muscle and the jaw and extends 
forward upon the face to the zygomatic arch, so that the center of the tumor is usually 
the lobe of the ear. The other salivary glands may swell simultaneously with the 
parotids, but more frequently one side is involved a day or two in advance of the 
other. Pain usually precedes the swelling; it is increased by movement of the jaws, by 
pressure, and sometimes by the presence of acid substances in the mouth. 

Chief Signs. Occurrence usually between 5 and 15 years; prevalence in winter and 
spring; epidemicity; incubation 14 to 21 days; slight malaise; mild fever; relative 
lymphocytosis; may be orchitis or ovaritis; duration, 7 to 10 days. 

Suppurative Parotitis. Characteristics. The swelling, which is unilateral, is located 
in the same situation as the tumor in mumps. In addition to the swelling there is pain, 
redness, and edema of the skin. 

Chief Signs. Occurrence during infectious fevers or pyemic states; severe constitu- 
tional symptoms; intense pain; leukocytosis. 

Tumor of the Parotid Gland. Characteristics. The ear is pushed upward or back- 
ward by a movable, irregular, nodular mass, hard in some parts, soft in others (usually 
a mixture of chondroma, fibroma, myxoma, and adenoma). If malignant (sarcoma, 
carcinoma, endothelioma ), the tumor is immovable, painful, grows rapidly, and tends 
to cause facial paralysis and enlargement of the lymph nodes. 

Fibroma. Characteristics. A slowly growing, firm, movable, spindle-shaped or oval 
tumor is present beneath the skin of the neck. 

Edema of the Neck. Characteristics. Swelling of the neck due to edema occurs as a 
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result of a variety of conditions and is almost invariably associated with swelling of 
the face. 

For the causes of swelling of the face see page 51. 

Thyroglossal Cyst. Characteristics. There is a small, tense, painless, sometimes 
fluctuating swelling in the midline of the neck anteriorly, usually in the neighbor- 
hood of the hyoid bone or over the thyroid cartilage, due to patency of the thyro- 
glossal duct. The cyst, which contains mucus or dermoid material, may rupture and 
constitute an incomplete median cervical fistula. 

Branchiogenous Cyst. Characteristics. These commonly occur in the upper part 
of the anterior triangle of the neck; just beneath the angle of the jaw. Such tumors 
develop slowly, can attain a size large enough to displace the sternocleidomastoid and 
bulge into the floor of the mouth. Although initially benign they may become malig- 
nant. They are regarded as arising from unobliterated portions of the branchial cleft, 
which if patent would result in branchiogenous fistulas. 

Chief Signs. May be hereditary history; appearance usually some years after birth; 
may be one or more fistulous openings, always along the anterior margin of the sterno- 
mastoid muscle, with often an irregularly shaped bit of skin and cartilage at the ex- 
ternal orifice (cervical auricle); may be later epitheliomatous degeneration. 

Dermoid Cyst. Characteristics. These are small midline tumors of the neck, which 
usually appear under the chin but which may also be situated near the mastoid process 
or bulge from the mediastinum in the suprasternal notch. 

Chief Signs. See page 57. 

Tuberculous Abscess. Characteristics. A retropharyngeal abscess, when coming 
from caries of the vertebrae, usually pushes its way outward and, passing behind the 
great vessels, shows itself behind the outer edge of the sternomastoid muscle as a 
noninflammatory, fluctuating tumor. The swelling may be quite large, extending 
almost from one ear to the other, forming a distinct collar. In rare instances an 
abscess originating from the upper dorsal spine may show itself at the base of the 
neck. An abscess from tuberculous glands may simulate these abscesses. 

Chief Signs. Presence of tuberculosis of the cervical vertebrae; examination of 
aspirated pus; x-ray. 

Retropharyngeal Abscess (Idiopathic). Characteristics. Usually there is some 
swelling to be seen externally, just below the angle of the jaw in front of the sterno- 
mastoid muscle. Exceptionally this may be more prominent than the internal swelling. 

Chief Signs. See page 259. 

Gumma. Characteristics. In its earliest beginning it can be felt as a pea-sized de- 
posit or infiltration, growing slowly or rapidly, taking one or two weeks to several 
months to reach development. As it increases in size the overlying skin is slightly 
stretched, and becomes pinkish or dusky red. It may grow to the size of a walnut or 
larger and be considerably elevated. At first firm, it becomes soft and doughy and 
tends to break down and ulcerate, resulting in a punched-out ulcer with a gummy, 
puriform secretion. In other instances the gummatous infiltration is more diffuse, the 
skin and tissue breaking down at various points, resulting in several irregular, 
punched-out ulcers. It is less common on the neck than on some other'parts, and is 
usually situated in and upon the sternomastoid muscle. 

Chief Signs. History or evidence of syphilis (tertiary stage); positive serology; 
therapeutic test. 

Hematoma of the Sternomastoid Muscle. Characteristics. There is a firm, round, 
painless swelling situated in the muscle; in infants, in whom it is most often seen, it is 
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of the size of a cherry or gooseberry. Such a swelling is sometimes noticed at or soon 
after birth following a difficult labor. 

Cystic Lymphangioma (Cystic Hygroma; Hydrocele of the Neck). Characteristics. 
There is a large cystic swelling in the side of the neck, first noticed at birth, which may 
grow to huge size, extending even from the clavicle to the lower jaw and from the 
middle line of the neck to the spine. Some pass into the axilla, others into the anterior 
mediastinum. They contain a serous or mucoid material. 

Actinomycosis. Characteristics. The first clinical evidence is often a hard lumpy 
swelling in the parotid or maxillary region, thus involving the upper part of the neck 
and jaw. The involved skin becomes elevated and reddened, and pea- to walnut-sized 
nodules develop and sooner or later soften and break down, discharging serum and 
seropurulent matter which contains large numbers of minute, friable, yellow, fish- 
roelike bodies made up of conglomerate masses of the fungus. 

Chief Signs. Occurrence in agricultural laborers; slow course; occurrence of in- 
testinal, pulmonary, and other metastases; rarity of severe constitutional symptoms or 
lymph node enlargements; clear pus with pinhead masses; identification of filaments 
or clubs of the streptothrix. 

Anthrax. Characteristics. Anthrax carbuncle or malignant pustule occurs occasion- 
ally upon the back of the neck, which, with the face and hands, constitute predilection 
sites in 90 per cent of the cases. A papule forms in three days after inoculation, 
rapidly becoming a vesicle containing bloody fluid and surrounded by an area of 
congestion, and the tissues about the lesion become swollen, reddened, and indurated. 
The vesicle bursts and dries, the base of it swells and enlarges, other vesicles appear 
in circles around it, and there is developed an anthrax carbuncle which shows a black 
or purplish elevation with a central depression. The surrounding tissues become 
purple and great edema may spread widely. 

Chief Signs. History of working in hides, hair, or foreign wool, or rarely in butcher- 
ing; swelling of the lymph nodes; high fever; pain usually slight; absence of pus; 
severity of the general symptoms compared with the local lesion; presence of anthrax 
bacilli in smears. 

Cretinism. Characteristics. In the supraclavicular regions there are large pads of 
fat. 

Chief Signs. See page 43. 

Cervical Rib. Characteristics. When sufficiently large to produce venous or vascu- 
lar trouble, it forms a prominence at the base of the neck, and since it pushes the 
subclavian artery forward and upward, it may be mistaken for aneurysm. 

Chief Signs. See page 290. 

Tumor of the Carotid Body. Characteristics. It is located at the bifurcation of the 
common carotid under the sternomastoid muscle, is hard, movable transversely but 
not vertically, and transmits a pulsation, thrill, and bruit from the carotid artery. It 
occurs commonly between 20 and 30 years of age, may be bilateral and familial, 
grows very slowly, and may become malignant. As it grows it eventually surrounds 
the common carotid artery. 

Fracture of the Hyoid Bone and Thyroid Cartilage. Characteristics. There are 
swelling and frequently ecchymosis of the neck over the injured part. 

Chief Signs. History of injury by hanging, throttling, or direct blow; sensation of 
something breaking; may be bleeding from the mouth; pain, worse on opening the 
jaws or moving the head or tongue; difficulty in swallowing; muffled, hoarse voice or 
aphonia; may be cough, dyspnea, deformity, and crepitus; x-ray. 
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Interstitial Emphysema (Mediastinal Emphysema). Characteristics. There is a 
rapidly developing swelling of the tissues under the skin which crackles when touched. 
It occurs under a variety of circumstances which allow escape of air into the tissues 
from the respiratory tract. These are: 1, violent expiratory effort, as in whooping 
cough, asthma, foreign body in the air passages; 2, penetrating wounds, stabs, trache- 
otomy, fractured rib; 3, pathologic processes leading to pulmonary rupture, as 
abscess, gangrene, tuberculosis; 4, straining, as in childbirth. A supraclavicular bulg- 
ing is sometimes seen in cases of hypertrophic emphysema. 

Pulsion Diverticulum of the Esophagus. Characteristics. In the pharyngo-eso- 
phageal variety, the sac when filled with food may be visible as a swelling deep in the 
neck or appear only on palpation, its situation being behind and at the side of the 
larynx or trachea, usually on the left side. 

Chief Signs. Occurrence usually in old age; progressive difficulty in swallowing; 
loud gurglings; may be regurgitations, spontaneous or from pressure; disappearance 
of the lump on pressure; x-ray. 

Aneurysm of the Subclavian Artery. Characteristics. This is situated most com- 
monly in the third division of the vessel on the right side and shows as a pulsating 
swelling in the right supraclavicular fossa, at the subclavian triangle. 

Chief Signs. See page 295. 

Myositis Ossificans Progressiva. Characteristics. Attacks of swelling and pain in 
the muscles of the neck and back occur, subsiding in a few weeks. The attacks recur 
and fibrosis follows, forming local tumors. Ossification develops in these tumors after 
further attacks, irregular masses gradually coalescing into shapes like coral, still 
movable on the deep tissues but later becoming adherent and immobile. 

Chief Signs. Onset in early infancy; occurrence more commonly in males; com- 
monly presence of microdactylia of the thumb and great toe; progress by recurrence 
of acute attacks; x-ray. 

Submaxillary Sialadenitis. Characteristics. Swelling of the submaxillary glands 
may occur in children without apparent cause, often symmetric and accompanied by 
moderate pain, slight fever, and some general disturbance. The submaxillary gland 
may also undergo rapid swelling sometimes when sialodochitis has developed from 
foreign bodies, infection, or salivary stones. The swelling may subside and reappear, 
leading to dilatation and induration of the gland. 

Mikulicz’s Disease. Characteristics. There is a chronic symmetrical (sometimes 
not symmetrical) enlargement of the salivary glands (parotid, submaxillary, sub- 
lingual) and of the lacrimal glands. It is a brawny, noninflammatory swelling, painless 
though sometimes tender and perhaps fluctuating in size. 

Chief Signs. Occurrence at any age after 4; deformity of the face (broad cheeks 
and drooping eyelids); dryness of the mouth; may be interference with speech and 
mastication, benefit after use of arsenic, potassium iodide, or X-ray. 

Less Common Causes. Peritonsillar abscess; blood cyst of the neck (a diverticulum 
of one of the large veins, reducible by pressure and varying in size during respira- 
tion) ; hyoid or thyroid bursal cyst; surgical emphysema from Clostridium perfringens 
infection; abscess of the mediastinum (a pulsating and fluctuating tumor may appear 
at the sternal notch); ranula; angioneurotic edema; myxedema (fat pads at the root 
of the neck); chloroma; hydatid cyst; suppurative perichondritis; Bezold’s abscess 
(empyema of the tip of the mastoid); enlarged thymus (palpable tumor in the 
suprasternal notch during expiration); empyema necessitatis; mercurial stomatitis 
(enlarged submaxillary glands); scurvy (enlarged submaxillary glands at times); 
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neoplasm of the submaxillary gland; parathyroid adenoma; herniation of the lung; 
infections of the pharyngomaxillary space and neck; sialolithiasis; Mikulicz’s syn- 
drome; uveoparotid fever; ganglioneuromas (von Recklinghausen’s disease) ; heman- 
gioma; myxoma; atheromatous cyst; primary cystadenoma (arising in lymph nodes 
and cystic aberrant thyroid glands) ; syphilitic perichondritis. 


ENLARGED LYMPH NODES OF THE NECK 
(Cervical Adenopathy ) 


The lymphatics of the neck are both superficial and deep. The superficial nodes 
communicate freely with and end in the deep ones. The submental nodes, lying be- 
neath the chin, drain the region of the lower lip and chin and anterior part of the 
floor of the mouth. The submaxillary nodes are beneath the body of the mandible in 
the submaxillary triangle and drain the lips, nose, floor of the mouth, gums, anterior 
portion of the tongue, and side of the face. The superficial upper cervical (subparotid ) 
nodes are just beneath the parotid lymphatics and behind the angle of the jaw; they 
drain the region of the masseter muscle as far back as the ear and the skin and scalp 
above. The superficial occipital nodes lie just below the superior curved line of the 
occiput or a little lower down in the hollow below the occiput; these drain the pos- 
terior part of the scalp. There are other nodes behind the ear on the mastoid process 
(posterior auricular nodes). There are, in addition to the above, two longitudinal 
groups of lymph nodes. The anterior cervical lymphatics is the name given to those 
which tend to show in the anterior cervical triangle either beneath or in front of the 
sternomastoid muscle, between it and the median line; others, mostly deep and very 
extensive, are situated along the edge of the sternomastoid muscle following the 
sheath of the vessels. The other group, the posterior cervical nodes, show behind the 
posterior edge of the clavicle; they not infrequently fill the posterior cervical triangle 
and extend beneath the muscles on each side. 

Acute Infection of the Pharyngeal Lymphatic Structures. Characteristics. Swelling 
and tenderness of the lymph nodes below the angle of the jaw may be present but are 
usually not great in milder cases, and may be absent. In severe types (septic sore 
throat), enlargement of these nodes is a striking feature and may persist for a con- 
siderable time after the establishment of convalescence. 

Chief Signs. See page 253. 

Chronic Lacunar Tonsillitis (and Adenoids). Characteristics. The lymph nodes 
below the angle of the jaw and along the sternomastoid muscle are often palpable. 
During acute exacerbations they may become swollen and tender. 

Chief Signs. See page 260. 

Tooth Infection (Periodontal Infection; Periapical Infection; Gum Boil). Charac- 
teristics. There may be enlargement of the nodes at the angle of the jaw and in the 
submaxillary region on the side of the inflammatory swelling. 

Chief Signs. May be symptoms of septic absorption (headache, neuritis, arthritis, 
neurasthenia, etc.); may be a discharging gum boil; x-ray. 

Pyorrhea Alveolaris (Riggs’ Disease). Characteristics. Cervical adenitis is not un- 
common. 

Chief Signs. See page 209. 

Peritonsillar Abscess (Quinsy). Characteristics. The cervical lymph nodes below 
the angle of the jaw become enlarged and tender, 
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Chief Signs. See page 253. 

Diphtheria. Characteristics. In severe cases the lymph nodes at the angle of the 
jaw swell rapidly and may become very prominent, and there may also be extensive 
infiltration of the cellular tissue about them. 

Chief Signs. See page 280. 

Scarlet Fever (Scarlatina). Characteristics. The cervical lymph nodes are usually 
palpable, and in the diphtheroid or membranous type there is swelling of the nodes 
below the jaw, with brawny induration of all the tissues of the neck. These not in- 
frequently terminate in suppuration. 

Chief Signs. See page 875. 

Measles (Morbilli). Characteristics. The nodes behind the jaw are frequently 
palpable. Sometimes there is a polyadenitis. 

Chief Signs. See page 205. 

German Measles (Rubella; R6teln). Characteristics. The occipital nodes are usu- 
ally enlarged, and less constantly also the posterior cervical and mastoid nodes. 
When the eruption is intense, nodes in other parts of the body become swollen. 

Chief Signs. Sce page 258. 

Smallpox (Variola). Characteristics. Great swelling of the lymph nodes of the 
neck occurs in the confluent form. 

Chief Signs. See page 879. 

Erysipelas Facei. Characteristics. The cervical nodes are swollen, but are usually 
masked in the edema of the neck. 

Chief Signs. See page 59. 

Acute Pharyngitis (Simple Sore Throat). Characteristics. There is stiffness of the 
neck, and the lymph nodes may be enlarged and painful. 

Chief Signs. See page 258. 

Catarrhal Stomatitis. Characteristics. The neighboring lymph nodes are slightly en- 
larged and tender. 

Chief Signs. See page 191. 

Ulcerative Stomatitis. Characteristics. Beneath the jaw are felt the large swollen 
lymph nodes which are painful and tender to the touch but show no tendency to sup- 
purate. 

Chief Signs. See page 202. 

Pediculosis Capitis. Characteristics. There is apt to be swelling of the occipital and 
other cervical nodes as the result of infection from scratching in neglected cases. 

Chief Signs. See page 28. 

Eczema. Characteristics. Swelling of the lymph nodes in the region of the eruption 
is a constant feature of eczema of the face and scalp; in the former case the nodes at 
the angle of the jaw are involved, in the latter the occipital. They may reach the size of 
a chestnut or walnut and occasionally suppurate. 

Chief Signs. See page 28. 

Impetigo Contagiosa. Characteristics. When occurring in the scalp of children 
there is liable to be enlargement of the occipital nodes from septic ACESS cht 

Chief Signs. See page 29. 

Cellulitis. Characteristics. Septic infections of the skin of the cheek, pele ear, Or 
temporal region of the scalp usually cause enlargement of the upper superficial cervi- 
cal or pre-auricular nodes; those of the posterior region of the scalp are accompanied 
by enlargement of the occipital nodes. 

Chief Signs. See page 289. 
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Seborrheic Dermatitis. Characteristics. The occipital nodes are frequently enlarged 
when the scalp is the seat of the disease, particularly if there is secondary pyogenic 
infection. 

Chief Signs. See page 28. 

Tuberculous Adenitis (Scrofula). Characteristics. The swelling of the nodes usu- 
ally begins gradually; in many cases both sides are involved, but as the disease pro- 
gresses the advanced changes are usually confined to one side. In other cases the first 
swelling noted is an acute one but, unlike other acute enlargements, it does not sub- 
side but persists. The symptoms in most cases are characterized by remissions and 
exacerbations, and during exacerbations they may be tender and painful. The nodes 
first affected are usually those situated at the bifurcation of the common carotid 
artery, making their appearance just in front of the sternomastoid muscle, sometimes 
behind it, and at the level of the upper border of the larynx or the hyoid bone. The 
usual size reached is from that of an almond to an English walnut. At first the tumors 
are movable and preserve their distinct outline; later they become adherent, first to 
the deeper tissues and to each other, finally to the skin, and there is formed an irregu- 
lar nodular mass. As the process approaches the surface there are small spots of 
softening, then there is distinct fluctuation; the skin becomes discolored and finally 
gives way, and there is a discharge of thick, curdy pus, which may continue for an 
indefinite time. This course is repeated with each successive node which breaks down. 
In slowly progressive cases suppuration is less frequent (hyperplastic form). The 
nodes which become most affected are those of the posterior cervical triangle; the 
process spreads down the neck (superficially and deeply) and involves the nodes 
above the clavicle and later perhaps those of the axilla. 

Chief Signs. Occurrence usually in children; anemia; slight fever in rapid cases; 
slow progress; sinuses and scars; may be concomitant joint, spine, or peritoneal 
tuberculosis; biopsy. 

Vincent’s Angina. Characteristics. There is generally some swelling of the sub- 
maxillary nodes, but this is not marked as in tonsillitis. It is more marked when oc- 
curring in children. The superficial set posterior to the sternomastoid may be in- 
volved. 

Chief Signs. See page 209. 

Syphilis (General). Characteristics. In secondary or tertiary syphilis there are 
often found somewhat enlarged, firm, almond-shaped, painless, and nonadherent 
occipital nodes, frequently associated with enlarged epitrochlear nodes and occasion- 
ally other nodes. Occasionally in late congenital syphilis there is a general glandular 
enlargement of a similar nature. 

Chief Signs. History of the primary lesion (over six weeks previous); may be 
rash, sore throat, condylomas, alopecia, anemia, fever, headache, insomnia (sec- 
ondary syphilis); may be gummas and nodular cutaneous syphilids (tertiary stage) ; 
positive serology. 

Chancre. Characteristics. Occasionally the lip, tongue, eyelid, nose, or tonsil may 
be the seat of the extragenital chancre. A suspicious lesion with “shotty” enlargement 
of the nearest anatomically related lymph nodes is almost invariably found to be a 
chancre. Thus, a sore of the tongue or lip may be connected with the enlargement of 
a single, movable submental or submaxillary node, of the tonsil with a single large 
node beneath and at the middle of the sternomastoid muscle, and of the eyelid or nose 
with an enlarged pre-auricular node. 
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Chief Signs. History of suspicious contact; presence of a chronic indurated sore; 
may be a positive serology; darkfield examination, revealing spirochetes. 

Carcinoma (of the Tongue, Lip, Cheek, Nose, Palate, Fauces, Tonsil, Pharynx, 
or Larynx). Characteristics. The submaxillary or submental nodes are involved early 
and extensively. Malignant disease of the lymph nodes is characterized by rapid 
growth, by stony hardness, by infiltration of the surrounding tissues (including skin 
and muscle), by pain, and perhaps by softening with later discharge of the pultaceous 
material. 

Chief Signs. Occurrence after 40; presence of a chronic spreading ulcer with in- 
durated edges and a foul, sloughing base; biopsy. 

Carcinoma of the Breast. Characteristics. The nodes above the clavicle often en- 
large, though not as soon or as often as those of the armpit. 

Chief Signs. See page 420. 

Infectious Mononucleosis (Glandular Fever). Characteristics. Acute enlargement 
of the cervical lymphatics is a characteristic feature of the disease. On the second or 
third day the nodes enlarge, especially behind the sternomastoid, commencing on 
one side and spreading to the other. The posterior cervical nodes may also enlarge, 
less often the axillary and inguinal. 

Chief Signs. Epidemicity; occurrence in children and young adults; pain on moving 
the head and neck; fever (101° to 103° F.); reddened tonsils; mononuclear leuko- 
cytes up to 25,000 with abnormal cells; may be splenomegaly; subsidence gradual 
after a few days; duration two to three weeks; heterophil antibody agglutination. 

Hodgkin’s Disease (Lymphadenoma). Characteristics. Enlargement of the cervical 
nodes is usually an initial symptom. The nodes are discrete, freely movable (until 
the mass is very large), never adherent to and with no reddening of the skin. There 
is never ulceration nor caseation. The nodes are soft when their growth is rapid, firm 
and hard when slow. The swelling commonly commences in the posterior triangle of 
the neck, but later the disease may affect all lymphoid tissue and produce enormous 
masses. The masses of nodes are often described as resembling bunches of large 
grapes or as a number of marbles imbedded in cotton wool. The swellings are painless 
and not tender. Rarely the capsule may be infiltrated and adjacent tissues invaded. 

Chief Signs. Occurrence commonly in young adults; insidious onset; pallor, ane- 
mia, weakness; palpable spleen; slight or irregular fever (may be a peculiar relapsing 
pyrexia); may be boils and pruritus; may be bronzing of the skin; may be axillary, 
mediastinal, retroperitoneal, inguinal, lung, or spinal cord nodal involvement; pres- 
sure symptoms, according to location; blood examination (eosinophilia, normoblasts, 
later may be lymphocytosis) ; biopsy. 

Abdominal Malignancy. Characteristics. The nodes immediately above the clavi- 
cle, especially those on the left side in the region of the sternomastoid muscle, may 
be enlarged without affection of any of the other nodes of the neck. This is due to 
secondary deposits ascending along the course of the thoracic duct to Virchow’s 
node. 

Chief Signs. Occurrence after 40; emaciation and cachexia; may be evidence of 
primary growth in the stomach, gallbladder, pancreas, colon, rectum, ovary, or even 
the testicle or kidney. 

Intrathoracic Malignancy. Characteristics. The nodes immediately above the clavi- 
cle, especially those on the right side, may be enlarged. 

Chief Signs. Occurrence after 40; emaciation and cachexia; may be evidence of 
primary growth, particularly in the esophagus. 
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Tuberculosis of the Tongue. Characteristics. The nodes under the jaw on each 
side become enlarged and tender. 

Chief Signs. Occurrence between 20 and 50 years of age; predominance in males; 
may be existence of primary tuberculosis in the lung; may be presence of an elevated, 
gray, uninflamed induration in the mucous membrane; ulceration, early or late, red- 
dish in color, usually nonindurated, with irregular edges and yellowish floor; ex- 
clusion of syphilis; biopsy. 

Tularemia. Characteristics. Submaxillary adenitis may follow within 48 hours after 
the bite of a deer fly which has previously stung an infected rabbit (ulceroglandular 
type). Weeks later the glands may suppurate. Cervical adenopathy is also seen in 
the oculoglandular, glandular, and ingestion type of the disease. 

Chief Signs. History of fly bite above the neck; sudden onset with glandular swell- 
ing, chills, and fever; continuous remittent fever for several weeks; slow convales- 
cence; blood serum agglutination test (for Pasteurella tularensis); intradermal test; 
culture. 

Chronic Lymphatic Leukemia. Characteristics. The lymph nodes of the cervical 
chains are most prominent ordinarily, but marked enlargement may be present in the 
axillary or inguinal groups and, furthermore, nodes ordinarily inconspicuous may 
form large tumors. The tumors present are, as a rule, separated and movable, free 
from acute inflammatory change, and show no tendency to suppuration. They seldom 
exceed an egg in size and are usually painless and free from tenderness. 

Chief Signs. Occurrence usually after 40; enlarged spleen; enlarged tonsils; weak- 
ness; wasting; albumin and casts; may be pressure symptoms (if internal groups are 
greatly involved); later fever and anemia; may be skin tumors; blood examination 
(leukocytes 30,000 to 100,000 per cu. mm., small lymphocytes over 90 per cent); 
duration, 2 to 10 years. 

Acute Lymphatic Leukemia. Characteristics. Enlargement of the lymph nodes, 
including the cervical, occurs in most cases but is rarely very great and may be late in 
developing. 

Chief Signs. Occurrence usually under 20; acute onset; fever (103° to 104° F.)5 
prostration; vomiting; pallor; swelling and ulceration of the gums, cheek, tonsils; 
palpable spleen; hemorrhage from the gums, nose, stomach, rectum, vagina; purpura; 
blood examination (leukocytes 20,000 to 100,000, but may be leukopenia at first or 
throughout; 50 per cent or more lymphoblasts; severe anemia) ; duration, three weeks 
to three months, untreated. 

Lymphosarcoma. Characteristics. The cervical nodes may be involved and clini- 
cally the case may resemble Hodgkin’s disease. The nodes, however, form larger 
masses, grow more rapidly, involve the capsules, and attack adjacent structures. 

Chief Signs. Rapid growth; pressure signs in the chest and abdomen (more com- 
mon than in Hodgkin’s disease) ; spleen not palpable; rapid emaciation; biopsy. 

Sarcoidosis. Characteristics. Often there is involvement of the superficial lymph 
nodes in the neck as well as in other areas in this disease of unknown etiology. The 
involved nodes are only slightly to moderately enlarged, freely movable, firm, and 
not tender. In some cases uveoparotid fever (Heerfordt’s disease) is present, con- 
sisting of a firm, painless swelling of one or usually both parotid glands and some- 
times the lacrimal glands together with other manifestations of the disease. 

Chief Signs. Slight constitutional reaction; characteristic skin lesions; negative 
tuberculin reaction; negative serology; x-ray (lungs, hands, and feet); biopsy. 

Glanders. Characteristics. In acute glanders of the nose the lymph nodes of the 
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neck are usually much enlarged. In chronic glanders of the nose the regional lymph 
nodes, including those of the neck, are often involved, and the process is frequently 
mistaken for syphilis. 

Chief Signs. See page 166. 

Less Common Causes. Chronic pulmonary tuberculosis (cervico-axillary ); gumma 
of the tongue; brucellosis; Mikulicz’s disease (submaxillary ) ; symmetrical adenolipo- 
matosis (submaxillary); cheilitis; glossitis; ecthyma; Parinaud’s conjunctivitis; peri- 
chondritis syphilitica (along the sternocleidomastoid); bubonic plague; serum sick- 
ness; thrombosis of the lateral sinus; varicella; pertussis; scalp sores; trypanosomiasis; 
agranulocytic angina; furuncle of the external auditory canal; furuncle of the nose 
and nasal vestibule; retropharyngeal abscess; abscess of the larynx; chronic pharyngi- 
tis; pharyngeal actinomycosis; leprosy; acute infectious lymphocytosis; cat-scratch 
fever; chronic myeloid leukemia (slight to moderate late in the disease); anthrax 
(cutaneous form); boutonneuse fever; rickettsialpox; scrub typhus fever (adenop- 
athy dependent on site of inoculation) ; kala-azar; suppurative perichondritis; malig- 
nant new growth of the middle ear and mastoid process. 


ENLARGEMENT OF THE THYROID GLAND 
(Goiter ) 


A thyroid growth is characteristic in that it follows the movements of the gland 
during deep respiration, deglutition, and coughing; the only exceptions are when the 
size of the mass is excessive, when a malignant growth or an inflammatory process 
produces adhesions which inhibit the vertical movements, or when the patient has 
received x-ray treatment, which also produces adhesions. During menstruation and 
pregnancy the thyroid becomes enlarged, but seldom sufficiently to cause symptoms. 

Colloid Goiter (Simple Goiter; Nontoxic Parenchymatous Goiter; Struma; Adoles- 
cent Goiter). Characteristics. There may be a painless symmetrical enlargement of 
both lobes and the isthmus of a smooth or soft granular character (parenchymatous 
goiter), or the swelling may be irregular in shape with nodular irregularities of vary- 
ing hardness, the irregularity being usually more marked in one lobe than in the other 
(nodular colloid goiter). Retention cysts or hemorrhagic cysts may develop, forming 
soft, smooth and globular, sometimes fluctuating tumors. The whole gland or one 
lobe sometimes attains a large size. 

Chief Signs. Onset between 15 and 25 years; occurrence mainly in midwestern 
goitrous regions; rarely symptoms of pressure (dyspnea, especially at night, inspira- 
tory stridor and cough, dysphagia, hoarseness) ; may be sudden increase in size 
(hemorrhage); normal or slightly lowered basal metabolic rate; disappearance of 
the small, soft, early variety under therapy with iodine, thyroid extract, or thyroxin. 

Adenomatous Goiter. Characteristics. There is a painless, asymmetric enlargement 
of the thyroid gland with one or many rounded tumors felt on palpation. These 
tumors may be cystic, soft, hard, or even stony, according to the et Saian changes 
that have occurred (cystic, hemorrhagic, calcareous). 

Chief Signs. First appearance itor 15 and 20 years; slightly lowered basal 
metabolic rate at first; often the appearance of symptoms of hyperthyroidism (thy- 
rotoxicosis, toxic adenoma) after the fortieth year of life, with tremor, flushed moist 
skin, tachycardia, loss of weight and strength, cardiovascular symptoms (arrhythmia, 
palpitation, dyspnea, edema, high blood pressure), increased basal metabolic rate, 


Enlargement of the Thyroid Gland 307 


and increased protein-bound iodine; pressure symptoms in some cases (when large 
or substernal). 

Mixed Goiter (Adenomatous-Colloid). Characteristics. This type of goiter may 
take the form of a painless, symmetrical enlargement with small nodular growths, or 
an irregularly nodular tumor, the adenomas becoming more evident after reduction of 
the colloid content with iodine very cautiously administered (may initiate hyper- 
thyroidism in this type of goiter). 

Chief Signs. Those of either or both of the above forms. 

Exophthalmic Goiter (Graves’ Disease; Basedow’s Disease; Primary Hyperthy- 
roidism ). Characteristics. A painless, symmetrical, soft but firm, granular, rarely very 
great enlargement is present, usually with signs of increased vascularity, as visible 
pulsation, thrill, and bruit. The right lobe may be larger than the left. The size may 
vary from time to time, but not always in relation to the severity of the symptoms. 

Chief Signs. Occurrence usually in the third or fourth decades; exophthalmos or 
stare; tachycardia; fine tremor; ocular signs (von Graefe’s, Stellwag’s, Mobius’, 
Joffroy’s ) ; nervousness; flushing and sweating; loss of weight and strength; increased 
blood pressure or high pulse pressure; heat intolerance; may be toxic crises with 
vomiting and diarrhea; increased basal metabolic rate; increased protein-bound 
iodine; increased radioactive iodine uptake. 

Malignant Goiter (Usually Carcinoma). Characteristics. A hard, nodular, and ir- 
regular swelling of the thyroid is present, and the gland may be tender on pressure. 
Later the tumor becomes large, stony hard, and immovable. The skin becomes red 
and adherent to the tumor. 

Chief Signs. Steady or rapid increase in rate of growth of a long-standing nodular 
tumor of the thyroid in a patient over 35 years; pressure symptoms (changed voice, 
cough with excess of mucus, difficulty in swallowing, dyspnea); pain in the region of 
the thyroid, in the neck generally, or radiating to the cars or shoulders; cachexia; 
metastases (to the lungs, skull, brain, and liver, especially ). 

Congestion of the Thyroid. Characteristics. The gland is symmetrically enlarged, 
usually only to a slight degree. 

Chief Signs. Presence of cardiac disease, anemia, puberty, menstruation, preg- 
nancy, mediastinal growth, overexertion, or emotional factor; unchanged basal 
metabolic rate. 

Acute Thyroiditis. Characteristics. Acute nonsuppurative or diffuse thyroiditis is 
an idiopathic inflammation of the thyroid gland manifested by thyroid enlargement, 
pain, and tenderness, and is usually seen during the course of an acute infectious 
process. 

Chief Signs. Concomitant or antecedent acute infectious process; may be dyspnea 
and dysphagia; subsidence of inflammation without suppuration or abscess forma- 
tion. 

Subacute Thyroiditis. Characteristics. In the acute type of subacute thyroiditis the 
thyroid gland is firm, tender, and usually diffusely enlarged up to two or three times 
its normal size. In some the firmness and tenderness are at first localized but later 
become diffuse. In the chronic type pain and tenderness are slight but enlargement is 
as in the acute variety. 

Chief Signs. Firm, tender gland; present or antecedent upper respiratory infection, 
measles, scarlet fever, or malaria; self-limited disease of middle life; acute type: fever, 
night sweats, chills, loss of weight, fatigue and lassitude, pressure symptoms, signs of 
thyrotoxicity (nervousness, tremor, weakness, heat intolerance, palpitation, tachycar- 
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EXOPHTHALMIC HyYPER- CIRCULATORY ANXIETY PULMONARY ESSENTIAL 
GOITER THYROIDISM ASTHENIA NEUROSIS TUBERCULOSIS HYPERTENSION 
LABORA- B.M.R. high, B.M.R. mod- B.M.R. and B.M.R. and Tubercle ba- B.M.R. some- 
TORY + 25 to 100 erately ele- blood cho- blood cho- cilli in spu- times mod- 
STUDIES per cent; vated, + 20 lesterol nor- lesterol nor- tum; B.M.R. erately ele- 
blood cho- to 50 per mal; normal mal; normal may be ele- vated; blood 
lesterol low, cent; blood P.B.I. and PBL, and vated but cholesterol 
120 mg. per cholesterol iodine up- iodine up- blood cho- normal or 
cent or less; low, 120 mg. take take lesterol nor- slightly ele- 
increased per cent or mal; x-ray vated; nor- 
P.B.1.; in- less; in- positive for mal P.B.I. 
creased creased tuberculosis; and iodine 
radioactive P.B.I.; in- normal uptake 
iodine up- creased P.B.1. and 
take radioactive iodine up- 
iodine up- take 
take 
ee Decreased Decreased Normal Normal Normal Normal 
TIME 
RESPONSE Dramatic Not pro- None None May cause ex- None 
To lo- nounced acerbation 
DINE 


dia), elevated sedimentation rate, little or no uptake of radioactive iodine, normal 
basal metabolic rate; chronic type: minimal constitutional reaction, normal pulse 
rate, elevated sedimentation rate, poor radioactive iodine uptake, normal basal 
metabolic rate. 

Chronic Thyroiditis. Characteristics. Three types of chronic thyroiditis are recog- 
nized: Hashimoto’s goiter (lymphadenoid goiter), Riedel’s goiter, and struma 
fibrosa. Upon examination the thyroid gland is found to be enlarged and hard and 
often has a substernal projection. In some patients there are moderately varying 
degrees of tenderness. 

Chief Signs. Chronic course; presence of chronic infection (syphilis, tuberculosis, 
actinomycosis, respiratory disease, etc.); pressure symptoms; usually middle-aged 
or elderly female; symmetrical glandular enlargement (Hashimoto’s disease ); loss of 
usual shape but smooth and tender gland (Riedel’s disease) ; may be symptoms and 
signs of myxedema. 

Pharmacodynamic Goiterogenesis. Characteristics. Thyroid enlargement with a 
moderately firm gland, at times nodular, may be noted as a result of the administra- 
tion of antithyroids, thiocyanates, or cobalt. 

Less Common Causes. Gummas; sarcoma; malignant adenoma; tuberculosis of the 
thyroid gland; endemic cretinism (hypodysthyreosis of de Quervain); acromegaly; 
myxedema (occasional enlargement) ; thyroid apoplexy (sharp pain and acute swell- 
ing secondary to rupture of a sclerotic vessel within the capsule, usually in a colloid or 
adenomatous goiter). 


SINUSES IN THE NECK 


(and Fistulas ) 


Tuberculous Adenitis (Scrofula). Characteristics. If the lymph nodes caseate, 
soften, and suppurate, the overlying skin becomes adherent and red, and finally 
breaks open, leaving a discharging sinus or sinuses. Large, irregular, and usually 
very intractable ulcers form. The skin is undermined for a considerable distance 
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and has an unhealthy appearance. A thick, curdy pus is discharged. After remaining 
open for months the sinuses and ulcers may heal, leaving large, unsightly scars. 

Chief Signs. See page 303. 

Congenital Fistulas (Branchial Fistulas). Characteristics. Fistulas and fissures in 
the neighborhood of the ear are vestiges of the first branchial cleft. Congenital fistulas 
of the neck are most frequent in the neighborhood of the fourth cleft, and open 
externally at the anterior edge of the sternomastoid close to its lower end. Fistulas at 
the anterior or posterior edge of the sternomastoid at the level of the larynx are the 
remains of the second or third cleft. A fistula or sinus in the median line of the neck 
anteriorly is usually due to a patent thyroglossal duct, which in the embryo passes 
from the isthmus of the thyroid gland up in front of the trachea and larynx, then be- 
hind or through the body of the hyoid bone to open at the base of the tongue. All of 
these fistulas give rise to a mucoid discharge. 

Actinomycosis. Characteristics. This disease occurs most frequently in the lower 
jaw and adjacent tissues. It begins as a firm and painless swelling that gradually in- 
creases in size and breaks down at various points, giving rise to sinuses that discharge 
pus having a peculiar earthy odor and containing minute, gritty, sulfur-yellow bodies. 
Portions of the mass may heal, giving a nodular and puckered appearance. 

Chief Signs. See page 250. 

Less Common Causes. Gumma; ringworm of the beard (kerion). 


TORTICOLLIS 
(Wryneck; Twisted Neck ) 
(See also Head Turned to One Side, page 24; and Pain in the Neck, page 288.) 


Congenital Torticollis (Permanent Torticollis ). Characteristics. The head and neck 
are drawn to one side, and are so twisted that the face is turned toward the side op- 
posite the contracted muscles. It may not be noticed for some years because of the 
short neck of infancy. It is caused by injury to the sternocleidomastoid muscle oc- 
curring at birth or results from developmental defects of the atlas, occipital bone, or 
the presence of a cervical rib. 

Chief Signs. Presence usually from birth; failure of development of the side of 
the face on the affected, as compared with the sound, side; permanency; absence of 
pain; compensatory lateral curve in the cervical spine, concave toward the affected 
side, with secondary dorsal curve concave in the opposite direction; irreducibility; 
preponderance on the right side. 

Spasmodic Torticollis. Characteristics. The head, when the attack comes on, is 
jerked constantly to one side, usually the left. Though the movement is apparently a 
unilateral one, it is really a bilateral affair, since muscles on both sides of the neck 
are employed to produce it. There is sometimes also a backward jerk. The movement 
may be tonic, clonic, or tonicoclonic. The patient can often curb the movement by 
means of some antagonistic gesture, as by light pressure on the chin with his finger. 
In the commonest form, in which the sternomastoid muscle plays the principle role, 
the mastoid on the affected side is drawn toward the shoulder, turning the head to 
the opposite side and raising the chin. In the retrocollic type the deep posterior neck 
muscles are chiefly contracted, drawing the head back. 

Chief Signs. Occurrence usually after middle life with gradual onset, at first in 
paroxysms, later becoming more or less continuous; existence of neuropathic taint; 
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chronicity; may be presence, in certain reflex types, of diseased teeth, labyrinthitis, 
or occupation neurosis (cobblers, tailors). 

Cervical Fibrositis (Rheumatic Torticollis; Stiff Neck). Characteristics. The 
muscles of the anterolateral or back regions of the neck are affected. This is very 
common, often unilateral, and occurs most frequently in the young. The patient holds 
his head in a peculiar manner turned to one side and rotates the whole body in at- 
tempting to turn it. 

Chief Signs. See page 288. 

Tonsillitis. Characteristics. Reflex torticollis may sometimes result from infection 
of the tonsils or pharynx, probably through the mechanism of a peripheral neuritis. 
This is probably the etiology in cases following scarlet fever, measles, or diphtheria. 

Chief Signs. Hypertrophy, redness, and presence of cheesy material in the follicles. 

Cervical Adenitis. Characteristics. Torticollis may result from irritation of the 
nerves by acute or chronic adenitis of the neck (especially tuberculous), or by cel- 
lulitis. The wryneck in such cases will disappear as the cause subsides. 

For causes of enlarged lymph nodes of the neck see page 301. 

Tuberculosis of the Cervical Vertebrae (Pott’s Disease; Spinal Caries ). Character- 
istics. Torticollis may be the earliest and for several weeks the only objective symp- 
tom. 

Chief Signs. See page 289. 

Cerebellar Tumor. Characteristics. When the growth is in the lateral lobe the atti- 
tude of the head is often striking. When standing or sitting it is generally tilted so 
that the occiput approximates to the shoulder on the side of the lesion, and the chin 
is deviated to the opposite side. The converse position does, however, sometimes 
occur, 

Chief Signs. See page 98. 

Scars of the Neck. Characteristics. An extensive burn or laceration, in healing, may 
contract in such a way as to draw the head to one side. 

Retropharyngeal Abscess (Idiopathic). Characteristics. Occasionally torticollis is 
an early symptom. 

Chief Signs. See page 263. 

Hematoma of the Sternomastoid Muscle. Characteristics. Mechanical torticollis 
occurs as a result of a hematoma beneath one sternomastoid muscle following trau- 
matism. 

Chief Signs. History of contusion; presence of an acute tumefaction in the course 
of the muscle. 

Cervical Rib. Characteristics. Sometimes torticollis occurs and is here probably 
the result of irritation of the nerves by the accessory rib when unilateral. (See Con- 
genital Torticollis above. ) 

Chief Signs. See page 290. 

Less Common Causes. Facial hemiatrophy; subtentorial tumor, strabismus; scoli- 
osis; hysteria; tumor of the neck; acute inflammation of the suboccipital articulations; 
osteoarthritis of the cervical spine; unilateral dislocation of a cervical vertebra. 


TRACHEAL TUGGING 


There is a downward movement of the trachea which is transmitted to the larynx, 
the depression of which is appreciated on palpation as a distinct tug synchronous 
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with cardiac systole. Sometimes this indication of tracheal tugging is visible as well 
as palpable, and, exceptionally, it has a diastolic rhythm. The sign is elicited by sup- 
porting and elevating the cricoid cartilage with the thumb and forefinger, the patient 
meanwhile closing the mouth and raising the chin so as to stretch the trachea and 
keep it tense. 

Aneurysm of the Arch of the Aorta. Characteristics. Tracheal tugging, though 
presumptive evidence of aneurysm, especially of the transverse arch, is not absolutely 
distinctive, for a similar systolic depression of the windpipe is sometimes seen in 
other conditions, especially the two mentioned below. 

Chief Signs. See page 294. 

Dilatation of the Aorta. Characteristics. Occasionally tracheal tugging may be 
elicited in simple dilatation of the aorta without aneurysm. 

Chief Signs. See page 295. 

Mediastinal Tumor. Characteristics. Occasionally when a tumor in the mediasti- 
num or a mass produced by mediastinitis becomes adherent to the lower trachea and 
aortic arch simultaneously, the symptom may be elicited. 

Chief Signs. See page 280. 

Less Common Causes. Enlarged bronchial nodes; enteroptosis; chronic pleurisy 
(with left pleural adhesions); chronic pulmonary tuberculosis (during inspiration 
and not synchronous with the pulse); great cardiac hypertrophy. 


SKIN AFFECTIONS OF THE NECK 


Eczema. Characteristics. The papular form is the usual variety occurring on the 
neck. It may start with very small papules, chiefly situated around the hair follicles, 
or the papules may be larger, 2 to 4 mm. in diameter. At first well-defined and dis- 
crete, they usually soon coalesce. There is considerable redness and usually much 
scaling. 

Chief Signs. Intense itching; chronicity. 

Boil (Furuncle). Characteristics. An area of deep induration and tenderness first 
manifests itself, soon becomes localized and approaches the surface to become a 
definite, red, painful, hot nodule. Fluctuation may then become evident and a central 
point of suppuration be seen. The skin may rupture, discharging pus and later a core 
of necrotic tissue; or the boil may resolve without pointing (blind boil). Several may 
occur on the back of the neck. 

Carbuncle. Characteristics. These are similar to boils, except that they are more 
indurated, wider, and less circumscribed, and that the overlying skin eventually be- 
comes softened in several places instead of one. At times the whole area becomes 
necrotic and sloughs. Usually one large carbuncle occurs on the back of the neck. 

Chief Signs. Chilliness, fever, headache; pain. 

Acne Vulgaris. Characteristics. An aggregation of small pustules, papules, and 
comedones (blackheads) may be present on the back of the neck. The pustules 
usually rupture spontaneously with crust formation. Scarring may result. ° 

Chief Signs. Onset about the time of puberty; involvement of the sebaceous glands; 
chronicity. 

Tinea Circinata (Ringworm). Characteristics. A small, red, slightly raised spot 
appears, gradually spreads at the edge, and becomes scaly. It fades at the center as the 
circle enlarges, leaving a slightly discolored, brawny area which forms the inside of 
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a red ring. In other cases the lesions appear as patches rather than as rings. There 
may be several lesions. Minute vesicles at the periphery of the patches may be seen. 

Chief Signs. May be itching and inflammation; presence of the microsporon or 
trichophyton. 

Lichenification (Neurodermatitis Circumscripta). Characteristics. Changes may 
take place in the skin over the nape of the neck due to scratching. The involved area 
becomes darker in color and thickened, the normal lines being increased, producing 
flat, irregular papules, some of which have a faceted appearance. Moderate scaling 
occurs. 

Chief Signs. Occurrence in neurotic individuals; history of scratching; itching. 

Dermatitis Papillaris Capillitii (Acne Keloid; Folliculitis Keloidalis). Character- 
istics. The eruption appears at the back of the neck and lower part of the back of the 
scalp as a patch of hard papules associated with pustular folliculitis. 

Chief Signs. Occurrence in Negroes. 

Pigmentary Syphilid of the Neck. Characteristics. It is observed on the anterolat- 
eral surface of the neck on both sides and may extend down to the clavicles. The 
lesions occur as spots or variously sized patches with indistinct and indented borders. 
They also appear as a leukomelanoderma. 

Chief Signs. Onset in the secondary stage; long duration tending to disappear about 
the fifteenth month; frequency in women. 

Scrofuloderma. Characteristics. This is most common about the glands of the neck. 
A tuberculous gland breaks down with the formation of a sinus leading to the skin, 
which becomes infected. There is usually considerable crusting, and when the crust 
is removed a ragged ulcer is seen. 

Less Common Causes. Actinomycosis; seborrheic dermatitis of infants (sides of 
the neck); urticaria (dermographism); erythema multiforme; acanthosis nigricans; 
tinea versicolor; pityriasis rosea; carcinoma; dermatitis medicamentosa (drug rash) ; 
pellagra; dermatitis due to dye in fur collars and nail polish; sycosis lupoides; keloid; 
epithelioma adenoides cysticum; capillary hemangioma (port wine stain); hemangi- 
oma simplex; cavernous hemangioma; angioma arteriale racemosum; neurofibroma, 
cutaneous tags of the neck; fibroma molluscum gravidarum; acrochordon; lipoma; 
melanoma; nevus pilosus; poikiloderma of Civatte; Riehl’s melanosis; lymphangi- 
oma. 
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SYMPTOMS 


Pain in the Shoulder 

Swellings of the Shoulder ‘ 

Elevation or Depression of the Shoulder . 

Swellings in the Axilla 

Enlargement of the Axillary Lymph Rede: (axillary deronsine 
Skin Affections of the Axilla : ; ; : 
Pain in the Upper Extremity (One or Both] 

Edema of One or Both Upper Extremities (Including Suvallin a lie 


Paralysis of Whole or Part of One Upper Extremity (Brachial Monoplegia, 


Complete or Partial) 


Paralysis of Whole or Part of Both Upper Extremities (With or Without Pa- 


ralysis of the Lower Extremities) 


Paralysis of the Upper and Lower Extremities on ‘He et Side (Lsmiple: 


gia) 
Atrophy or Wasting of nels. or Part of Oe Geer Exam 
Atrophy or Wasting of Whole or Part of Both Upper Extremities 
Swellings of the Elbow . : : . : 
Skin Affections of the Elbows and inane : 
Swellings of the Wrist 
Wristdrop : : 
Pain in the Hand and prea ; 
Swellings of the Hand and Fingers . 
Enlargement of the Hands 
Deformities of the Hand 
Numbness and Tingling in One or Both Upper Eremiae ‘Porasthecia) 
Skin Affections of the Forearms and Hands 
Skin Affections of the Palms and Soles 
Clubbed Fingers and Hypertrophic Sitecahennate: 
Gangrene of the Fingers or Hand : : ‘ 
Deformities of the Fingers 
Skin Affections of the Fingers 
Abnormalities and Skin Affections of the Finaecneris lOnyelodal 
Capillary Pulsation under the Nails . ‘ : 
The Pulse 
Irregular Pulse . ; 
Halving of the Pulse Rate . 
Inequality of the Pulses 
Collapsing Pulse (Corrigan's pues 
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See also Swellings of the Soft Parts of the Extremity, page 690; Swelling or Thick- 
ening of the Bones of the Extremity, page 691; Brittle Bones, page 753; Contrac- 
tures, page 767; Movements, Tremulous (Tremor), page 852; Movements, Athe- 
toid, page 849; Movements, Choreiform, page 850; Tachycardia, page 486; and 


Bradycardia, page 491. 
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PAIN IN THE SHOULDER 


Pain in the shoulder joint area may result from either a disease process in the 
shoulder itself or disease elsewhere in the body. In the latter case the pain is of a 
referred nature and may arise as a result of cardiovascular, pleural, pulmonary, medi- 
astinal, abdominal, endocrine, or nervous lesions. Probably 85 per cent of all cases 
of painful shoulder are due to local disease. 

Patients may complain of pain in the shoulder or shoulders when careful inquiry 
shows that the pain has widely different situations; in one it may be mainly in the 
root of the neck or in the central clavicular region; in another, under the lower part 
of the blade of the scapula. If the pain is under the left shoulder blade, its origin is 
likely to be gastric or intrathoracic; if mainly under the right shoulder blade, duo- 
denal or hepatic. 

Subacromial Bursitis (Subdeltoid Bursitis ). Characteristics. In the acute form pain 
develops, often suddenly, usually several inches above the insertion of the deltoid 
muscle. It may be aching or agonizing and is often associated with sharp, stabbing 
discomfort on certain motions, especially abduction. At times the pain may be re- 
ferred into the neck or down the lateral aspect of the arm to the elbow and even to 
the forearm and hand. The pain is worse at night, and the patient may be unable to 
sleep on the affected side. Exquisite tenderness is noted in the region of the greater 
tuberosity of the humerus in acute cases. Passive motion of the shoulder joint to some 
extent anteroposteriorly can be accomplished without pain, but any attempt at abduc- 
tion may cause excruciating pain. In subacute and chronic cases pain and tenderness 
have the same general distribution but are proportionally less severe. 

Chief Signs. May or may not be a history of injury; exquisite tenderness in the 
region of the greater tuberosity of the humerus; limitation of motion (due to pain); 
extreme pain on even the slightest abduction or rotation in acute cases; may or may 
not be apparent swelling; moderate leukocytosis; slight elevation of the sedimenta- 
tion rate; muscular spasm; positive x-ray findings in about 50 per cent of the cases. 

Chronic Adhesive Bursitis (Frozen Shoulder; Tendinitis). Characteristics. A 
persisting aching pain in the shoulder, sometimes radiating to the neck or down the 
arm to the hand, associated with tenderness over the greater tuberosity of the humerus 
and usually along the deltoid muscle as far as its insertion is characteristic of the 
disease. 

Chief Signs. May be antecedent acute bursitis or prolonged shoulder immobility; 
moderate to marked loss of shoulder joint function, especially lateral abduction and 
external rotation; atrophy of the shoulder muscles; points of moderate tenderness 
over the shoulder; x-ray (atrophy of the bones of the shoulder girdle, calcification ). 

Rupture of the Supraspinatus Tendon. Characteristics. Following injury, usually 
a fall, there is a sudden sharp brief pain in the shoulder, followed by a relatively pain- 
free period of hours, and thereafter the recurrence of severe pain at night. 

Chief Signs. History of injury; inability to elevate the arm (lack of supraspinatus 
function); tenderness over the greater tuberosity of the humerus; negative x-ray 
findings. 

Fracture of the Upper Extremity of the Humerus (Anatomical and Surgical Neck ). 
Characteristics. Pain in the shoulder exists in both these types of fracture, both 
spontaneous pain and pain on passive motion, In fractures of the surgical neck the 
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pain may radiate downward into the fingers from pressure on the brachial plexus. 

Chief Signs. History of violence, usually direct, to the shoulder; usually abnormal 
mobility and crepitus; interference with function; slight shortening; point tenderness; 
X-ray. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. Pain over the 
deltoid extending down the arm and often centering about the elbow or a heavy 
dragging sensation in one or both shoulders is characteristic of the presence of a 
cervical rib or pressure of the scalenus anticus muscle on the brachial plexus. Fre- 
quently there is a neuralgic pain extending from the neck to the hand, usually 
worsened by work, exercise, or recumbency, and often associated with complaints 
of paresthesias in the hand. 

Chief Signs. Tenderness over the lower third of the scalenus anticus muscle; cramp- 
ing, coldness, and occasionally discoloration of the fingers; decreased amplitude or 
absence of the radial pulses on the affected side; presence of a bruit over the clavicle; 
sometimes atrophy of the small muscles of the hand; little or no impairment of 
shoulder function; x-ray (cervical rib). 

Ruptured Cervical Disk (Herniation of the Nucleus Pulposus). Characteristics. 
Pain gradually spreads from the back of the neck and across the shoulder to the fore- 
arm, arm, and hand. (See Ruptured Cervical Disk, page 323.) 

Chief Signs. See page 323. 

Acute Rheumatic Fever. Characteristics. The shoulder joint may be involved in 
the characteristic acute pain and swelling which is seen in this disease. In the order of 
frequency of involvement the shoulder is preceded by the knee, ankle, wrist, and 
elbow. 

Chief Signs. Abrupt onset, with chill and involvement of the joints; flushed face; 
profuse sweats with sourish odor; sore throat; pyrexia (101° to 103° F.), soft, rapid 
pulse (100 to 120); involvement of multiple joints, with pain, swelling, heat, and 
tenderness, with tendency to wander quickly from joint to joint; leukocytosis; may 
be cardiac involvement (endo-, myo-, and pericarditis). 

Brachial Neuralgia (Brachialgia). Characteristics. There is intense pain chiefly in 
the shoulder, but also extending down the arm to the tips of the fingers, usually the 
fore and middle fingers, always increased by movements of the arm. Most of the 
nerves are tender on pressure. In less acute cases the pain may be limited to the 
distribution of the circumflex nerve, to the bend of the elbow, or to the nerves about 
the wrist and palm of the hand. It is more frequently seen in the right arm and this 
gives rise to the impression at times that the patient has some form of professional 
cramp or neurosis, especially as there may be inability to write. In all cases of per- 
sistent brachial neuralgia the shoulder joint should be carefully examined, as osteo- 
arthritic changes are not uncommonly found in association with it. 

Chief Signs. Elimination of other causes of similar pain. 

Cholelithiasis (Gallstone Colic). Characteristics. The pain in gallstone colic starts 
in the gallbladder region (right hypochondrium) and in the epigastrium, and radiates 
widely, frequently extending into the back and right shoulder. The pain is excruciating 
and is accompanied by vomiting, sweating, and sometimes collapse. 

Chief Signs. See page 523. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
The shoulder joints may be involved as part of a general arthritis. At times this affec- 
tion may be mono-articular and confined to this joint. The pain is variable in intensity, 
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sometimes slight and sometimes severe, throughout the disease. The pain is increased 
by movement and is worse in damp weather. 

Chief Signs. See page 289. 

Dislocation of the Shoulder. Characteristics. In this, the most frequent of all dis- 
locations, there is always pain of a sickening character following an injury, usually 
produced by a fall on the outstretched arm or hand. 

Chief Signs. Swelling, rigidity, ecchymosis, and loss of function; flattening of the 
shoulder and prominence of the acromion process; presence of a hard swelling in the 
situation abnormally occupied by the head of the bone; projection of the elbow and 
inability to bring it to the side of the body; increase in vertical measurement around 
the axilla; displacement shown by the x-ray. 

Acute Suppurative Arthritis (Septic Arthritis). Characteristics. There is great 
pain, which may become excruciating, and tenderness and fixation of the joint, which 
is hot, swollen, and fluctuating, often red and edematous. 

Chief Signs. History of infected wound, pyemia, or severe acute infectious disease 
(pneumonia, gonorrhea, septicemia, osteomyelitis, meningitis, subacute bacterial 
endocarditis, sore throat, scarlet fever, measles, peritonsillar abscess, otitis media, 
mastoid infection, infected varicose ulcers, furuncles, infected burns, pyelitis, in- 
fection of the umbilicus and sinuses); acute onset with chilliness or chills with fever; 
severe constitutional symptoms of septic intoxication or septicemia; enlargement of 
the ends of bones making up the joint, with later “starting pains” and crepitus. 

Acute Synovitis and Traumatic Arthritis. Characteristics. There is a good deal of 
pain from the start, which increases as fluid accumulates in the synovial sac, bringing 
about a fixation of the joint by muscular contraction in the most comfortable position, 
that is, partial flexion, in which position there is more room for the fluid. 

Chief Signs. History of contusion, strain, or low-grade infection; tenderness; in- 
creased heat; hyperemia of the skin; increase in size of the affected shoulder, with 
swelling along the bicipital groove and in the axilla. 

Chronic Synovitis and Traumatic Arthritis. Characteristics. Pain is a variable 
symptom. The earliest symptom to attract notice is stiffness, observed particularly 
in forced movements, as in placing the hand on the head. 

Chief Signs. History of acute attack following an injury or not; history of occupa- 
tional trauma (chauffeur’s shoulder); may be slight fullness about the joint, increas- 
ing as time goes on; gradually increasing restriction of motion; atrophy of the deltoid 
and scapular muscles; negative x-ray. 

Shoulder-Hand Syndrome. Characteristics. In this condition there is painful dis- 
ability of the shoulder with generalized swelling and stiffness of the fingers arising 
acutely or insidiously over three to six months, followed during the next six months 
by a gradual decrease in pain and swelling but increasing stiffness and flexion de- 
formities of the fingers. 

Chief Signs. Presence of an etiologic factor (coronary occlusion, persistent angina 
pectoris, hemiplegia, splinting of an arm after fracture, manipulation of the shoul- 
der); osteoporosis of the hand; trophic changes in the hand with palmar fascial con- 
tractures (Dupuytren’s contracture). 

Diaphragmatic Pleurisy. Characteristics. When the central portion of the diaphrag- 
matic pleura is involved, pain is referred to the neck and shoulder along the trapezius 
ridge. 

Chief Signs. Acute onset; severe pain on inspiration (in the lower part of the chest, 
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epigastrium, or hypogastrium if the inflammation is not centrally localized); pleural 
friction sound over the lower intercostal spaces; elevation of the hemidiaphragm 
(percussion and fluoroscopy ). 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Involvement of the 
apical pleura rarely causes a sharp pain but, as a rule, manifests itself by a sense of 
soreness or pain in the shoulder, which is often, therefore, regarded as rheumatic. 

Chief Signs. See page 390. 

Less Common Causes. Myositis; fracture of the scapula; neoplasm of the shoulder 
region; habitual or recurrent dislocation of the shoulder; tuberculosis of the shoulder 
joint; fracture of the shaft of the clavicle; fibrositis; fracture of the coracoid process; 
sprain of the shoulder; dislocation of the outer end of the clavicle; gonococcal arthri- 
tis; tumor in the posterior triangle of the neck; enlarged axillary nodes; spurs on the 
clavicle; calcified cervical nodes; syphilitic arthritis; osteoarthritis; synovitis (acute 
and chronic); occupational trauma; effects of exposure to cold or damp; rupture of 
the tendon of the long head of the biceps; cancer of the liver; abscess of the liver; sub- 
phrenic abscess; gastric cancer; gastric ulcer; duodenal ulcer; rupture of the spleen; 
perisplenitis; carcinoma of the pancreas; cyst of the pancreas; chronic pancreatitis, 
cholecystitis; gastritis (acute and chronic); appendicitis; ruptured ectopic pregnancy, 
artificial pneumoperitoneum; intra-uterine insufflation; colitis; hepatitis; pneumonia; 
pulmonary infarction; actinomycosis of the lung; pulmonary neoplasm; pneumotho- 
rax; extramedullary tumors of the spinal cord, cervicodorsal region (referred to the 
shoulder or breast); tumor of the spinal cord (upper dorsal regions); cervicodorsal 
pachymeningitis; syringomyelia; herpes zoster; hemiplegia; peripheral neuritis; neu- 
romas or fibroneuromas of the brachial plexus; cervical disk; hiccup; aneurysm of the 
arch of the aorta; aortic valvular disease; atheroma of the aorta (syphilitic) ; aneurysm 
of the subclavian artery; aneurysm of the innominate artery; dissecting aneurysm; 
exostoses of the lower cervical vertebrae; arthritis of the cervical spine; malingering; 
hysteria; carcinoma of the breast (with supraclavicular metastases) ; suprarenal neo- 
plasm; Henoch’s purpura; adiposa dolorosa; lead poisoning, cervical Pott’s disease; 
gout; coracoid syndrome (painful shoulder and arm due to postural defect) ; poor sup- 
port of pendulous breasts. 


SWELLING OF THE SHOULDER 


Acute Synovitis. Characteristics. There is increase in size of the affected shoulder, 
with fluctuating swelling along the bicipital groove and in the axilla. 

Chief Signs. See page 317. 

Acute Suppurative Arthritis. Characteristics. The shoulder is swollen, hot, red, 
painful, and fluctuating. 

Chief Signs. See page 317. 

Dislocation of the Shoulder. Characteristics. In all varieties of dislocation of the 
shoulder there is swelling, accompanied by pain, rigidity, and loss of motion. There is 
a hard swelling felt in the situation abnormally occupied by the head of the bone. 

Chief Signs. See page 317. 

Fracture of the Neck of the Humerus. Characteristics. In fracture of the anatomical 
neck particularly, there will be swelling of the joint and a certain amount of broaden- 
ing of the neck of the bone demonstrable on palpation. 

Chief Signs. See page 315. 
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Sarcoma of the Upper End of the Humerus. Characteristics. There is symmetrical 
distention of that portion of bone nearest the joint. There may be some enlargement 
of the joint from synovitis. Later the whole shoulder and upper part of the arm may 
become greatly swollen. 

Chief Signs. See Osteogenic Sarcoma, page 692. 

Cancer of the Breast (with Metastasis to the Shoulder). Characteristics. Enlarge- 
ment of the supraclavicular nodes by extension and brawny edema of the skin from 
obstruction of the lymphatics may both cause some or even great enlargement of the 
shoulder, in the latter instance accompanying swelling of the entire upper extremity. 

Chief Signs. Presence of mammary cancer or history of removal of a tumor of the 
breast; may be pain in the shoulder and arm; presence of supraclavicular and axillary 
lymphatic enlargement. 

Charcot’s Joint (Tabetic Arthropathy). Characteristics. The joint is swollen, 
markedly deformed, painless, and freely movable in any direction. Crepitus can be 
produced even without the patient’s knowledge. The shoulder is not as often affected 
as the knee or hip. 

Such joints may appear in tabes dorsalis, syringomyelia (see below ), and occasion- 
ally paresis, psoriasis, leprosy, poliomyelitis, and compression and destruction of 
areas of the spinal cord. 

Chief Signs. See page 687. 

Syringomyelia. Characteristics. Arthropathies similar to those seen in tabes dorsalis 
may occur, usually in the upper limbs, affecting chiefly the shoulder, elbow, and in- 
terphalangeal joints. They are often the first symptoms of the disease. 

Chief Signs. See page 342. 

Less Common Causes. Chronic synovitis; fracture of the coracoid process; multiple 
myeloma; solitary bone cyst of the humerus; osteitis fibrosa cystica; osteitis fibrosa 
osteoplastica; osteoperiostitis; osteomyelitis; osteoma; lipoma; tuberculosis of the 
shoulder joint; separation of the epiphysis; rheumatoid arthritis, Henoch’s purpura; 
rheumatic fever; palindromic rheumatism; scleroderma (early stages); gout; gono- 
coccal arthritis; lymphogranuloma venereum; radiation therapy; secondary chon- 
dromyxosarcoma (upper part of the humerus); metastatic neoplasm to the humerus; 
fracture of the greater tuberosity of the humerus; lateral curvature of the spine or 
paralysis of the serratus magnus muscle (unilateral prominence of the scapula). 


ELEVATION OR DEPRESSION OF THE SHOULDER 


Fracture of the Surgical Neck of the Scapula. Characteristics. There is flattening of 
the shoulder on the affected side, and therefore apparent depression. 

Chief Signs. History of injury; prominence of the acromion, lengthening of the 
arm from the acromion to the internal condyle; swelling in the axilla; crepitus on 
raising or rotating the arm; x-ray. 

Fracture of the Clavicle. Characteristics. The shoulder with the outer fragment is 
displaced downward, inward, and forward, owing to the weight of the extremity and 
contraction of the subclavius and muscles of the axillary folds. 

Chief Signs. History of violence, usually indirect, general signs of fracture (local 
pain and tenderness, mobility, crepitus ) ; X-ray. . 

Dislocation of the Shoulder (Subglenoid). Characteristics. Apparent depression or 
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flattening of the shoulder is brought about by the escape of the head of the humerus 
downward out of the glenoid cavity. 

Chief Signs. See page 317. 

Fracture of the Acromion Process. Characteristics. There is flattening of the 
shoulder. 

Chief Signs. History of direct violence; pain; loss of the power of abduction of the 
arm; abnormal mobility and crepitus obtained by pushing upward on the elbow; 
X-ray. 

Sires (Lateral Curvature of the Spine). Characteristics. The shoulder is raised 
on the side of the convexity of the spine. The most common dorsal curve is with the 
convexity to the right. The right shoulder is raised, the right scapula projects back- 
ward more prominently than the left, and the back below the scapula is more rounded 
backward on the right. 

For causes see page 623. 

Fibroid Phthisis. Characteristics. The chest is sunken and the shoulder lower on 
the affected side. 

Chief Signs. See page 392. 

Chronic Adhesive Pleurisy (Following Empyema). Characteristics. In chronic 
cases, re-expansion of the lung may be prevented by sclerotic changes and by the 
dense and thickened pleura. In these cases nature tries to obliterate the cavity by caus- 
ing a hypertrophy of the opposite lung, and lateral curvature develops, with a sink- 
ing in of the chest and consequent depression of the shoulder. 

Chief Signs. See page 410. 

Less Common Causes. Dislocation of the acromial end of the clavicle (shoulder 
joint passes down and in); sacro-iliac disease (shoulder raised); Sprengel’s deform- 
ity or congenital elevation of the scapula (shoulder raised); syringomyelia (shoulder 
raised); paralysis of the trapezius (shoulder lowered); chronic interstitial pneu- 
monia (shoulder lowered). 


SWELLINGS IN THE AXILLA 


Enlarged Lymph Nodes of the Axilla. Characteristics. This is by far the common- 
est cause of axillary swelling. The swellings are almost always multiple and are situ- 
ated in the part of the axilla where nodes are normally present. Even if matted 
together (tuberculous adenitis) the mass may be felt to be made up of many nodes. 

For causes see below. 

Acute Abscess. Characteristics. A superficial abscess, resulting from infected hair 
follicles or the breaking down of septic lymph nodes (which may occur weeks after 
the original source of infection in the extremity has healed), forms a painful, fluctu- 
ating tumor in the axilla. If the infection starts in the hair follicles the skin is invariably 
reddened, and shows one or more pustules, or perhaps also sinuses if the abscess has 
already ruptured. The whole inflamed mass may be moved upon the deep axillary 
fascia. Infection from the hand affects the deeper nodes of the axilla,:so that an 
abscess of the latter may swell to a considerable extent before the skin shows any 
change; such an abscess is covered by the pectoral muscles, and any movement of 
the arm causes pain. Rarely an empyema may point in the axilla. 

Chief Signs. Constitutional symptoms; aspiration of pus. 

Tuberculous Abscess (Chronic Abscess). Characteristics. There is a simple, non- 
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inflammatory, fluctuating swelling which, if large, may extend upward under the 
pectoralis major muscle. 

Chief Signs. Chronicity (months but not years); may be presence of tuberculosis 
elsewhere; aspiration of thick, curdy pus. 

Sebaceous Cyst. Characteristics. The swelling is superficial, globular, and attached 
to the skin at one point. 

Chief Signs. Slow growth; may be softening with discharge of a sebaceous material, 
or aspiration of the same. 

Lipoma. Characteristics. The tumor, while not common, may attain large size and 
extend up under the pectoral muscles. It is soft, almost fluctuating, has a definite out- 
line, is freely movable, and the skin wrinkles when the attempt is made to raise it 
away from the tumor. 

Chief Signs. Slow growth (over a period of years); negative result on aspiration. 

Aneurysm of the Axillary Artery. Characteristics. There is a comparatively super- 
ficial fluid swelling which gives an expansile pulsation synchronous with the heart 
beat. 

Chief Signs. May be history of local injury or evidence of infective endocarditis; 
may be delayed and diminished radial pulse; may be distended veins of the forearm 
(from pressure on the axillary vein) ; aspiration of fresh blood. 

Less Common Causes. Cystic hygroma; subglenoid or subcoracoid dislocation of 
the shoulder (head of the humerus felt in the axilla); fracture of the neck of the 
humerus; epiphyseal separation; synovitis; nevus; primary malignant tumor; accessory 
breasts or breast tissue; cavernous hemangioma; dermatofibrosarcoma protuberans. 


ENLARGEMENT OF THE AXILLARY LYMPH NODES 
(Axillary Adenopathy ) 


The axillary nodes are ten to twelve in number, and are arranged in three sets. One 
chain, surrounding the axillary vessels, receives the lymphatics from the arm; a small 
chain runs along the lower border of the pectoralis minor as far as the mammary 
glands and receives the lymphatics from the front of the chest and the breast; a third 
chain is located along the lower margin of the posterior wall (subscapular group) 
and receives lymphatics from the coverings of the back as low down as the umbilicus. 
These lymph nodes communicate with one another. The part affected ordinarily 
drains to the nearest nodes, but at times infection or metastatic involvement may by- 
pass one set of nodes and involve the neighboring communicating set. Thus, for ex- 
ample, in carcinoma of the breast sometimes the subscapular group may be involved 
and the thoracic group escape. 

Infected Wound. Characteristics. Several of the lymph nodes may become enlarged 
and tender as a result of septic absorption in the area drained by the nodes affected. 
The sore might be in the fingers, hand, forearm, arm, breast, shoulder, or upper back. 
The focus causing the adenitis is in many cases a small one, a common cause being 
inflammation about a hangnail. 

Chief Signs. Discovery of the focus of infection; fever; may be lymphangitis leading 
from the sore. 

Carcinoma of the Breast. Characteristics. Glandular carcinoma in the axilla soon 
follows the appearance of a scirrhus cancer of the breast, although there may be no 
palpable enlargement for a considerable time. The nodes become rather large, are 
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often matted and conglomerated, are very hard and adherent, and appear first be- 
neath the pectoral margin, later in the apex and whole extent of the axilla. Enlarge- 
ment of the nodes in the posterior cervical triangle above the clavicle and in the 
mediastinum may follow. The arm may be swollen from obstruction to the lymph 
flow or pressure upon the vein. Occasionally it is the nodes of the opposite axilla 
which are affected. 

Chief Signs. See page 420. 

Tuberculous Adenitis. Characteristics. A mass or masses of matted lymph nodes 
adherent to an indurated skin, possibly with sinuses, are present, usually, however, 
with a similar condition of the cervical nodes. If much fibrous tissue is formed the 
nodes may be more discrete but the whole mass of larger size. 

Chief Signs. See page 303. 

Hodgkin’s Disease (Lymphadenoma). Characteristics. The axillary nodes are 
often involved and may attain a large size, though usually such involvement appears 
after a similar swelling in the neck of the same or opposite side. Both axillas may 
be affected. The individual nodes remain distinct from one another, do not tend to 
break down or suppurate, and do not become fixed either to the skin or to the deeper 
parts. 

Chief Signs. See page 304. 

Tularemia. Characteristics. The nodes of the axilla are most frequently involved 
because of the greater incidence of infection from a wound of the hand acquired 
while cleaning infected rabbits. The nodes become enlarged and tender within 48 
hours after infection. Weeks or months later they may suppurate. The original 
wound may be insignificant and heals rapidly. 

Chief Signs. History of cleansing rabbits; sudden onset with chills and fever; con- 
tinuous remittent fever for several weeks; slow convalescence; blood serum agglutina- 
tion test (for Pasteurella tularensis ) . 

Less Common Causes. Syphilis; leukemia; ecthyma; erysipelas; infectious mononu- 
cleosis; measles; German measles; secondary sarcoma; scarlet fever; smallpox; Still’s 
disease; bubonic plague; carcinoma of the bone; lymphosarcoma; symmetrical adeno- 
lipomatosis; lymphoma; acute rheumatoid arthritis, infective synovitis, and periarth- 
ritis of the upper extremity; sarcoidosis; brucellosis; anthrax (when inoculation site 
is the arm); vaccinia; dengue; rickettsialpox (when site of inoculation is the arm); 
scrub typhus fever (when site of inoculation is the arm); rat-bite fever (when site of 
inoculation is the arm); trypanosomiasis; kala-azar; cat-scratch fever (when site of 
inoculation is the arm ) ; hidradenitis axillaris. 


SKIN AFFECTIONS OF THE AXILLA 


Intertrigo (Chafing). Characteristics. Intertrigo of the axillary folds is sometimes 
seen in nurslings, usually in conjunction with other flexor surface chafings, particu- 
larly the groin. The appearance of the skin varies from hyperemia to actual inflam- 
mation, and may pass over into eczema. In adults there may be a similar, condition, 
but it is not as common here as on the inner surfaces of the thighs and beneath the 
breasts. There is diffuse redness, moisture, and a feeling of soreness and burning. If 
it continues, the skin may become macerated and an actual dermatitis may ensue. 

Eczema. Characteristics. The axilla is one of the points of predilection for papular 
eczema. Small papules appear, chiefly around the hair follicles, being at first discrete 
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but soon coalescing. The papules are red and some may be surmounted by minute 
vesicles. There is usually considerable scaling. It is more marked when there is most 
perspiring. 

Chief Signs. Intense itching; chronicity. 

Scabies. (The Itch). Characteristics. The axilla is one of the points of predilection 
for this disease. Vesicles and pustules are not so common in this locality as in some 
others, and the principal lesions found are those of scratching produced by the nails, 
resulting in vertical parallel lines. It is rare to find an intact burrow. 

Chief Signs. History of contagion; intense itching; presence of typical lesions on the 
wrists, between the fingers, on the inner surfaces of the thighs and genitals (vesicles, 
pustules, burrows). 

Tinea Circinata (Ringworm). Characteristics. When ringworm affects the axilla it 
usually appears as round, red areas about 3 to 5 cm. in diameter, with reddish vesic- 
ulopustular borders. These become fused into large polycyclic plaques. It is often 
symmetrical, bilateral, and tends to be chronic. There is comparatively little func- 
tional disturbance. 

Chief Signs. Presence of the tinea parasite. 

Acanthosis Nigricans. Characteristics. The disease begins and is most marked in 
the axillary and inguinal regions. There is hyperpigmentation varying from dirty 
yellow to deep brown and some papillomatous cutaneous hypertrophy. 

Chief Signs. Association in adults of abdominal malignancy. 

Hidradenitis Axillaris. Characteristics. Tender reddish nodules, at first firm but 
later becoming fluctuant with a tendency to suppuration and the formation of sinus 
tracts, are characteristic of this inflammatory disease of the sweat glands of the 
axilla. 

Chief Signs. Chronicity; lesions less painful, more superficial and more numer- 
ous than in furunculosis. 

Less Common Causes. Trichomycosis axillaris; keratosis follicularis (Darier’s dis- 
ease ) ; pediculosis; impetigo; furunculosis; neurodermite; Fox-Fordyce disease, moni- 
liids; Paget’s disease (malignant dermatitis ); psoriasis; seborrheic dermatitis; sycosis 
vulgaris; tinea versicolor; pemphigus vegetans; erythrasma; hyperhidrosis; molluscum 
contagiosum; pityriasis rosea; contact dermatitis (dyestuffs, deodorants, rubber 
dress shields, toilet water ). 


PAIN IN THE UPPER EXTREMITY 
(One or Both) 


(See also Pain in the Shoulder, page 315; Swellings of the Elbow, page 347; Swell- 
ings of the Wrist, page 349; Pain in the Hand and Fingers, page 353; and Pain in 
Multiple Joints, page 836.) 

Wounds, burns, and bruises are obvious causes of pain. 

Ruptured Cervical Disk (Herniation of the Nucleus Pulposus). Characteristics. 
Pain along the triceps and radial border of the forearm extending to the wrist associ- 
ated with pain in the back of the neck and the back of the shoulder is a common 
manifestation of herniation of the fifth or sixth cervical disk. The pain may be ag- 
gravated by movements of the head, neck, or upper extremity itself and may also be 
felt beneath the scapula and in the upper portion of the pectoralis major. There may 
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or may not be recurrent stiff neck. Herniation of the seventh disk produces pain in 
the inner aspect of the arm and forearm but is rare. 

Chief Signs. May or may not be a history of trauma; paresthesias of the thumb and 
diminished biceps reflex (fifth disk) ; paresthesias of the index and middle finger with 
loss or absence of the triceps reflex (sixth disk); paresthesias of the ulnar border of 
the hand and the fourth and fifth finger (seventh disk); weakness and wasting of the 
muscles and sensory loss depending on the nerve root involved; contrast myelography. 

Osteoarthritis (Hypertrophic Arthritis). Characteristics. Pain and stiffness in the 
neck radiating to the arm is often the result of osteoarthritis of the lower cervical 
vertebrae. The pain is usually described as burning in character and is associated with 
paresthesias. Sensory loss, muscle weakness, and reflex changes, may be present. The 
symptoms are similar to those of cervical disk (see above) except that they tend to 
be more diffuse as a result of the involvement of several nerve roots by the arthritic 
process. 

Chief Signs. Onset during middle age or later in life; evidences of hypertrophic 
arthritis in other areas; may be sensory and motor loss and reflex changes; x-ray of 
the cervical spine. 

Multiple Neuritis (Peripheral Neuritis). Characteristics. Both brachial plexuses 
may be involved as part of a general peripheral neuritis. The painful forms are the 
alcoholic, diabetic, and arsenical. The pains may, however, be felt only in the hands. 
The lower extremities are also usually involved. 

Chief Signs. See page 334. 

Angina Pectoris. Characteristics. In the typical severe case, during exertion or in- 
tense mental emotion the patient is seized with a constricting type of pain in the region 
of the sternum, and the pain commonly radiates upward to the neck and down the 
inner side of the left arm (occasionally the right) to the little and ring fingers. The 
pain may begin in the left arm and sometimes remains there. It is promptly relieved by 
the use of nitroglycerin or amy] nitrite. 

Chief Signs. Occurrence usually in middle-aged males; paroxysmal nature; pallor 
and a sense of impending death; association with exertion or emotion; constrained 
breathing; cold sweats; duration, a few seconds to several minutes; normal or high 
blood pressure. 

Acute Myocardial Infarction. Characteristics. Radiation of the pain from the 
sternal or epigastric region to the shoulders, more often the left, is common. Unlike 
angina, the pain lasts for an hour or hours and is not relieved by the use of nitro- 
glycerin or amyl nitrite. 

Chief Signs. See page 398. 

Aneurysm of the Arch of the Aorta. Characteristics. Frequently the pain radiates 
down the left arm. Anginal attacks are not uncommon, particularly in aneurysms at 
the root of the aorta. 

Chief Signs. See page 294. 

Fracture of the Humerus, Radius, or Ulna. Characteristics. Pain is severe at the 
time of the injury, but may be insignificant in pathologic fractures. It is increased by 
the slightest movement of the fragments. Its situation depends on the site of the 
fracture. 

Chief Signs. History of injury; swelling; ecchymosis; loss of function; muscular 
spasm; deformity; preternatural mobility; crepitus; x-ray. 

Acute Osteomyelitis of the Humerus or Radius. Characteristics. The upper end of 
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the humerus and the lower end of the radius are favorite sites for this affection. There 
are intense pain and tenderness of the part. 

Chief Signs. History of septic wound, boils, injury, or infectious disease; sudden 
onset with chill and high fever; swelling (involving the bone), edema, and heat, with 
distention of the superficial vessels; may be fluctuation; leukocytosis; x-ray. 

Local Infection (Cellulitis, Abscess, Lymphangitis, Erysipelas, etc.). Character- 
istics. There are intense pain, great swelling and edema, dusky redness, and elevation 
of the local temperature (cellulitis). The lymph vessels may appear as tense, red, and 
tender lines running up the arm (lymphangitis). There may be fluctuation (abscess). 
In erysipelas the skin is hot and tense and the margins of the swelling abrupt and 
sharply defined. 

Chief Signs. Presence of an angry wound or scratch; axillary adenitis; chills, fever, 
sweats; leukocytosis. 

Causalgia. Characteristics. Peripheral nerve injury in an upper extremity may be 
followed by agonizing, burning, and constant pain, generally limited to the distal 
portion of the involved limb. The pain may be experienced within several hours of 
injury, or its onset may be delayed for weeks. 

Chief Signs. History of peripheral nerve injury; evidence of sympathetic imbalance 
(cold, blue or red, wet extremity or, rarely, warm, dry, and pink); skin of the in- 
volved extremity is glossy, fissured, and atrophied; tapered, smooth digits which may 
become stiffened and ankylosed; x-ray (bone atrophy). 

Post-traumatic Vasomotor Disorders. Characteristics. In this condition the most 
important complaint is pain in the involved limb, often out of proportion to that 
expected on the basis of the original injury. The pain is described as an aching sensa- 
tion as a rule, but it may also be throbbing or, rarely, burning in character (as dis- 
tinguished from major causalgia). 

Chief Signs. History of trauma (slight tissue injury, a burn, frostbite, crush in- 
jury, or fracture of the bones of the arm); subjective sensations of coldness of the 
arm, stiffness and numbness of the fingers, and tenderness to superficial and deep 
pressure; muscle weakness; may be muscle atrophy and stiffness of the joints; may be 
cyanosis, coldness, and hyperhidrosis. 

Fibrositis (Myositis; Myalgia; Muscular Rheumatism). Characteristics. The af- 
fected muscles are painful; this pain may vary from a dull ache to a sharp, severe, and 
cramplike pain. It may be constant or occur only when the muscles are drawn into 
certain positions. Pressure on the affected part usually gives relief, though the muscles 
are often tender and may be indurated. The condition may be primary or secondary 
and implies a nonsuppurative acute, subacute, or chronic inflammation of fibrous 
tissue without demonstrable systemic disease in the first instance; while the secondary 
form is a manifestation of systemic disease (rheumatoid arthritis, osteoarthritis, 
rheumatic fever, gout, lupus erythematosus, septicemia, typhoid fever, dengue, in- 
fluenza, etc.) or is due to a local injury or strain. 

Chief Signs. History of exposure to wet, cold, or draughts of air; may be history of 
strain; presence of a systemic disease (secondary form); sudden onset; absent or 
only slight constitutional symptoms; duration, a few days to weeks; recurrences 
common (primary form). 

Occupation Myalgia and Arthralgia. Characteristics. The upper extremity is the 
common site of writer’s cramp, typist’s cramp, and other occupational cramps. The 
affection consists of muscular spasms often attended with cramplike pains and inco- 
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ordination of the muscles. The acute pain associated with the spasm may be followed 
by a dull aching for some hours after the occupation has been indulged in. 

Chief Signs. See page 356. 

Osteosarcoma. Characteristics. Sarcoma of the bones of the upper extremity is most 
common in the upper end of the humerus and in the upper and lower ends of the 
radius and ulna. The shaft is rarely affected in the middle third. The most constant 
symptom, especially of the central or myelogenous type of tumor, is localized pain 
of a persistent, dull, boring character, not relieved by fixation. 

Chief Signs. See page 692. 

Tumor (Cervical) Involving the Spinal Cord. Characteristics. Radicular neuralgia 
tending to wax and wane, rising to paroxysmal intensity or continuing as a dull ache 
with intermittent darts involving one or more roots and often unilateral to begin with, 
is very common. The pain may be tearing, boring, shooting, burning, piercing, and so 
on, and leaves the skin sore and sensitive. It is often made worse by laughing, sneez- 
ing, coughing, or straining. These pains may precede motor disturbances for an 
indefinite period (see page 331). If the tumor does not spring from the dorsal root 
sheath, but either grows inside the cord or impinges on it, root pains do not occur 
but there is so-called central pain often severe and radiating. Such discomfort is re- 
ferred to a segment or the whole of a limb, to both limbs and trunk on one side, or to 
the trunk alone. 

Chief Signs. Atrophic palsy of the deltoid, biceps, and supinator longus, with 
biceps, radial, and scapulohumeral reflexes absent (tumor at the fifth cervical), the 
upper arm dangling from the shoulder joint; semiflexed arm at the elbow, flexed 
hand and fingers due to triceps and wrist extensor palsy with absent triceps jerk 
(tumor at the sixth cervical) ; most marked involvement of the wrist and finger flexors 
and finger extensors (tumor at the seventh cervical) ; atrophic paralysis in the small 
muscles of the hand giving a clawhand (tumor at the eighth cervical and first tho- 
racic); sensory impairment; may be cyanosis and swelling of the arm; spasticity or 
loss of sensation below the lesion; extensor plantar reflex and positive Babinski; 
spinal puncture; x-ray (with and without contrast media). 

Progressive Muscular Atrophy. Characteristics. Irregular pains in the arms may 
precede the wasting. After extensive atrophy has occurred, complaint may be made 
of dull, aching pain in the limbs and a subjective sensation of fluttering under the 
skin. 

Chief Signs. See page 344. 

Amyotrophic Lateral Sclerosis. Characteristics. As in progressive muscular atrophy 
(see above ). 

Chief Signs. See page 345. 

Syringomyelia (Spinal Gliosis). Characteristics. Pain radiating down the arms or 
up the neck is occasionally seen as a late symptom, and by the time it appears there 
will be characteristic dissociated sensory loss, muscle atrophies, and a loss of reflexes 
in the arms. Numbness and a feeling of deadness are the most frequent early subjec- 
tive symptoms. 

Chief Signs. See page 342. 

Brachial Neuralgia and Neuritis. Characteristics. Pain, chiefly in the shoulder but 
also extending down the arm to the fingers, of a dull, boring, burning, sharp, or 
lancinating character has been ascribed to a primary interstitial neuritis. The con- 
dition has never been established as a pathologic entity, such symptoms usually being 
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explained by other mechanisms, and thus such a diagnosis should be rarely made if 
at all. 

Tuberculosis of the Cervical Vertebrae (Spinal Caries; Pott’s Disease). Character- 
istics. Cord symptoms are frequently absent. In some cases, however, there is pain 
referred to the arms, associated with headache and sympathetic pupillary changes. 
When present the pains are either dull and constant or sharp and radiating. They are 
sometimes an early symptom and may be present before the symptoms of the bone 
disease are apparent. 

Chief Signs. See page 289. 

Hypertrophic Cervical Pachymeningitis. Characteristics. Intense neuralgic pains 
in the course of the nerves of the arms and in the neck occur, and may be associated 
with hyperesthesia and later with loss of sensation. The pain may persist for months 
and is followed by atrophic paralysis of the hand and forearm. The pain may be 
aggravated by pressure in the posterior triangle of the neck. The condition is rare 
and sometimes has a syphilitic origin. 

Chief Signs. See page 346. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. Compression of the 
brachial plexus in either situation results in pain and paresthesias which may ex- 
tend from the cervical, scapular, or pectoral regions to the hand and fingers. The pain 
is usually dull, gnawing, or burning but may be excruciating, and is affected by work 
and posture, being worsened by recumbency. The medial cord of the brachial plexus 
is usually involved, resulting in pain between the shoulder joint and elbow following 
the sensory distribution of the ulnar nerve. Tiredness and weakness of the extremity 
may be complained of, associated with cramps in the fingers and coldness of the hand. 

Chief Signs. See page 316. 

Carcinoma of the Vertebrae (Cervicodorsal Region). Characteristics. Root pains 
of an intensely excruciating character may occur early and radiate down the arm as a 
result of primary and secondary neoplasms of the vertebral bodies. Although induced 
by movement, they are often entirely spontaneous in origin. They are usually uni- 
lateral and may be associated with a definite zone of hyperesthesia over the area of 
distribution of the affected nerve or nerves. 

Chief Signs. See Neoplasm of the Vertebrae, page 607. 

Herpes Zoster. Characteristics. Persistent pains in the arm, especially in the 
elderly, at times associated with cutaneous hypalgesia or hyperesthesia and paralysis 
of one or more muscles of the arm, may follow this viral infection. 

Chief Signs. See page 425. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Lightning pains, though 
more common in the lower extremities, may occur in the upper. They are sharp, 
abrupt, and fulgurant, sometimes occurring singly, at other times grouped in paroxys- 
mal attacks of varying duration (from one to several days). They are felt more par- 
ticularly along the inner border of the forearm and the fourth and fifth fingers. They 
are often “‘spotlike” in character. 

Chief Signs. See page 110. 

Periarthritis of the Shoulder. Characteristics. There is a more or less constant ach- 
ing in the arm and often in the forearm and hand, associated usually with some 
tenderness of the muscles of the shoulder. Often there is no pain in the shoulder itself. 
The condition is usually unilateral, sometimes bilateral. These cases are often diag- 


nosed neuritis. 
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Chief Signs. Insidious onset; chronicity; limitation of movement, especially abduc- 
tion; negative x-ray, or an associated arthritis. 

Leprosy. Characteristics. Pains in the limbs with areas of hyperesthesia or numb- 
ness occur early in the anesthetic form. The pain, of neuralgic type, is constant and 
spontaneous, with repeated violent paroxysms. 

Chief Signs. See page 53. 

Less Common Causes. Rupture of the biceps muscle; acute aortitis; syphilitic 
aortitis (due to angina pectoris) ; tumor of the posterior triangle of the neck; pressure 
on, or infiltration of, the brachial plexus by enlarged axillary nodes; neuromas; 
aneurysm of the subclavian artery; adiposis dolorosa; paralysis agitans; psychalgia; 
trichinosis; dengue; influenza; rickets; syphilis; infantile scurvy; chronic endocarditis; 
splenomegaly; dissecting aneurysm; Morvan’s disease, mediastinal tumor, dilatation 
of the aorta; pericarditis with effusion; enlarged bronchial nodes; hemiplegia dolo- 
rosa; sickle cell anemia; sprains; strains; tendinitis of the supraspinatus tendon; 
tendinitis of the long head of the biceps; paralytic brachial radiculitis (shoulder- 
girdle syndrome) ; costoclavicular compression; bronchogenic carcinoma (Pancoast’s 
tumor) with brachial plexus involvement from upward spread; brachial plexus in- 
volvement from apical fibrosis; infective radiculitis. 


EDEMA OF ONE OR BOTH UPPER EXTREMITIES 
(Including Swellings ) 


Edema of the arms may be part of a general edema (see Anasarca, page 737), it 
may be associated with fluid accumulation involving only the upper half of the body, 
or, finally, it may be further localized to one or both upper extremities or portions 
thereof. Trauma to the shoulder, forearm, or arm is a common cause of local edema 
at and below the site of injury. The diagnosis is usually obvious or can be readily made 
on the history. The arms of stout women near the menopause frequently become 
edematous without organic cause. Compression of the axillary veins by the dress may 
cause this condition. 

Cellulitis (with Lymphangitis). Characteristics. There is a diffuse swelling of the 
skin and deeper soft tissues of an inflammatory nature. The whole hand and forearm 
may be edematous, and red lines due to inflammation of the lymphatics may be seen 
coursing up the forearm. 

Chief Signs. See page 353. 

Erysipelas. Characteristics. This form of dermatitis is marked by an area of inflam- 
mation with edema, redness, tenderness, pain, and a constant daily extension of the 
involved area. It spreads rapidly, often as much as an inch a day and more rapidly in 
the direction of the lymph current than against it. The symptoms are less severe when 
the erysipelas occurs on an extremity than when the face is involved. 

Chief Signs. See page 354. 

Mediastinal Tumor. Characteristics. Occlusion of the intrathoracic venous trunks, 
especially in tumors located in the anterior and superior mediastinum, accounts for 
edema and for distention and tortuosity of the superficial veins of the face, neck, 
arms, and upper anterior chest wall, bilateral phenomena of this sort indicating 
superior caval obstruction, and unilateral signs pointing to compression of an in- 
nominate vein or one of its tributaries. See also Superior Vena Caval Syndrome, 
page 417. 
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Chief Signs. See page 282. 

Aneurysm of the Arch of the Aorta. Characteristics. An aneurysm of the ascend- 
ing or transverse arches occasionally exerts sufficient pressure on the superior vena 
cava to cause edema of the arms and engorgement of the vessels of the head; some- 
times it compresses only on innominate or subclavian vein, producing edema of one 
arm only. 

Chief Signs. See page 294. 

Carcinoma of the Breast. Characteristics. When metastasis takes place in the 
axillary nodes the enlargement may cause sufficient pressure on the axillary vein to 
lead to edema of the arm, or the lymph flow may be obstructed and cause a lymph- 
edema (nonpitting edema). 

Chief Signs. See page 420. 

Arteriovenous Fistula. Characteristics. In either the congenital or acquired form 
there is an increase in the size of the part at and distal to the abnormal communica- 
tion. In the case of a congenital arteriovenous aneurysm of the upper extremity the 
limb is not only larger in circumference but may also be longer than the opposite 
extremity. 

Chief Signs. History of injury in the acquired variety; increased skin temperature 
proximal to the lesion; pulsatile mass with a thrill over the lesion in the acquired 
variety; large tortuous veins in the vicinity of the fistula; high oxygen saturation of 
blood from a vein above the level of the lesion; arteriography. 

Less Common Causes. Urticaria; stings; aneurysm of the innominate artery; aneu- 
rysm of the axillary artery; axillary abscess; cervical rib; hysterical edema; mycetoma; 
periphlebitis; thrombophlebitis; phlebothrombosis; angioneurotic edema; Raynaud’s 
syndrome; Hodgkin’s disease (axillary vein compression) ; hemiplegia; syringomyelia 
(the succulent hand); equine encephalomyelitis; application of a cast; cold allergy; 
postphlebitic syndrome; x-ray therapy; frostbite; post-traumatic vasospastic disease; 
sequel of poliomyelitis; lymphosarcoma; fibrosarcoma; osteomyelitis; occupational 
dermatoses; dermatomyositis. 


PARALYSIS OF WHOLE OR PART OF ONE UPPER EXTREMITY 
(Brachial Monoplegia, Complete or Partial ) 


The term “paralysis” as used here and elsewhere in this volume includes partial 
palsy (paresis) or complete loss of motor power. Care must be taken to differentiate 
between subjective weakness and true muscular weakness by testing the movements 
of the muscles against resistance; and incoordination, as loss of control of finger 
movements, should not be confused with paresis. In some cases pain in a muscle or 
joint inhibits attempts at movement, and ankylosis of the shoulder joint prevents lift- 
ing of the arm, conditions which may be described by the patient as loss of power. 
Paralysis of one arm (brachial monoplegia) is rarely due to a spinal lesion, but is al- 
most always caused either by a cerebral lesion or by neuritis of the nerves supplying 
the arm; when cerebral, the lesion is almost always located in the cortex. 

Cerebrovascular Accident. Characteristics. A brachial monoplegia may occur, 
though usually there is also some weakness of the corresponding leg as a result of a 
vascular lesion (thrombosis, embolism, or hemorrhage) in the internal capsule or 
other part of the pyramidal tract in its course through the brain. The muscles are 
usually more paralyzed in the distal than in the proximal portion of the limb. Some 
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atrophy may develop due to disuse. The paralysis may affect the whole limb with 
inability to shrug the shoulder; or the movements of the hand and fingers may be more 
impaired than those of the elbow and shoulder. Eventually contractures may develop. 

Chief Signs. Presence of a cardiovascular condition capable of producing the lesion 
(hypertension, arteriosclerosis, mitral valve disease, auricular fibrillation, recent 
myocardial infarction, congestive heart failure, etc.); at times premonitory symp- 
toms in thrombosis; gradual onset (may begin in the hand) in thrombosis, sudden 
onset in embolism or hemorrhage; increased muscle tone and tendon reflexes in the 
involved arm as compared with those of the opposite limb; may be slight paresis of 
the facial muscles, absence of the abdominal reflexes, increased knee jerk, ankle 
clonus, and positive Babinski, all on the side of the monoplegia. 

Cerebral Syphilis. Characteristics. Brachial monoplegia may occur similar to that 
described above, but its duration is usually transient. This condition is perhaps most 
common in syphilitic meningitis of the convexity rather than in other types of cerebral 
syphilis. 

Chief Signs. See page 339. 

Cerebral Tumor. Characteristics. Progressive monoplegia or hemiplegia of the 
opposite side of the body is found in all cases of precentral tumor, the arm being 
paralyzed if the tumor involves the cortical center of that limb only. The palsy may be 
observed after a fit (Jacksonian ), or series of fits, and although at first transient soon 
becomes permanent and progressive, spreading from one part of the limb to another. 
The limb remains spastic. If the growth is subcortical rapid wasting may occur. 

Chief Signs. See page 340. 

Uremia. Characteristics. Monoplegia, as well as hemiplegia, may come on spon- 
taneously or after a convulsion, due to localized cortical edema. These cases may 
simulate any form of organic paralysis of cerebral origin. 

Chief Signs. See page 341. 

Cerebral Arteriosclerosis (Middle Cerebral Artery). Characteristics. Recurring 
transient attacks of monoplegia of the upper motor neuron type may occur from 
localized transient cerebral ischemia, as well as transient attacks of hemiplegia and 
paralysis. 

Chief Signs. Advanced age; presence of general arteriosclerosis (though not neces- 
sarily); tendency to fatigue; insomnia; faulty memory, speech defects, uncertain 
gait; transient attacks of aphasia; vertigo, simple or associated with Stokes-Adams 
syndrome; cardiac and renal symptoms; claudication. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Spastic brachial monoplegia of gradual onset is occasionally the first symptom where 
perhaps there may be only absent abdominal reflexes and a positive Babinski. In 
most cases such a monoplegia occurs late in the disease. 

Chief Signs. See page 99. 

Syringomyelia (Spinal Gliosis). Characteristics. A weak, wasted, or completely 
paralyzed arm or part of a hand and arm is a common finding. The hand and fingers 
are clawlike, the whole extremity cyanotic and cold. These are early signs. There is 
a diminution of excitability to both forms of electrical current. The weakness precedes 
the visible wasting by one to four years. 

Chief Signs. See page 342. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The first 
complaint is sometimes loss of power in one arm. The limb is actually weaker than its 
fellow, and is also somewhat stiff and conspicuously slow in carrying out movements. 
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Chief Signs. See page 43. 

Occupation Myalgia and Arthralgia. Characteristics. The muscles primarily af- 
fected are those subjected to severe and prolonged strain, as in holding an object such 
as a pen, or in forcible contraction as occurs in the pianist or the violinist. There is 
no actual paralysis, rather a painful subjective weakness and incoordination. 

Chief Signs. See page 356. 

Tumor (Cervical) Involving the Spinal Cord. Characteristics. Spinal growths are 
classified according to their site as either extradural or intradural. The intradural 
variety may be either extramedullary (fibroblastoma, neurofibroma, fibroma, tera- 
toma, melanoma, angioma, angioblastoma, hydatid, metastatic, etc.) or intramedul- 
lary (glioma, angioblastoma, ganglioneuroma). The extradural variety may be either 
juxtavertebral (fibroma, sarcoma, ganglioneuroma, lymphogranuloma, metastatic), 
vertebral (osteoma, chondroma, hemangioma, sarcoma, chordoma, metastatic), in- 
tervertebral (fibroma, fibrosarcoma, fibrochondroma), or intraspinal (lipoma, lipo- 
sarcoma, granuloma, angioma, angioblastoma, hydatid, epidermoid, metastatic, 
etc.). When an expanding lesion begins to indent the cord from without or spreads 
within, it must sooner or later derange pyramidal function, the consequence being 
some variety of spinal monoplegia, hemiplegia, or paraplegia. If the tumor is situated 
high and to one side, the corresponding arm will be affected, then the leg, or perhaps 
both the arm and leg, or rarely the leg before the arm; as the expansion proceeds the 
opposite lower limb will next be involved, then finally the opposite upper limb. In a 
large number of cases motor root and motor cord symptoms are compounded; at the 
level of the tumor atrophic palsy exists and below it spastic paralysis. 

Chief Signs. See page 326. 

Hematomyelia (Hemorrhage into the Spinal Cord). Characteristics. There may be 
a Klumpke type of paralysis of one arm when the hemorrhage is limited to one half of 
the spinal cord in the cervical region. The motor palsy is at first of the flaccid type 
with abolition of the deep reflexes; later spasticity develops, the deep reflexes return- 
ing. The “preacher’s hand” develops. 

Chief Signs. Often history of injury to the neck; sudden onset; root pains, rarely 
severe; consciousness usually retained; dissociated anesthesia; oculopupillary changes 
on the side of the lesion; spasticity of the corresponding leg; absence of constitutional 
symptoms. 

Hysteria. Characteristics. Brachial monoplegia may occur. The muscles may be 
markedly rigid or the whole limb flaccid and limp. There may be even marked muscu- 
lar wasting and clawhand. The electric reactions are unchanged and the reflexes uni- 
versally unaltered. There may be the glove type of anesthesia. If the limb is rigid, 
steady pressure will overcome the rigidity and the arm may be extended. Voluntary 
effort to perform a certain movement throws the antagonistic muscles into action as 
well as those necessary for the act. Even when no voluntary movement whatever can 
be carried out by the fingers, they later may move involuntarily in association with 
energetic movements in the opposite limb. Unlike paralysis due to organic lesions, 
functional paralysis never attacks a single muscle nor the muscles supplied by a single 
nerve, and while the position of the paralyzed limb may roughly resemble the posture 
of an organic paralysis, it never does so with accuracy. The whole scapula may be dis- 
placed downward; in organic monoplegia the arm is displaced downward from the 
shoulder joint. 

Chief Signs. See page 341. 

Acute Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. The first 
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complaint may be loss of use of an arm. The limb is actually weaker, as demonstrated 
by the fact that the child is unable to maintain a steady pressure. When the arm is 
extended in front with the palm downward, the wrist is slightly flexed although the 
fingers are extended. 

Chief Signs. See page 46. 

Complete Lesion of the Brachial Plexus. Characteristics. When the whole plexus is 
damaged, complete brachial paralysis results, with atrophy of the muscles and exten- 
sive sensory loss. The arm may hang from the body like a flail. 

Chief Signs. Presence of a tumor compressing the nerve trunks or history of injury 
in the shoulder region (blow, wound, fracture, dislocation) ; reaction of degeneration; 
may be gradual improvement with residual paralysis of upper or lower arm type; 
loss of sensibility over the whole of the forearm and hand and the outer side of the 
upper arm, the inner side and tip of the shoulder remaining sensitive; usually paralysis 
of the sympathetic. 

Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. When the per- 
manent paralysis resides in the arm, there is more liability on the part of the shoulder 
and upper arm muscles to suffer than those of the forearm and hand. Muscles acting 
functionally together, with centers near each other in the spinal cord, are paralyzed 
together. The affected limb shows less development as the patient grows older. The 
reaction of degeneration is present in the affected muscles. Early in the course the 
muscles lose their faradic response. A single arm is relatively rarely affected. 

Chief Signs. See page 705. 

Ruptured Cervical Disk (Herniation of the Nucleus Pulposus). Characteristics. 
Moderate weakness and wasting with sensory changes in the distribution of the 
affected root and rarely severe degrees of atrophic palsy are noted in herniation of the 
fifth, sixth, and rarely the seventh cervical disk. 

Chief Signs. See page 323. 

Infective Radiculitis (Paralytic Brachial Neuritis). Characteristics. Any muscle 
or group of muscles may become paralyzed, but the spinati, deltoid, and biceps are 
most often affected. There is slight sensory loss in the skin supplied by the affected 
roots. 

Chief Signs. History of upper respiratory infection, or history of antisera adminis- 
tration one to two weeks before; pain in the muscles to be affected preceding paralysis 
by four of five days; slight sensory loss; slow and at times incomplete recovery. 

Musculospiral Paralysis (Radial Paralysis). Characteristics. The most character- 
istic feature is the wristdrop and the inability to extend the first phalanges of the 
fingers and thumb. The movements of supination may also be impossible. The sensa- 
tions may be impaired, or there may be marked tingling. 

Chief Signs. History of injury (bruising by a crutch, blow, fracture, gunshot 
wound) or history of sleeping on the arm, exposure to cold, or lead poisoning. 

Duchenne-Erb Palsy (Upper-Arm Type). Characteristics. The arm hangs at the 
side, rotated inward. Abduction of the arm, flexion of the elbow, and supination of 
the hand are lost. The muscles paralyzed are the deltoid, biceps, brachialis anticus, 
supinator longus, and sometimes the supra- and infraspinatus; these become atro- 
phied. In severe cases there may be anesthesia of the outer surface of the arm, in the 
region supplied by the circumflex and external cutaneous nerves. 

Chief Signs. History of difficult labor and occurrence from birth (obstetrical palsy), 
or history of a fall on the shoulder. 

Klumpke’s Paralysis (Lower-Arm Type). Characteristics. The flexors of the wrist 
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and the intrinsic muscles of the hand undergo atrophy; the patient is unable to use his 
fingers. There is anesthesia of the ulnar border of the forearm and hand from the 
elbow downward. Clawhand may develop. 

Chief Signs. Usually history of compression of the shoulder, injury to the lower 
cord of the brachial plexus at birth, or previous extensive paralysis of the brachial 
plexus; may be contracted pupils, narrowed palpebral fissure, and slight enophthal- 
mos on the side of the lesion. 

Circumflex Nerve Paralysis. Characteristics. The arm cannot be raised nor rotated 
outward. The joint may be relaxed, and there may be a distinct space between the 
head of the humerus and the acromion. 

Chief Signs. History of injury (bruising by a crutch, dislocation) ; or extension of 
inflammation from the joint; wasting over the shoulder; pain often severe and sensa- 
tion impaired over the shoulder; may be joint adhesions in chronic cases. 

Ulnar Nerve Paralysis. Characteristics. The hand moves toward the radial side; 
adduction of the thumb is impossible; the first phalanges cannot be flexed, and the 
others cannot be extended. In long-standing cases the first phalanges are overex- 
tended and the others are strongly flexed, producing clawhand. There may be anes- 
thesia of the ulnar side of the hand (two and a half fingers on the back, and one and a 
half fingers on the front). This nerve is always affected in leprosy. 

Chief Signs. History of pressure at the elbow joint, wound, or acute illness. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. In some cases there 
is marked pressure upon the brachial plexus, resulting in partial paralysis and wasting 
of the intrinsic muscles of the hand and flexors of the wrist and fingers. There may be 
anesthesia or hyperesthesia of the inner aspect of the arm and ulnar half of the hand. 
There may be also pain extending along the ulnar border of the forearm to the wrist 
and fingers. While usually bilateral, the cervical rib may be much longer on one side 
than on the other. 

Chief Signs. See page 316. 

Suprascapular Nerve Paralysis. Characteristics. There are flattening of the in- 
fraspinatus fossa and weakness in rotating the humerus outward against resistance. 
The infraspinatus muscle may show the reaction of degeneration, but the supraspina- 
tus muscle, affected likewise, is inaccessible, being covered by the trapezius. There 
may be complaint of difficulty or fatigue in writing. 

Chief Signs. History of injury or infection. 

Paralysis of the Serratus Magnus Muscle (Long Thoracic Nerve Paralysis). Char- 
acteristics. The paralysis is confined to the shoulder; the arm cannot, as a rule, be 
raised above the horizontal. Isolated serratus paralysis is rare. There is little or no 
deformity with the arm hanging by the side. The shoulder is at a lower level, the in- 
ferior angle of the scapula projects upward, and when the arm is held out in front at 
right angles to the body, the scapula becomes winged and stands out prominently. 

Chief Signs. History of direct pressure, or neuritis following an acute infection or 
exposure. 

Median Nerve Paralysis. Characteristics. This nerve is seldom involved alone. 
There is inability to pronate the forearm beyond the midposition; the wrist can be 
flexed only toward the ulnar side; the thumb cannot be apposed to the tips of the 
fingers; the second phalanges cannot be flexed on the first; the distal phalanges of the 
first and second fingers cannot be flexed, but in the third and fourth fingers this action 
can be performed by the ulnar half of the flexor profundus. There is loss of sensation 
of the radial side of the palm and the front of the thumb, the first two fingers and half 
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of the third finger, and the dorsal surfaces of the same three fingers. The wasting of 
the thumb muscles, which is usually marked, gives the characteristic appearance. 

Chief Signs. History of wound on the palmar surface of the wrist, the forearm, or 
the arm; may be occupation neurosis. 

Ischemic Paralysis (Volkmann’s Contracture). Characteristics. There is rigid con- 
tracture of all of the flexor tendons of the wrist and fingers with wasting of the muscles 
and other trophic changes. The electric excitability of the flexor muscles is sometimes 
impaired. 

Chief Signs. History of wearing a tight splint or bandage on the forearm. 

Less Common Causes. Abscess of the brain; amyotrophic lateral sclerosis (first 
unilateral); progressive muscular atrophy (first unilateral); acute encephalitis; en- 
cephalitis lethargica; polioencephalitis; cervical syphilitic pachymeningitis; cervical 
caries; fractured clavicle; cervical myelitis; diphtheritic paralysis; muscular dystro- 
phy; axillary aneurysm; hypoglycemia; thrombophlebitis of the cortical veins; menin- 
gococcal meningitis; spinal embolism (thrombomyelia); caisson disease; spinal 
arteriosclerosis (arms and especially the hands) ; pellagra; peroneal muscular atrophy 
(muscles of the hand and forearm) ; herpes zoster; extension of chronic inflammatory 
disease from the apical pleura or bronchogenic carcinoma (wasting of the small 
muscles of the hand and sensory loss of ulnar distribution); dystrophia myotonia; 
Tooth’s paralysis; infantile cerebral hemiplegia; post-traumatic vasomotor disorders. 


PARALYSIS OF WHOLE OR PART OF BOTH UPPER EXTREMITIES 


(With or Without Paralysis of the Lower Extremities ) 


Paralysis of both upper extremities alone is rare compared to paralysis of both 
lower extremities (paraplegia). 

Polyneuritis (Peripheral or Multiple Neuritis). Characteristics. The earliest symp- 
toms are sensory in nature and consist of paresthesias, pains, hyperesthesia, and 
tenderness on palpation in the involved areas of the limbs. These sensory abnormal- 
ities are then followed by motor symptoms, in which as a rule the distal segments of 
the extremities are stricken symmetrically by a flaccid, atrophic palsy, wristdrop and 
footdrop often being typical signs. As a rule the lower limbs are more affected than 
the upper, and the more proximally a segment is placed the less likely it is to suffer. 
Eventually trophic changes and secretory disturbances may develop. Causation is 
multiple and variable, but several distinct and more common etiologic varieties are 
described below in some detail while the remainder are mentioned under Less Com- 
mon Causes. 

Chief Signs. Presence of an etiologic factor; occurrence usually in middle age; 
sensory, motor, trophic, and secretory symptoms and signs; decreased tendon re- 
flexes in the involved areas; reaction of degeneration, complete or partial; prognosis 
usually good but depends on the etiology and extent of involvement; some residua are 
frequent. 

Chronic Lead Poisoning. Characteristics. Muscular weakness and wasting, particu- 
larly affecting the extensors of the wrist (wristdrop) and fingers, are common. Wast- 
ing flattens the posterior aspect of the forearm, but atrophic palsies seldom extend 
to the deltoid and other muscles of the upper arm. Involvement of the legs is rare in 
adults but not so in children. A more severe form resembling progressive spinal mus- 
cular atrophy (saturnine paralysis) is occasionally seen, wherein there is a widespread 
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and more general wasting. In this type of paralysis not only are the extensors of the 
wrists and fingers involved, but also of the arms and shoulders. The reaction of de- 
generation is marked. 

Chief Signs. See page 352. 

Alcoholic Polyneuritis. Characteristics. Tiredness of muscles, cramps, pains, trem- 
ors, and paresthesias are the first symptoms. Thereafter, subacutely or gradually, 
wristdrop and footdrop develop. As a rule, motor symptoms are more common in the 
upper extremities and sensory symptoms predominate in the legs. The syndrome 
includes atrophic palsy with contracture, sensory loss, and ataxia in any combina- 
tion. The involved muscles are extremely sensitive to even mild pressure. As a rule 
the two sides are involved symmetrically. 

Chief Signs. Occurrence commoner in women, usually between 30 and 40 years of 
age; history of chronic tippling; gradual onset; tingling in the feet and hands; tender- 
ness of the muscles of the calves; loss of deep reflexes; may be mental changes 
(Korsakoff’s syndrome ). 

Arsenical Polyneuritis. Characteristics. Paresthesias, pains, and weakness are the 
earliest symptoms and are soon followed by extensor palsy and wasting in either the 
forearms, lower legs, or both. Sometimes the small muscles of the hands and feet are 
first affected. Sensory symptoms often greater than those in the alcoholic form and 
ataxia, especially in the lower limbs with relative absence of muscular atrophy, com- 
plete the peripheral neuritic symptoms. The tendon reflexes are reduced or abolished. 
Contractures and talipes may develop. 

Chief Signs. History of exposure to arsenic in industry or otherwise; may be pig- 
mentary discoloration around neck and abdomen or dark brown mottled skin but 
mucous membranes never discolored as in Addison’s disease in chronic poisoning; 
nausea, vomiting, diarrhea, and edema of eyelids in acute poisoning; may be rapid 
wasting of muscles; may be excessive hyperesthesia of muscles of arms and legs. 

Fracture-Dislocation of the Cervical Vertebrae (Compression Myelitis). Charac- 
teristics. A total lesion at or above the third cervical segment is usually immediately 
fatal. Complete anatomical severance of the cord just below this level causes com- 
plete motor and sensory paralysis with abolition of all the reflexes and retention of 
urine; if just below the level of the fifth cervical region, the muscles of the shoulder 
and upper arm are paralyzed, the upper extremities assuming a characteristic posi- 
tion, abduction and external rotation of the arm with flexion and supination of the 
forearm. If below the seventh cervical, the flexors of the wrist and intrinsic muscles 
of the hand are the only muscles of the upper limbs paralyzed. Incomplete destruc- 
tion may be diagnosed when there is incomplete paralysis, partial anesthesia, and 
retention of the reflexes in the parts supplied by the cord below the injury; not in- 
frequently, however, the symptoms will be identical, sometimes for several days or 
longer, with those of a total transverse lesion. 

Chief Signs. History of severe direct or more infrequently indirect injury to the 
cervical spine (neck); shock; local evidences of fracture (pain, swelling, tenderness, 
deformity, crepitus ) ; priapism; may be optic neuritis; x-ray. 

Infantile Diplegia (Cerebral Diplegia; Little’s Disease). Characteristics. A few 
days after the onset or during the subsidence of the general symptoms it is noticed 
that the child is paralyzed. Occasionally the paralysis is more or less limited to one 
limb, as the arm, but in many cases it affects the arm and leg on one side (hemi- 
plegia), or if encephalitis is widespread and severe, permanent bilateral palsy (diple- 
gia) may result. The paralysis is first of the flaccid type, but within a week signs of 
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spasticity develop. In mild cases the paralysis may be slight and transitory, in severe 
cases marked and permanent. Later the upper limb or limbs show spasticity and 
contracture, and the arm is adducted at the shoulder, the elbow is flexed at a right 
angle, the forearm is pronated, the wrist is flexed and deviated to the ulnar side, and 
the thumb and fingers are firmly flexed. Paralysis of the distal parts of the limb is 
more pronounced than the proximal. 

Chief Signs. Occurrence of symptoms at or shortly after birth in the congenital 
form; may be history of dystocia in the acquired form; may be sporadic or epidemic 
in the encephalitic form; onset sudden with convulsions; fever, vomiting, and some- 
times coma; may be strabismus and ocular palsies; spastic paraplegia common; later, 
development of gait or deformity or involuntary movements characteristic of the 
particular type of paralysis. 

Progressive Spinal Muscular Atrophy (Aran-Duchenne Type). Characteristics. 
The disease first appears in the upper extremities, manifesting itself by wasting and 
weakness of the muscles of one hand, commonly the right, the other hand becoming 
affected after an interval of months. The progress is bilateral, and the degree of weak- 
ness corresponds to the degree of wasting. The thumb muscles of abduction and ap- 
position and then the other small muscles of the hands are usually first affected, claw- 
hand resulting. The wasting then spreads upward, the legs being involved last and the 
face often escaping. The reaction of degeneration is only partial. The deep reflexes 
are preserved as long as sufficient muscle is left to contract. 

Chief Signs. See page 344. 

Amyotrophic Lateral Sclerosis. (Charcot’s Disease). Characteristics. This aflec- 
tion usually begins as in progressive muscular atrophy, of which it may be but a vari- 
ant, with wasting and weakness in the upper limbs, often with spasticity and weak- 
ness of the lower limbs but without wasting at the onset. The deep reflexes are uni- 
versally exaggerated. There may be partial reaction of degeneration. 

Chief Signs. See page 345. 

Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. Occasionally 
both arms may be affected, but the paralysis is rarely complete. Paralysis of the 
upper extremities most often involves the shoulder group, the deltoids being the 
muscles which usually suffer most severely. In the abortive type, instead of being 
complete paralysis, there is only weakness. The paralysis remains flaccid perma- 
nently, and the reaction of degeneration is present. 

Chief Signs. See page 705. 

Tumor Involving the Spinal Cord (Cervical). Characteristics. When an expanding 
lesion in the cervicodorsal region begins to indent the cord from without or spreads 
within, it must sooner or later derange pyramidal function. If the tumor is situated 
high and to one side, the corresponding arm will be affected, then the leg or perhaps 
both the arm and leg, or rarely the leg before the arm. As the expansion proceeds, 
the opposite lower limb will next be involved, then finally the opposite upper limb. 
(See page 331.) 

Chief Signs. See page 326. 

Syringomyelia (Spinal Gliosis). Characteristics. There is muscular paralysis and 
atrophy of the lower motor neuron type, as in progressive muscular paralysis. The 
paralysis, however, may be limited to one upper extremity. Spastic paraplegia is 
common, though rarely severe. The paralysis appears greater than the degree of 
atrophy would indicate. 

Chief Signs. See page 342. 
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Hypertrophic Cervical Pachymeningitis. Characteristics. A few months after the 
onset there are usually wasting and weakness of the upper limbs, commencing in the 
hands, with contractures and clawhand. There are intense bilateral root pains mainly 
in the arms and neck, and areas of hyperesthesia and anesthesia. The lower limbs 
are spastic. 

Chief Signs. See page 346. 

Erb’s Juvenile Muscular Dystrophy. Characteristics. This affection of the muscles 
of the shoulder girdles and upper arms, usually atrophic, but rarely with a combina- 
tion of atrophy and pseudohypertrophy, primarily implicates the muscles of the 
shoulder girdle, especially the lower part of the pectoralis major and the latissimus 
dorsi, less commonly the upper part of the pectoralis major, trapezius, serratus 
magnus, and rhomboids. In the upper arm the biceps, triceps, and supinator longus 
are usually involved, while the deltoid, supra- and infraspinati are initially preserved 
and in some instances because of their preservation appear hypertrophied. The af- 
fected muscles are weak. 

Chief Signs. Onset some time during puberty and early adolescent life, usually be- 
fore the age of 20 years. 

Facioscapulohumeral Muscular Atrophy (Landouzy-Déjerine Type). Character- 
istics. In this type of atrophy the face is primarily involved and later the shoulder and 
upper-arm muscles. The affected muscles are weak. 

Chief Signs. Onset in infancy with weakness and wasting of the muscles of the 
face; hereditary factor common; eyes cannot be closed; blowing and whistling im- 
possible; lips everted; peculiar smile with straight lips (rire en travers); only slight 
and never marked hypertrophy of the muscles involved. 

Hematomyelia (Spinal Apoplexy). Characteristics. When the hemorrhage is in 
the cervical region, all of the limbs are affected, and also the abdominal and thoracic 
muscles (whence diaphragmatic breathing only); there is complete anesthesia below 
the level of the lesion, with absence of reflexes, paralysis of the sphincters, and hyper- 
esthesia in the affected segment. The motor palsy is at first of a flaccid type. With 
improvement the reflexes gradually return, the flaccid paralysis by degrees giving 
place to spasticity, which is accompanied by flexor or extensor spasm of the limbs, 
and an extensor plantar response. 

Chief Signs. Usually history of injury, especially to the neck, often pre-existing 
disease of the spinal cord; sudden onset; absence of root pains and muscular spasms; 
absence of constitutional symptoms; elimination of fracture or dislocation of the 
spine. 

Acute Ascending Paralysis (Landry’s Paralysis). Characteristics. Rarely the weak- 
ness and paralysis commence in the arms, but usually begin in the legs. In the usual 
type, within a few hours, or in three or four days, the palsy may be widespread, the 
patient lying propped up in bed with the arms and legs in a state of complete flaccid 
palsy. 

Chief Signs. Occurrence most frequently in males, between 20 and 30 years of age; 
onset of paralysis sudden; occasionally premonitory paresthesias, pains, or weakness; 
commencement of paralysis in peripheral parts of the lower extremities, ascending 
progressively to the legs, trunk, and arms. 

Potassium Abnormality. Characteristics. Flaccid paralysis of the legs usually, but 
also at times of the arms and bulbar muscles, may occur as a result of severe potas- 
sium imbalance (hypo- or hyperkalemia ). 

Chief Signs. Presence of an etiologic factor (renal disease, treated diabetic acidosis, 
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severe diarrhea, intestinal obstruction with vomiting, idiopathic steatorrhea, periodic 
paralysis, therapy with ion-exchange resins or para-aminosalicylic acid or desoxy- 
corticosterone acetate, following partial gastrectomy, adrenocortical insufficiency, 
uremia at times, acute peripheral circulatory failure, potassium administration in 
the presence of inadequate renal function, etc.); weakness; mental confusion; re- 
spiratory distress; electrocardiographic abnormalities; serum potassium concentra- 
tions below 3 mEq. per liter or above 8 mEq. per liter. 

Less Common Causes. Polyneuritis (chemical agents injected, absorbed, respired, 
or ingested—phosphorus, mercury, thallium, ether, carbon tetrachloride, car- 
bon monoxide, benzene and its derivatives, trilene, apiol, sulfonamides, sulfonal, 
emetine, antimony, nicotine, antisera—diphtheritic, tetanic, etc., quinine, salvarsan, 
and others); infective states (septicemia, typhoid fever and paratyphoid fever, diph- 
theria, syphilis, gonorrhea, smallpox, measles, scarlet fever, influenza, pneumonia, 
malaria, typhus, leprosy, generalized tuberculous adenitis, Guillain-Barre syndrome, 
herpes zoster, epidemic encephalitis, some forms of Landry’s paralysis, and others); 
metabolic and biochemical disorders (beriberi, pellagra, diabetes, scurvy, hema- 
toporphyrinuria, gout, rheumatism, cachexia from various causes, anemia, chlorosis, 
Hodgkin’s disease, other blood states, etc.); spinal caries; double brachial neuritis 
(crutch pressure); spinal meningeal hemorrhage; hysteria; Werdnig-Hoftman type 
of progressive muscular atrophy of childhood; pseudohypertrophic muscular dys- 
trophy; progressive neural muscular atrophy (Tooth’s peroneal muscular atrophy ) ; 
amyotonia congenita; myasthenia gravis; myotonia congenita (stiffness and slowness ) ; 
basilar meningitis; bulbar paralysis; multiple sclerosis; general paresis; ventricular 
hemorrhage; chronic hydrocephalus; pseudobulbar paralysis; occupational neuritis 
(bimanual occupations); cerebral tumor (especially of the corpus callosum); acute 
transverse myelitis; dystrophia myotonia (myotonia atrophica); progressive hy- 
pertrophic neuritis (Déjerine-Sottas disease); Friedreich’s ataxia (occasional early 
wasting of the small muscles of the hand); familial hypertrophic polyneuritis (lower 
limbs long before the upper limbs); uveoparotid polyneuritis; pink disease; amyo- 
trophic lateral sclerosis (upper limbs late in the disease ). 


PARALYSIS OF THE UPPER AND LOWER EXTREMITIES 
ON THE SAME SIDE 


(Hemiplegia ) 


Hemiplegia is almost invariably of cerebral, pontine, or medullary origin. The 
reflexes are eventually exaggerated, and there is rigidity, absence of electric changes, 
and later slight atrophy from disuse. In ordinary simple hemiplegia the side opposite 
the lesion is usually completely paralyzed, the face (except the upper third including 
the eye), arm, and leg being affected. The lesion is usually in the knee and posterior 
limb (anterior two thirds) of the internal capsule. Complete hemiplegia is very 
rarely of cortical origin. If the arm is paralyzed more than the leg, with little or no 
anesthesia, the lesion is in the anterior portion of the posterior limb ofthe internal 
capsule. If the leg is paralyzed more than the arm and there are hemianesthesia, 
hemianopsia, and disturbances of hearing, perhaps also of taste and smell, the lesion 
is well back in the posterior third of the posterior limb. If the hemiplegia is associated 
with hemianesthesia, hemichorea, or marked tremor, the lesion is in the internal 
capsule and involves the optic thalamus, Hemiplegia of one side with paralysis of the 
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oculomotor on the other side (Weber’s syndrome), sometimes with hemianopsia, 
results from a lesion in the crus cerebri. If the hemiplegia is associated with paralysis 
of the face on the opposite side (crossed paralysis), the lesion is in the lower pons. 
When motor aphasia occurs with hemiplegia, the third left frontal convolution is in- 
volved. Hemiplegia with speech disturbance (anarthria) which does not clear up and 
with difficulty in swallowing indicates a lesion in the medulla. In complete hemiplegia 
the speech is usually affected, but unless the third left frontal convolution is involved 
(aphasia) or the medulla (anarthria) the speech disturbance soon disappears. Hemi- 
plegia with anesthesia of the opposite side of the face (fifth nerve involvement) is 
caused by a lesion in the pons below the decussation. If hemiplegia is present with 
opposite hypoglossal paralysis, the lesion involves the spinal fibers of the hypoglossal 
and one half of the cervical cord. 

Cerebral Hemorrhage (Apoplexy). Characteristics. Sudden hemiplegia preceded 
by coma or convulsions is often due to cerebral hemorrhage. Aphasia may or may not 
be present. The paralysis is at first flaccid with absent reflexes, but soon becomes 
spastic with increased reflexes. 

Chief Signs. Occurrence after 40; arteriosclerosis; sudden onset with vertigo and 
unconsciousness; paralyzed limbs at first flaccid, early becoming rigid; conjugate 
deviation frequent; unequal pupils; stertorous breathing; hard slow pulse. 

Cerebral Embolism (Middle Cerebral). Characteristics. Sudden, sometimes tran- 
sient hemiplegia with temporary unconsciousness in a young adult may be due to 
embolism. Slight anesthesia is also usually present. 

Chief Signs. Occurrence between 20 and 50; presence of vegetative endocarditis, 
mitral stenosis, auricular fibrillation, recent myocardial infarction with mural throm- 
bosis, bronchiectasis, heart failure (auricular thrombus), or puerperium; sudden 
onset with convulsions, twitching, and temporary unconsciousness; negative syphi- 
litic history. 

Cerebral Thrombosis (Middle Cerebral Artery). Characteristics. Hemiplegia 
develops slowly (compared to hemorrhage and embolism), and unconsciousness is 
gradual, or the paralysis may develop during sleep. 

Chief Signs. Occurrence between SO and 70; evidence of senility, arteriosclerosis, 
or blood dyscrasia; slow onset with prodromal symptoms of headaches, drowsiness, 
numbness in the hand and foot, vertigo, transient hemiplegia, and temporary aphasia; 
prognosis unpredictable in the first few days or weeks. 

Cerebral Syphilis (Basal, Convexity, and Intracerebral Varieties). Characteristics. 
Hemiplegia, usually accompanied by some cranial nerve palsies (especially ocular), 
may occur, preceded by a persistent and intense headache due to meningovascular 
syphilis. The hemiplegia is often transient. 

Chief Signs. History of infection; occurrence between 20 and 40; pupillary changes; 
optic neuritis; severe headache, worse at night; irregular and fleeting character of 
symptoms; attacks of somnolence; positive serology; positive spinal fluid. 

Head Injury. Characteristics. Closed head injuries and penetrating wounds are 
common causes of hemiplegia. Occasionally, in the former situation hemiplegia may 
occur abruptly some days after the initial injury as a result of cerebral hemorrhage, 
with usually a fatal outcome, or cerebral thrombosis with an ensuing permanent 
hemiplegia. Chronic subdural hematoma is an uncommon cause of a transient partial 
or complete post-traumatic hemiplegia either ipsilateral or contralateral to the side 
of the clot. Severe permanent paralysis following a subdural hematoma is more likely 
to be due to a complicating thrombosis or cerebral damage. 
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DIFFERENTIAL DIAGNOSIS OF THE THREE COMMONEST CAUSES OF 
HEMIPLEGIA 


INCIDENCE 
AGE 
ETIOLOGY 


ONSET 


CoMA 


CONVULSIONS 


CHEYNE-STOKES OR 
LABORED RESPIRA- 
TION 


CONJUGATE DEVIATION 
OF EYES 


STIFF NECK 


POSITIVE BABINSKI 
SIGN 


LEUKOCYTOSIS 


CEREBROSPINAL FLUID 


CEREBRAL 
THROMBOSIS 


70-80 per cent 
50 years and over 


Evidence of arterio- 
sclerosis (as in ocu- 
lar fundi); blood 
pressure often nor- 
mal but may be ele- 
vated 


Often gradual but may 
be sudden, usually 
while resting; often 
difficulty in speak- 
ing 


Often none; if present, 
for less than 24 
hours 


May occur at onset (5 
to 10 per cent) 


Seldom 


Seldom 


Rare 
Rare 


Uncommon 


Usually clear; pressure 
slightly increased; 
may be slight pleo- 
cytosis and increase 
in protein 


CEREBRAL EMBOLISM 


5=22 per cent 
25 to 45 years 


Rheumatic heart dis- 
ease with mitral 
stenosis; auricular 
fibrillation; bacte- 
rial endocarditis; re- 
cent myocardial 
infarction; phle- 
bothrombosis after 
surgery (lungs, 
neck, heart) 


Abrupt, usually while 
active 


Not present unless 
embolus is large 


May occur, usually 
does not 


Rare 


Rare 


Rare 
Rare 


Uncommon unless 
embolus is infected 


Clear or xantho- 
chromic; may be 
moderate pleo- 
cytosis and increase 
in protein 


CEREBRAL 
HEMORRHAGE 


8—15 per cent 
50 years and over 


Evidence of arterio- 
sclerosis (as in ocu- 
lar fundi); blood 
pressure often ele- 
vated 


Sudden, usually while 
active or excited; 
often severe head- 
ache, nausea and 
vomiting followed 
by coma 


Often present and per- 
sisting for more 
than 24 hours 


May occur at onset 
(15 per cent) 


Common 


Common 


Common 
Common 


Common (12,000 to 
more than 20,000) 


Usually blood in early 
stage, xantho- 
chromic after sev- 
eral days; increased 
pressure 


Chief Signs. History of head injury, often associated with alcoholism or insanity; 


in chronic subdural hematoma a period of temporary unconsciousness, followed by 
a period of consciousness and ending with a period of unconsciousness gradually 
developing as the clot grows; contracted or unequal pupils; pulse at first slow and 
full, later rapid and feeble; elevation of temperature; spinal puncture (elevated pres- 
sure with or without bloody fluid depending on the location of the lesion). 

Cerebral Tumor. Characteristics. A hemiplegia may develop gradually when the 
motor area is encroached upon, preceded by more or less prolonged and progressive 
general symptoms. Convulsions generally precede the hemiplegia. 

Chief Signs. Persistent intense headache; projectile vomiting without nausea; var- 
ious palsies; convulsions general or local; paresthesias; impaired eyesight (optic 
neuritis ); mental dullness or slowness. ‘ 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. Hemiplegia may follow an epileptic seizure or may come on with great sud- 
denness and be transient. 
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Chief Signs. Occurrence in middle life; syphilitic history; Argyll Robertson, un- 
equal, or irregular pupils; unequal knee jerks; mental deterioration; epileptiform 
seizures; spinal fluid examination (positive serology, colloidal gold paretic curve, 
increased globulin, increased cells). 

Cerebral Abscess. Characteristics. Hemiplegia may occur in abscess if involving 
the motor area. It is incomplete at first but progresses steadily. 

Chief Signs. History of antecedent head injury or suppurative disease of the ear, 
nose, or lung; headache; vomiting; vertigo; mental dullness or delirium; optic neuri- 
tis; local tenderness and heat of the scalp; septic symptoms with or without irregular 
fever; slow pulse. 

Congenital Hemiplegia. Characteristics. Hemiplegia dating from birth may be due 
to birth injury including porencephalic cysts or more rarely results from cerebral 
agenesis or atrophic lobar sclerosis (prenatal toxic-infective process). In the trau- 
matic variety mental defect and epilepsy are less likely to be present. At times 
hemiparesis due to porencephaly may become rapidly more severe around puberty 
or shortly thereafter. Regardless of the etiology the growth of the affected side is 
retarded and contractures may result. Ataxic, choreic, and athetoid movements and 
tremors may also be present. 

Chief Signs. Occurrence during the first three years of life, before, during, or after 
birth; various posthemiplegic disorders. 

Subarachnoid Hemorrhage. Characteristics. Rupture of a congenital aneurysm in 
the circle of Willis or one of its branches or of an atheromatous plaque at the base 
of the brain may produce hemiplegia as a result of blood dissecting into the brain 
substance or from thrombosis in the middle cerebral artery distal to its point of tear. 

Chief Signs. Sudden headache; unconsciousness; may be convulsions; bloody 
spinal fluid; cerebro-angiogram. 

Uremia. Characteristics. Hemiplegia may come on spontaneously or follow a 
convulsion and is often transient. The cause is a localized or diffuse cortical edema. 

Chief Signs. History of kidney disease; nervous manifestations (mania or delu- 
sional insanity ) ; convulsions; headache; dyspnea; coma; high blood urea; low phthal- 
ein elimination; albumin and casts in the urine; retinitis. 

Hysteria. Characteristics. Hemiplegia may occur, sets in abruptly or gradually, and 
is flaccid or spastic, but always remains the same. The contractures differ from those 
of organic paralysis, disappear during sleep, and the extensor plantar reflex and 
ankle clonus are absent. The face, as a rule, is unaffected. While lying supine, if asked 
to raise her leg, the sound limb only is elevated; while in an organic hemiplegia, an 
attempt to raise the sound leg often leads to the paretic leg being lifted as well as the 
other. 

Chief Signs. Occurrence usually in young females; emotional manifestations 
(laughing, crying, globus hystericus); presence of anesthesias; special sense disturb- 
ances; contraction of the visual fields; visceral manifestations; sudden cure by shock 
or suggestion. 

Tuberculous Meningitis. Characteristics. Occasionally, hemiparesis may be the 
first symptom. During the second and third stages hemiplegia may develop, usually 
insidiously, either from the cortical or capsular involvement (from affection of 
branches of the middle cerebral artery). Sometimes the paralysis is transient, disap- 
pearing and reappearing, but sooner or later it usually becomes bilateral. 

Chief Signs. See page 94. 

Cerebral Arteriosclerosis. Characteristics. Attacks of apoplexy with or without 
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aphasia are frequent, but they are usually temporary and transient. The frequent 
repetition of these attacks eventually leads to a disturbance in nutrition of nervous 
tissue and to final softening and atrophic processes. 

Chief Signs. See page 330. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. The 
motor affections vary in degree and extent, are often transitory, but tend to progress. 
Long before the classical symptoms of ataxia, intention tremor, spasticity, nystagmus, 
and slurred or staccato speech develop, there have been irregular symptoms, among 
which may be hemiplegia. 

Chief Signs. See page 99. 

Hemichorea. Characteristics. Often, before the choreic movements appear and 
after they have ceased, there is apt to be considerable and, in some cases, extreme 
weakness of the affected side. 

Chief Signs. Those of ordinary chorea, confined to one side. 

Less Common Causes. Hemisection of the spinal cord; cerebellar tumor; intracra- 
nial aneurysm; caisson disease; hemorrhagic encephalitis; thalamic syndrome; tabes 
dorsalis; Raynaud’s disease (transient); acute poliomyelitis; Brown-Séquard paraly- 
sis; sinus thrombosis; lead poisoning; malaria; measles; migraine; mumps; scarlet 
fever; smallpox (embolic hemiplegia) ; typhoid fever; pachymeningitis; cerebrospinal 
meningitis; encephalomyelitis; epilepsy (?); pertussis; meningismus (meningitis 
serosa); rabies; vaccinia; typhus fever; epidemic encephalitis; heat apoplexy; dis- 
secting aneurysm; hypoglycemia; Pick’s disease; Schilder’s disease (encephalitis 
periaxialis diffusa); tuberous sclerosis; cortical thrombophlebitis; cysticercosis; hy- 
datid cyst; amyotrophic lateral sclerosis; scurvy (meningeal hemorrhage); purpura 
(meningeal hemorrhage); hemophilia (meningeal hemorrhage); eclampsia; syringo- 
myelia (spinal hemiplegia); serum sickness; Raymond-Cestan syndrome. 


ATROPHY OR WASTING OF WHOLE OR PART OF 
ONE UPPER EXTREMITY 


Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. The group of 
muscles permanently affected undergoes complete flaccid atrophy, and the affected 
limb shows retarded development as the child grows. In the upper limb the shoulder 
muscles are most often involved. 

Chief Signs. See page 705. 

Syringomyelia (Spinal Gliosis). Characteristics. In some cases the wasting is con- 
fined for months or longer to one upper extremity. In the majority of cases the wasting 
commences in the small muscles of the hand (interossei, thenar and hypothenar 
groups), eventually spreading into the forearm, arm, and shoulder. In a smaller 
proportion of cases the scapulohumeral muscles are the first affected; this is seen by 
inability to raise the arm, which hangs flail-like by the side. The wasting may spread 
irregularly; for example, it may proceed from the hand to the shoulder, leaving out 
the arm. The weakness is out of proportion to the degree of wasting. : 

Chief Signs. Insidious onset, usually between 20 and 30 years; may be initial pains 
and tingling; dissociated anesthesia (loss of sensations of heat, cold, and pain, with 
retention of light touch) in sharply defined areas, asymmetrical and irregular; thin, 
glossy, sweating skin; painless arthropathies; spastic paraplegia; scoliosis; may be 
painless whitlows (Morvan’s disease). 
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Complete Lesion of the Brachial Plexus. Characteristics. Wasting of all of the 
muscles of the upper extremity will occur and they either will not respond to a faradic 
current or will require a stronger one than do the normal muscles. 

Chief Signs. See page 332. 

Duchenne-Erb Palsy (Upper-Arm Type). Characteristics. In old-standing cases 
much wasting of the paralyzed muscles is observed, especially affecting the teres 
minor, pectoralis major, deltoid, supra- and infraspinatus, subscapularis, biceps, 
brachialis anticus, and supinator longus muscles. 

Chief Signs. History of obstetrical injury, malposition of the arm in breast amputa- 
tion, or direct trauma; unilaterality; hanging of the flaccid arm to the side, with 
pronation of the forearm; inability to elevate or abduct the arm at the shoulder joint; 
little or no sensory impairment. 

Klumpke’s Paralysis (Lower-Arm Type). Characteristics. Wasting of all the in- 
trinsic muscles of the hand occurs, with paralysis and a claw-shaped appearance. 
The flexor muscles of the forearm also suffer atrophy. 

Chief Signs. History of obstetrical injury or of compression of the shoulder; im- 
pairment of sensation along the border of the hand and forearm; may be Horner’s 
syndrome. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. The motor symp- 
toms consist mainly of paralysis and atrophy of the intrinsic muscles of the hand. The 
atrophy is mainly unilateral, is more common in women than men, and more often 
affects the right side. 

Chief Signs. See page 316. 

Musculospiral Paralysis (Radial Paralysis). Characteristics. The characteristic 
feature in a long-standing case is wasting of the supinator longus (brachioradialis ) 
muscle, with wristdrop. The atrophy will be visible over the extensor group of 
muscles on the radial side of the forearm just below the elbow. 

Chief Signs. See page 332. 

Ulnar Nerve Paralysis. Characteristics. Muscular wasting is marked, especially of 
the hypothenar eminence, the interosseal spaces, and between the thumb and index 
finger. 

Chief Signs. See page 333. 

Circumflex Nerve Paralysis. Characteristics. Wasting of the prominence of the 
shoulder is usually marked and changes the shape of the shoulder. There may be a 
distinct space between the head of the humerus and the acromion, which is not due 
to wasting as much as to relaxation of the ligaments of the joint. 

Chief Signs. See page 333. 

Ischemic Paralysis (Volkmann’s Contracture). Characteristics. In this condition, 
which is a myositis of the muscles of the forearm from pressure, there is a swelling at 
first from edematous effusion; later the muscles become shrunken, hard, and con- 
tractured by interstitial fibrous tissue, the fingers being in a flexed position. 

Chief Signs. See page 334. 

Tumor (Cervical) Involving the Spinal Cord. Characteristics. Atrophic palsy of the 
deltoid, biceps, and supinator longus, with biceps, radial, and scapulohumeral re- 
flexes absent, is characteristic of tumor of the fifth cervical area. If the lesion is 
located in the sixth cervical area there is triceps and wrist extensor palsy with absent 
triceps jerk, the arm being semiflexed at the elbow with flexed hand and fingers. 
Tumor at the seventh cervical area produces atrophic palsy most marked in the wrist 
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flexors and finger flexors and extensors. Tumor of the eighth cervical and the first 
thoracic gives rise to an atrophic palsy of the small muscles of the hand, the so-called 
clubhand. (See page 361.) 

Chief Signs. See page 326. 

Disuse Atrophy. Characteristics. Disuse of a member of an upper extremity over 
a protracted period of time and regardless of cause (therapeutic immobilization, 
paralysis, pain on motion, voluntary abstinence from motion, hysteria, etc.) will 
result in extreme degrees of atrophy or wasting. 

Cervical Disk (Herniation of the Nucleus Pulposus). Characteristics. Herniation 
of the fifth, sixth, and rarely the seventh cervical disk causes pain, moderate weak- 
ness and wasting, and sensory changes corresponding to the site of the lesion. Severe 
atrophic palsy is rare. 

Chief Signs. See page 323. 

Infective Radiculitis (Paralytic Brachial Neuritis). Characteristics. Any muscle 
or group of muscles in the upper extremity may be involved, but especially the spin- 
ates, deltoid, and biceps. Recovery may be incomplete with resultant muscle atrophy, 
usually mild, of the involved musculature. 

Chief Signs. See page 332. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
Muscular atrophy is rarely absent as contractures and deformities develop. The 
shoulders, elbows, and wrists may be involved singly or combined. The joints affected 
are usually swollen due to thickening of the synovia, ligaments, cartilages, and bones. 

Chief Signs. See page 289. 

Gonococcal Arthritis. Characteristics. This form of arthritis, which in the upper 
extremity is most common in the wrist, may be accompanied by marked atrophy. 

Chief Signs. See page 838. 

Tuberculous Arthritis. Characteristics. Atrophy of the muscles in the neighborhood 
of the joint, together with swelling of the joint itself, gives a peculiar spindle-shaped 
appearance. The skin is white, owing to obliteration of the subjacent vessels, and is 
adherent to the parts beneath. 

Chief Signs. See page 348. 

Less Common Causes. Leprosy; hematomyelia (usually bilateral); lead poisoning; 
progressive muscular atrophy (may begin unilaterally); amyotrophic lateral sclero- 
sis (may begin unilaterally); hysteria; brachial monoplegia of cerebral origin 
(atrophy of disuse); syphilitic pachymeningitis of the cervical region (one or both 
arms); herpes zoster (rare sequel); peroneal muscle atrophy (may begin in the 
upper extremity); meningeal fibrosis; extension of chronic inflammatory disease of 
the apical pleura or Pancoast’s tumor (wasting of the small muscles of the hand); 
costoclavicular compression; polyarteritis; post-traumatic vasomotor disorders. 


ATROPHY OR WASTING OF WHOLE OR PART OF 
BOTH UPPER EXTREMITIES 


Progressive Spinal Muscular Atrophy (Aran-Duchenne Type). Characteristics. 
Wasting and weakness begin insidiously in the small muscles of one hand, the other 
hand being affected after an interval. Progress is bilateral but more advanced on one 
side. The first muscles affected are those of the thumb, next, those of the little finger, 
the interossei, and the lumbricales, Clawhand develops. The wasting progresses to 
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the forearm, then to the upper arm and shoulder, and in advanced stages wasting 
becomes extreme and universal, involving both muscles and fat. 

Chief Signs. Occurrence more commonly in male adults between 25 and 40 years 
of age; insidious onset; may be fibrillary tremors, especially on percussion; normal 
deep reflexes as long as there is sufficient muscle to contract; partial reaction of 
degeneration; absence of sensory and sphincter disturbances. 

Amyotrophic Lateral Sclerosis (Charcot’s Disease ). Characteristics. The muscular 
atrophy begins insidiously and progresses gradually. It often appears first in the 
intrinsic hand muscles, less commonly in the shoulder and upper arm muscles. The 
loss of power is in proportion to the amount of atrophy. The atrophy usually begins 
in one limb before the other, but soon becomes more or less symmetrical. This is 
considered by many to be a variant of progressive spinal muscular atrophy. 

Chief Signs. Insidious onset; occurrence of spasticity and weakness, without early 
wasting, in the lower limbs; spastic gait; may be fibrillary tremors; greatly and uni- 
versally increased deep reflexes; may be positive Babinski; may be partial reaction of 
degeneration; normal sensibility; normal sphincter control. 

Syringomyelia (Spinal Gliosis). Characteristics. Both upper extremities may be 
wasted, but usually the atrophy predominates in one or may be limited to one for a 
long period of time. The atrophy commences in the small muscles of the hands and 
eventually spreads into the forearm, arm, and shoulder, though not necessarily in 
sequence. Weakness precedes and accompanies the wasting. 

Chief Signs. See page 342. 

Polyneuritis (Peripheral or Multiple Neuritis). Characteristics. A flaccid, atrophic 
palsy in which the distal segments of the extremities are stricken symmetrically, 
wristdrop and footdrop often being typical signs, is characteristic of the motor 
symptoms in this condition. The lower limbs are usually affected more than the 
upper, and the more distally a segment is placed the more likely it is to suffer. See 
also page 334 and etiologic varieties described below. 

Chief Signs. See page 334. 

Chronic Lead Poisoning. Characteristics. After the paralysis (wristdrop) occurs 
there is rapid muscular atrophy, with the reaction of degeneration. The muscles chiefly 
involved in the atrophy are the extensors of the wrist and fingers. The supinator 
longus escapes. (See also page 352.) 

Chief Signs. See page 352. 

Alcoholic Polyneuritis. Characteristics. The muscles of the hands and feet show 
general wasting, though not to any marked extent, and the skin becomes thin, dry, 
transparent, and glossy. The hands and feet, and more especially the fingers and toes, 
are thinned and tapering. 

Chief Signs. See page 335. 

Arsenical Polyneuritis. Characteristics. In some cases there may be rapid wasting 
of the muscles of the forearms and legs, coming on simultaneously with loss of motor 
power; but in these cases spinal cord changes probably exist. 

Chief Signs. See page 335. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
Muscular atrophy in the neighborhood of the affected joints is common and some- 
times advances very rapidly. It is often most marked in the hands. 

Chief Signs. See page 289. 

Infantile Diplegia. Characteristics. The whole extremity may be atrophied and 
dwindled, including the muscles, bones, and joints. 
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Chief Signs. See page 335. 

Fracture-Dislocation of the Cervical Vertebrae. Characteristics. In incomplete 
anatomic, but complete physiologic severance of the cord in the cervicodorsal region 
the muscles of the upper limbs may show rapid wasting. 

Chief Signs. See page 335. 

Hypertrophic Cervical Pachymeningitis. Characteristics. After root pains referred 
to the upper limbs have persisted for months atrophic paralysis sets in, especially 
involving the intrinsic muscles of the hands and flexors of the wrists and fingers, with 
contractures and clawhand. 

Chief Signs. Chronicity; intense bilateral root pains in the arms and neck; areas of 
hyperesthesia and anesthesia; may be spastic paraplegia; may be paresthesias; may 
be disturbance of the sphincters. 

Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. Both arms 
may occasionally be affected. The muscles involved undergo atrophy, involving a 
particular group, usually the shoulder group, the forearm and hand remaining intact. 
If recovery ensues the atrophic palsy shows itself by a loss of movement and a flail- 
like condition of the limbs. 

Chief Signs. See page 705. 

Tumor (Cervical) Involving the Spinal Cord. Characteristics. There may be 
atrophic and flaccid paralysis of the shoulder and arm or forearm and hand, from 
pressure upon emerging roots, in tumors in the cervicodorsal region. The changes are 
unilateral in the early stages but later become bilateral. 

Chief Signs. See page 326. 

Hematomyelia (Spinal Apoplexy). Characteristics. The local segmental symp- 
toms, including atrophy, will vary, of course, according to the region of the cord into 
which the hemorrhage has occurred. Gradually developing atrophy and contractures 
of the hands may occur in cases of hematomyelia in the cervical region. If in the 
lower cervical region, there will be atrophy of the intrinsic muscles of the hands, to- 
gether with oculopupillary changes, and sensory impairment along the ulnar bor- 
ders of the hands. 

Chief Signs. See page 331. 

Erb’s Juvenile Muscular Dystrophy. Characteristics. There is usually atrophy of 
the muscles of the shoulder girdle but frequently a combination of atrophy and pseu- 
dohypertrophy. The muscles of the shoulder girdle primarily implicated are the 
lower part of the pectoralis major and the latissmus dorsi, less commonly the upper 
part of the pectoralis major, trapezius, serratus magnus, and rhomboids. In the upper 
arm the biceps, triceps, and supinator longus are usually involved, while the deltoid, 
supra- and infraspinatus muscles, as a rule, escape and in some instances appear en- 
larged due to their initial preservation. 

Chief Signs. See page 343. 

Facioscapulohumeral Muscular Atrophy (Landouzy-Déjerine Type). Character- 
istics. The shoulders and arms are affected similarly to those found in the Erb or 
juvenile type, but in this type the disease begins with weakness and Woeene of the 
muscles of the face. 

Chief Signs. See page 337. 

Less Common Causes. Tuberculosis of the cervical vertebrae; malignant disease 
of the cervical vertebrae; Landry’s paralysis; leprosy; multiple sclerosis; tabes dor- 
salis; myxedema; cretinism; bulbar paralysis; Tooth’s peroneal type of muscular 
dystrophy; pseudohypertrophic muscular dystrophy; ergotism. 
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SWELLINGS OF THE ELBOW 


Sprain of the Elbow. Characteristics. Swelling may be marked from effusion of 
blood and lymph. 

Chief Signs. History of injury; severe pain and tenderness; partial loss of function; 
absence of deformity; x-ray (to exclude fracture). 

Acute Synovitis. Characteristics. The joint is distended with fluid. The swelling is 
on each side of the olecranon and tendon of the triceps and fluctuates when palpated. 

Chief Signs. History of a closed injury, low-grade infection, or nervous influences; 
pain, redness, increased heat, fixation in flexion; may be fever and other constitu- 
tional symptoms. 

Chronic Synovitis. Characteristics. The swelling is similar to that of acute syno- 
Vitis, with slight pain, weakness and restriction of motion, muscular atrophy, and 
sometimes crepitus. 

Chief Signs. May be history of acute attack or not; negative x-ray. 

Fracture of the Elbow Region. Characteristics. The lower extremity of the hu- 
merus may be broken above the condyles (supracondyloid fracture), above and be- 
tween the condyles (T- or Y-shaped fracture), through either condyle or epicondyle, 
or the lower epiphysis may be separated. The olecranon process of the ulna may be 
broken; the coronoid process is rarely broken alone, but usually with backward dis- 
location of both bones. The head of the radius is seldom broken alone, and the neck 
rarely broken. In supracondyloid fracture the lower fragment passes upward and 
backward, broadening the elbow from front to back, and the upper arm is shortened. 
In intercondyloid fracture there is widening of the elbow and shortening of the 
humerus. If the internal condyle of the humerus is broken, the fragment of the ulna 
passes upward, thus destroying the carrying function of the arm; if the external con- 
dyle is broken there is little displacement, but pain and swelling are generally marked. 
Separation of the lower epiphysis of the humerus causes a deformity similar to supra- 
condyloid fracture. When the olecranon process is broken the fragment is drawn 
upward. In other fractures there is little deformity. 

Chief Signs. History of injury, usually direct; pain, swelling, ecchymosis, loss of 
function, false point of motion, crepitus; x-ray. 

Backward Dislocation of Both Bones of the Forearm. Characteristics. Swelling 
and deformity of the elbow are marked. The coronoid process lodges in the olecranon 
fossa, the forearm being flexed midway between pronation and supination, and 
shortened. Occasionally the coronoid process is broken (mobility and crepitus). 
The lower end of the humerus displaces the artery and soft tissues forward and pro- 
jects at the crease of the elbow; the upper ends of the bones of the forearm form a 
projection posteriorly, and the relations between the olecranon, head of the radius, 
and condyles are markedly altered. 

Chief Signs. History of direct or indirect injury, usually in children; x-ray. 

Forward Dislocation of the Head of the Radius. Characteristics. The head can be 
felt rotating beneath the skin, and a depression is noticed posteriorly beneath the 
external condyle. The forearm is midway between pronation and supination and 
cannot be flexed beyond a right angle. The head of the radius is less commonly dis- 
located backward or outward. 

Chief Signs. History of fall on the hand when the forearm is pronated between 
pronation and supination, or of direct violence to the posterior part of the joint. 

Acute Suppurative Arthritis (Acute Septic Arthritis; Acute Pyogenic Arthritis). 
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Characteristics. The elbow is swollen, there are great pain and tenderness, and the 
joint is fixed, hot, red, and fluctuating. The overlying skin is edematous. 

Chief Signs. History or evidence of a wound or pyemic process; fever, chills, sweat- 
ing; prostration; leukocytosis; increased sedimentation rate; aspiration of pus; x-ray. 

Olecranon Bursitis. Characteristics. An ovoid, elastic, tumerous swelling superfi- 
cial to the olecranon process is present, which is usually painless (miners’ elbow). 
Should there be suppuration, the swelling is painful, with redness, local heat, and 
surrounding edema. 

Chief Signs. History of severe injury or repeated slight injury; aspiration of fluid 
(straw-colored, hemorrhagic, or purulent) ; x-ray. 

Rheumatic Fever. Characteristics. The elbow joint is fourth in frequency of in- 
volvement. Symmetrical large joints are often involved successively. The joint is 
swollen, red, hot, tender, and extremely painful on movement. The synovial mem- 
brane is often palpable, but edema of the skin is rare. Extensive effusion into the joint 
is also rare. 

Chief Signs. See page 316. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
The elbow may be involved as part of this polyarticular affection. Monarticular 
osteoarthritis of the joint is not common. The swelling tends to be nodular in shape, 
nearly confined to the joint, and in acute exacerbations painful on movement. The 
pain is worse in wet weather and at night. Movement is limited, muscular wasting is 
constant, and crepitus may be obtained. 

Chief Signs. See page 289. 

Sarcoma. Characteristics. Sarcoma may arise in the proximal ends of the radius or 
ulna or in the connective tissues near the elbow joint. In osteosarcoma (myeloid ) 
there is a symmetrical distention of that portion of the bone nearest the joint, and 
there may be some enlargement of the joint itself and possibly a little synovitis. 
There may be crackling on pressure. In periosteal sarcoma there is great irregular- 
ity of contour, a more nodular feel, and a much denser consistency. Muscular atrophy 
is not conspicuous. A sarcoma of the soft tissues is often smooth, regular in outline, 
and enclosed by a pseudocapsule, but may be infiltrating in character; the blood ves- 
sels may be prominent over the tumor, and degeneration with fluctuation or ulcera- 
tion may occur. 

Chief Signs. See page 692. 

Tuberculosis of the Elbow Joint. Characteristics. The characteristic spindle-shaped 
swelling of tuberculous arthritis is well marked. There is marked muscular atrophy, 
limitation of motion, localized tenderness, and slight to severe pain. Abscesses may 
point on either side of the olecranon or occasionally may follow the ulnar nerve and 
make their appearance on the inner side of the arm. Sinuses may form. 

Chief Signs. Occurrence usually during adolescence; examination of aspirated pus; 
tuberculin test; x-ray. 

Syringomyelia (Spinal Gliosis). Characteristics. The joints of the upper limbs are 
more frequently affected by arthropathies in this disease (80 per cent of the joints 
involved are in the upper extremities). The joint is enlarged and painless, very simi- 
lar to the Charcot’s joint; pus is, however, more apt to form. 

Chief Signs. See page 342. 

Charcot’s Joint. (Tabetic Arthropathy). Characteristics. This condition may de- 
velop in the elbow, though not as commonly as in the knee (70 per cent of tabetic 
arthropathies occur in the lower extremities). The joint is markedly swollen and 
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deformed, pain is slight or absent, mobility is excessive, creaking and grating may be 
elicited, and bony masses are present. The onset is usually insidious. 

Chief Signs. See page 687. 

Hemophilic Hemarthrosis and Arthritis. Characteristics. The elbow is third in fre- 
quency of involvement in hemophilic arthritis. Acute hemarthrosis is manifested by 
a rapidly appearing joint effusion without local heat or redness and appearing fol- 
lowing slight injury or spontaneously. Pain and limitation of motion may be severe 
or minimal, depending upon the degree of joint distension. In chronic arthritis there 
are tenderness and swelling of the joint with limitation of motion, muscular atrophy, 
and a tendency to remissions and recurrences. Arthritis may follow any attack of 
hemophilic hemarthrosis, but it does not appear commonly after the first bout of 
bleeding into the joint. 

Chief Signs. Hemophilia. 

Less Common Causes. Dislocation backward of both bones of the forearm; lateral 
dislocation of both bones of the forearm; dislocation of the ulna; backward dislocation 
of the radius at the elbow; dislocation of the radius forward and the ulna backward; 
subluxation of the head of the radius; gonococcal arthritis; pneumococcal arthritis; 
infective arthritis; rickets; Henoch’s purpura; gout; acute pyogenic epiphysitis; 
meningococcal arthritis; brucellar arthritis (nonsuppurative swelling) ; radiohumeral 
bursitis; neuroarthropathy following spinal cord injury, spinal cord tumors, tuber- 
culosis of the spine, acute myelitis, poliomyelitis, progressive muscular atrophy, 
leprosy, peripheral neuritis, peripheral nerve injury, dementia paralytica, hemiplegia, 
etc. 


SKIN AFFECTIONS OF THE ELBOWS AND KNEES 


Psoriasis. Characteristics. The extensor surfaces of the elbows and knees are es- 
pecially and often first affected. There are slightly elevated, well-defined plaques, 
thickly covered with imbricated, glistening, whitish scales, which when forcibly re- 
moved leave minute bleeding points. 

Chief Signs. Chronicity with tendency to improve in summer; absence of itching. 

Ichthyosis. Characteristics. The lesions are more marked on the elbows and knees 
than elsewhere. The skin is dry, harsh, and roughened, with considerable branlike 
scaling which is worse in windy weather. Icthyotic scales are characteristic, being 
quadrilateral and free at the edges, but attached at the center. 

Chief Signs. Presence from early life; absence of all inflammatory symptoms. 

Scabies (The Itch). Characteristics. The lesions are almost constant in this region, 
covering a surface around the elbow 4 to 5 cm. in diameter. There are papules, 
vesicles, and pustules, among which are numerous scratch marks. The burrows are 
rarely found here in typical form. 

Chief Signs. History of contagion; intense itching, worse at night; multiformity of 
the lesions; detection of burrows. 

Less Common Causes. Xanthoma; diabetic xanthoma; eczema; pellagra; acro- 
dermatitis chronica atrophicans; subcutaneous fibrotic gummas (juxta-articular 
nodules ) ; epidermolysis bullosa; verruca plana. 


SWELLINGS OF THE WRIST 


Sprain of the Wrist Joint. Characteristics. Swelling arises very early if there is 
much blood effused. In any case some swelling is present in a few hours. 
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Chief Signs. History of sudden twist or fall on the hand; pain and tenderness; some 
loss of function; absence of signs of fracture or dislocation; x-ray (to exclude frac- 
ture). 

Colles’ Fracture. Characteristics. A silver-fork deformity of the wrist is present, 
the hand and lower fragment usually passing upward and backward, and the hand is 
abducted. Anterior displacement gives the gardener’s-spade deformity. 

Chief Signs. History of injury (fall upon the outstretched hand or direct blow); 
usual signs of fracture; shortening between the external condyle and the radial styloid 
process; abduction of the hand and prominence of the styloid process of the ulna; 
x-ray (fracture of the radius within an inch of the wrist). 

Fracture of the Wrist. Characteristics. The wrist is swollen as in sprain. If swelling 
and pain of the wrist persist for a week or 10 days after an injury, all ordinary reme- 
dies failing, the chances are that one or more bones of the carpus are broken, most 
often the scaphoid. This may be associated with dislocation of the semilunar bone 
(see page 351). 

Chief Signs. History of direct violence or fall upon the extended palm; loss of 
function; tenderness; sometimes crepitus; x-ray. 

Rickets (Rachitis). Characteristics. Enlargement of the epiphyses at the wrist is 
one of the most constant bony deformities of the disease; less frequently similar 
swellings are seen at the elbow. 

Chief Signs. See page 409. 

Simple Ganglion. Characteristics. There is a small, tense, round, firm, progres- 
sively but slowly growing, and painless when uninflamed, swelling on the dorsum 
of the wrist. The contents look like glycerin jelly. Occasionally a ganglion diminishes 
in size, or disappears spontaneously. 

Chief Signs. History of constant use of the wrist muscles or injury to the wrist re- 
gion. 

Chronic Thecitis. Characteristics. In ordinary nontuberculous thecitis there is a 
tender swelling above the wrist, which is weak and stiff, and the tendon sheaths 
crepitate on motion. In tuberculous thecitis there is at first distention of the tendon 
sheath with serum; the swelling is firm or doughy when due to granulation tissue but 
is fluctuating when due to fluid; grating is marked and “rice bodies” may be palpable. 
Later the tuberculous process may become more active, giving rise to pain and 
edema, with a discharge of pus into the cavity of the sheath, or through the skin. 

Chief Signs. May be history of acute attack, injury, rheumatoid arthritis (simple 
thecitis); presence of tubercle bacilli in the aspirated fluid or in the granulation tis- 
sue (tuberculous thecitis). 

Rheumatic Fever. Characteristics. The wrist joints are third in order of frequency 
of involvement and are often symmetrically involved. The joint is swollen, red, hot, 
tender, and extremely painful on movement. Extensive effusion into the joint is rare, 
and suppuration never occurs. 

Chief Signs. See page 316. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
The wrist joints may be involved as part of a general polyarthritis. Monarticular af- 
fection of this joint is not common. There is nodular swelling of the joint with mus- 
cular wasting and pain on movement during ee. The movements are 
limited, and there may be crepitus. 

Chief Signs. See page 289. 

Acute Pyogenic Arthritis (Suppurative Arthritis). Characteristics. The monartic- 
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ular type often follows a wound or bruise of the wrist joint. Often, however, many 
joints are simultaneously involved, among which are the wrist joints. There are 
swelling, redness, heat, soreness, and pain of variable degree, depending on whether 
the reaction is an acute synovitis, a serofibrinous joint reaction, or suppurative. In- 
stances of suppurative arthritis wherein the wrist joint is very commonly involved 
are discussed separately. (See below. ) 

Chief Signs. History of a wound or trauma; antecedent infection (pneumonia, 
brucellosis, septicemia, subacute bacterial endocarditis, peritonsillar abscess, sore 
throat, scarlet fever, measles, typhoid fever, influenza, infective boils, otitis media, 
mastoid infection, infected varicose ulcers, thrombophlebitis, furuncles, infected 
burns, pyelitis, sinusitis, etc.); variable joint reaction from an acute synovitis to 
acute suppuration; fever; malaise; leukocytosis; increased sedimentation rate; x-ray; 
aspiration, smear, and culture (Staphylococcus aureus, Streptococcus hemolyticus, 
pneumococcus, gonococcus, meningococcus, etc. ). 

Gonococcal Arthritis. Characteristics. The wrist joint, next to the knee and ankle, 
is most frequently affected. There is often much swelling of the soft tissues about the 
joint, which is more responsible for the swelling than is the effusion into the joint. 
There is severe pain, and muscular wasting is marked. The disease may be acute or 
chronic, and suppuration is rare. 

Chief Signs. See page 838. 

Meningococcal Arthritis. Characteristics. The knee or wrist is most frequently in- 
volved. Acute inflammation of a single joint is the rule, with pain, tenderness, swell- 
ing, and possible redness. 

Chief Signs. See Cerebrospinal Meningitis, page 94. 

Tuberculosis of the Wrist Joint. Characteristics. The joint presents a puffy swell- 
ing, loses its normal contour, and becomes spindle-shaped. The joint is stiff and 
partly flexed, pain is severe or slight, and muscular atrophy is marked. At a later 
stage there is often fluctuation, and there may be abscesses or sinuses. 

Chief Signs. Occurrence at any age; chronicity; x-ray. 

Hypertrophic Pulmonary Osteoarthropathy. Characteristics. The wrists, particu- 
larly, are deformed. The lower ends of the long bones (radius and ulna) and the 
carpal and interphalangeal joints are enlarged, hence the joints appear large and the 
patient cannot bend them properly. Clubbed fingers are usually also present. 

Chief Signs. Presence of chronic pulmonary disease (80 per cent). 

Anterior Dislocation of the Semilunar Bone. Characteristics. A slight silver-fork 
deformity is observed, the posterior projection being the os magnum, which is sep- 
arated from the radius by a groove which marks the former situation of the dislocated 
semilunar. The dislocated bone is felt under the flexor tendons of the wrist, the palm 
seems shorter than its fellow, the fingers are partly flexed, and active or passive 
movement causes pain. 

Chief Signs. History of forcible overextension or twist of the wrist; may be frac- 
ture of the scaphoid; x-ray. 

Madelung’s Deformity. Characteristics. A progressive forward subluxation of the 
radiocarpal joint occurs, with prominence of the lower end of the ulna and abduction 


of the hand. 

Chief Signs. Occurrence in young girls during adolescence, absence of history of 
injury. 

Posterior Dislocation of the Wrist. Characteristics. In this uncommon accident 
the deformity resembles Colles’ fracture, but the styloid process of the ulna and 
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radius project beneath the skin on the flexor side of the wrist and their relation to 
each other is not disturbed. 

Chief Signs. History of a fall on the hand or violence to the wrist; absence of signs 
of fracture; x-ray. 

Separation of the Lower Epiphysis of the Radius. Characteristics. The lower frag- 
ment mounts upon the upper and produces a dorsal projection like that found in 
Colles’ fracture, but the hand does not deviate to the radial side. The deformity re- 
sembles also that of backward dislocation of the wrist, but the relation between the 
styloid process and the carpal bones is unaltered. 

Chief Signs. Occurrence in children; history of falling upon the palm of the hand; 
x-ray. 

Myeloid Sarcoma. Characteristics. This tumor sometimes develops in the lower 
end of the radius. A more or less uniform swelling appears, which is at first bony 
hard, and if the.bone yields, crackling is obtained on pressure. There is usually dull 
boring pain. 

Chief Signs. Chronicity; x-ray. 

Less Common Causes. Barton’s fracture; synovitis; Still’s disease; Henoch’s pur- 
pura; gout; tabes dorsalis; syringomyelia; hysterical joint; forward dislocation of the 
wrist; lead neuritis (Gubler’s tumor); aneurysm of the radial artery; Kienboéck’s 
disease; Smith’s fracture; acute pyogenic epiphysitis; acute osteomyelitis (near the 
wrist); osteoarthritis; psoriatic arthritis; benign giant-cell tumor (osteoclastoma). 


WRISTDROP 


Polyneuritis (Peripheral or Multiple Neuritis). Characteristics. Wristdrop and 
footdrop are encountered. Some of the more common etiologic varieties are described 
as separate entities below. 

Chief Signs. See page 334. 

Chronic Lead Poisoning. Characteristics. Muscle weakness and wasting, particu- 
larly affecting the extensors of the wrist (wristdrop) and fingers, is common. Paraly- 
sis eventually becomes symmetrical, though at the beginning this may not be so. It 
develops over the course of a few days or weeks, attacking the extensor digitorum 
communis in part or whole, then the muscles of the little finger and thumb, and sooner 
or later the extensors of the wrist. Atrophic palsies seldom extend to the deltoid and 
other muscles of the upper arm. Reactions of degeneration accompany these muscu- 
lar lesions and loss of reflexes. (See also page 345.) 

Chief Signs. History of occupation; blue line on the gums; blood changes (anemia, 
basophilic degeneration, Grawitz’s granulation); recurring attacks of colic and diar- 
rhea; cerebral symptoms; arteriosclerosis; excess of lead in the urine. 

Alcoholic Polyneuritis. Characteristics. Wristdrop is bilateral and usually associ- 
ated with footdrop and the steppage gait. The lower extremities alone may be in- 
volved. The deep reflexes are lost. (See also page 335.) 

Chief Signs. History of chronic overuse of alcohol; gradual onset with neuralgic 
pains and tingling and numbness in the hands and feet; gradual paralysis, usually be- 
ginning in the feet and legs, then involving the hands and forearms, with footdrop 
and wristdrop; swelling and congestion of the feet and hands; delirium or Korsakoff’s 
syndrome. 

Fracture of the Humerus. Characteristics. Unilateral wristdrop may occur often 
after fracture of the humerus from injury to the radial nerve. 
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Chief Signs. History of injury; signs of fracture of the humerus with inability to 
extend the wrist. 

Musculospiral Paralysis (Radial Paralysis). Characteristics. Wristdrop of trau- 
matic origin is usually unilateral. 

Chief Signs. History of pressure or wound; inability to extend the wrist, though the 
terminal phalanges may still be extended; loss of sensation over the anterior and pos- 
terior aspects of the radial side of the elbow and forearm, radial side of the posterior 
surfaces of wrist and hand, and dorsal surface of the thumb, first, second, and half 
of the third fingers. 

Arsenical Polyneuritis. Characteristics. Wristdrop occurs but always with foot- 
drop, the latter being more pronounced. The condition is bilateral. Wasting follows 
the extensor paralysis, and the knee jerks are lost (as also other deep reflexes). Re- 
action of degeneration is present. 

Chief Signs. History of occupation; slow onset with paresthesia and pains in the 
limbs; coexistent skin pigmentation (brown mottled discoloration around the neck 
and on the abdomen) ; resultant deformities of the feet and hands. 

Acute Febrile Polyneuritis. Characteristics. Wristdrop and footdrop are both pres- 
ent. 

Chief Signs. Acute onset after exposure to cold or overexertion; chills, general 
pains, and fever; tingling in the fingers and toes; progressive loss of muscular power, 
beginning in the legs and followed by rapid wasting; unequal or Argyll Robertson 
pupils. 

Less Common Causes. Other forms of polyneuritis (see Less Common Causes, 
page 338); spinal cord tumor (sixth cervical) ; Duchenne-Erb palsy. 


PAIN IN THE HAND AND FINGERS 


Wound and burns are obvious causes of pain. 

Palmar Abscess. Characteristics. There is violent pulsatile pain in the hand. 

Chief Signs. History and evidence of open wound of the palm or fingers, or pres- 
ence of a thecal abscess of the thumb or little finger; great swelling of the hand and 
fingers, more marked on the dorsum; fingers flexed and rigid; fever, sweats, leuko- 
cytosis; enlarged axillary glands; incision, revealing pus beneath the palmar fascia. 

Cellulitis (Including Felon or Whitlow). Characteristics. In the wound and its 
neighborhood there is severe throbbing pain, especially when the hand is dependent. 

Chief Signs. History and evidence of a wound; diffuse, tender swelling of the skin 
and deeper soft tissues of the finger (felon) or the hand or both; redness about the 
wound; lymphangitis of the forearm; enlarged axillary nodes; may be suppuration, 
superficial or deep (if the periosteum of the phalanx is involved—bone felon or 
whitlow ). 

Acute Suppurative Thecitis (Tenosynovitis; also Called Felon or Whitlow ). Char- 
acteristics. The pain is of a pulsatile character and is increased by contraction of the 
flexor muscles when the finger is so held that no motion of the bones is possible, but 
not by pressure on the tip of the finger (the reverse of pus in a joint). 

Chief Signs. May be history of punctured wound of the flexor side of a finger or 
thumb, as by a pin or needle (often not obtainable); edema, tenderness, redness, 
and swelling of the digit and possibly tense fluctuation; flexion of the fingers; consti- 
tutional symptoms; may be enlarged axillary nodes; incision with release of pus. 
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Acute Nonsuppurative Tenosynovitis. Characteristics. There is tenderness on 
pressure and some pain on movement. 

Chief Signs. History of traumatism; presence of a swelling, usually in the sheaths 
of the extensor tendons of thumb and radial side of the hand; creaking on movement, 
active or passive. 

Paronychia (“Ring Around”). Characteristics. There is throbbing and violent pain 
at the base of the fingernail, increased by motion, pressure, or dependent position. 

Chief Signs. History of small wound in the region of the fingernail; redness and 
slight swelling about the nail; superficial accumulation of pus about the nail or under 
it; may be loss of the nail. 

Suppurative Synovitis and Arthritis. Characteristics. In the course of a day or two 
after a wound in the neighborhood of a joint, often apparently trivial, the joint swells 
and becomes very painful. Pressure on the end of the injured finger, tending to crowd 
the bones together, causes pain. 

Chief Signs. History and evidence of an open wound; discharge of tenacious pus 
through the wound; swelling of the member with maximum transverse diameter at 
the joint; local heat, redness, tenderness, and fluctuation; rough grating when the 
joint surfaces are rubbed together; fever. 

Erysipelas. Characteristics. There is burning pain, which is most intense at the 
border and is increased by pressure. 

Chief Signs. Presence of a small abrasion; acute onset with chill; remittent fever, 
lasting a few days and terminating by crisis; presence of an area of tenderness, edema, 
and redness, the border spreading rapidly with sharply defined edges, the redness 
most intense at the border; may be enlarged axillary nodes. 

Erysipeloid. Characteristics. The pain is of moderate severity, but itching, throb- 
bing, tingling, and burning are marked. 

Chief Signs. History of handling putrid animal matter and presence of a wound; 
slight fever; presence of a swelling with elevated, sharply defined edges with central 
fading; occurrence usually near the end of a finger. 

Frostbite (Ordinary and High Altitude). Characteristics. In the acute stage, i.e., 
the period immediately following exposure, there is freezing, thawing, exudation, 
and the production of necrosis. In the initial phase of this period sensation is dead- 
ened; as the fingers are thawed out, tingling and burning pain is experienced. In the 
subacute stage there is a resolution of necrosis and associated with this the onset of 
vasospasm and neurologic changes. Increased sympathetic tonus in this phase is 
manifested by coldness, cyanosis, hyperhidrosis, and sensitivity to exposure to cold. 
Pain during this stage is frequent and of moderate severity. When the chronic stage 
is reached pain is a much more frequent and severe complaint, being located not only 
in the area of scarring following amputation but also in the more proximal portions 
of the limb. 

Chief Signs. History of initial exposure; coldness and pallor during exposure; 
warmth, reddening, and swelling on thawing; serous to hemorrhagic blisters and ne- 
crosis of variable extent after thawing. 

Chilblain (Pernio Syndrome). Characteristics. In acute chilblain in‘ susceptible 
individuals on exposure to cold there are burning and itching of the extremities, 
which may be followed by swelling and-cyanosis or redness of the skin. If the expo- 
sure persists blebs, serous or sanguineous, may develop. When warmth is applied 
pruritus and burning become intensified. The entire condition lasts only a few days 
unless the limb again comes in contact with cold, when the condition will be mark- 
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edly aggravated. In chronic pernio in susceptible individuals who are exposed to cold 
repeatedly and for prolonged periods of time there is a blotchy, reddish purple dis- 
coloration of the limbs appearing in cold weather. The lower extremities are more 
frequently involved, but occasionally the hands develop the typical lesions which 
consist of enlargement, swelling, and vasodilatation in the areas of discoloration, As 
the masses form, burning and itching occur in the involved areas, followed by red- 
ness and excruciating pain locally. Eventually such masses may break down and 
produce ulceration which is less painful, or there may be a regression of the process 
prior to such a stage. 

Chief Signs. History of exposure to cold; typical color and dermatologic changes; 
protection by prophylaxis. 

Sprain of a Finger. Characteristics. There is pain according to the severity of the 
injury, increased by manipulation. If the bones are contused, pain will be elicited 
when the joint surfaces are pressed together; if the ligaments alone are traumatized, 
the pain is greater on overflexion or overextension of the joint. 

Chief Signs. History of injury to the finger; swelling of the joint; somewhat im- 
paired function; absence of deformity or crepitus. 

Fracture of a Metacarpal Bone. Characteristics. There is local pain in the hand, 
increased by movement of the hand or pressure and manipulation. 

Chief Signs. History usually of a blow with the fist; flattening of the knuckles at 
the back of the hand (due to anterior displacement of the distal fragment) ; posterior 
angular deformity; false point of motion; crepitus. 

Fracture of a Phalanx. Characteristics. The pain is local and increased by move- 
ment of the fragments. 

Chief Signs. History of direct violence; swelling; mobility; crepitus; loss of func- 
tion; only slight deformity. 

Dislocation of a Finger. Characteristics. The pain is not severe. 

Chief Signs. History of a blow upon the fingertip or fall upon the outstretched 
hand; defect in the bony alignment of the finger at a joint; limitation of range of 
motion. 

Dislocation of the Thumb. Characteristics. The pain is of moderate severity. 

Chief Signs. History of overextension of the thumb; typical deformity, the proxi- 
mal phalanx of the thumb projecting backward at right angles, the terminal phalanx 
being flexed, and the head of the metacarpal bone forming a prominence anteriorly. 

Hematoma Beneath the Fingernail. Characteristics. There may be great pain in 
the end of the finger, even though the nail is partly or wholly lifted from its bed. 

Chief Signs. History of a blow or a crushing of the terminal phalanx; presence of 
clotted blood beneath the nail. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
The enlarged and thickened joints of the phalanges may be very painful during exac- 
erbations and in wet weather, particularly at night. 

Chief Signs. See page 289. 

Raynaud’s Syndrome and Raynaud’s Disease. Characteristics. Raynaud’s disease 
is a clinical entity characterized by intermittent color changes in the fingers and toes, 
more commonly the former, as a result of exposure to cold or emotional excitation. 
As the attack wears off and the circulation is re-established, tingling, burning, throb- 
bing, or paresthesias may be experienced. In severe forms the pain is of great in- 
tensity, sometimes severe enough to require use of a narcotic. In Raynaud’s syndrome 


356 The Upper Extremity 


or phenomenon the symptoms and signs are essentially the same as in Raynaud’s 
disease except that an etiology for the condition is present. 

Chief Signs. Attacks with three stages: local syncope (“dead” fingers or toes, 
pallor), local asphyxia (blue, cold, painful), active hyperemia (red, hot, swollen, 
throbbing, painful); precipitation by cold or emotional excitation (less often in the 
syndrome); presence or absence of an etiologic factor (idiophathic in Raynaud’s 
disease, secondary to multiple sclerosis, tabes dorsalis, syringomyelia, primary atypl- 
cal pneumonia, multiple myeloma, leukemia, scleroderma, polyarteritis nodosa, dis- 
seminated lupus erythematosus, dermatomyositis, rheumatoid arthritis, etc., in Ray- 
naud’s syndrome); symmetrical distribution (may be unilateral early in the disease 
and in the secondary form) ; may be dry gangrene. 

Causalgia. Characteristics. An agonizing, constant pain is complained of. 

Chief Signs. See page 325. 

Post-traumatic Vasomotor Disorders. Characteristics. Pain in the hand and fingers, 
usually described as an aching sensation or more rarely throbbing or burning, is char- 
acteristic of this condition. 

Chief Signs. See page 325. 

Acroparesthesia. Characteristics. The victims complain of a burning pain, associ- 
ated with numbness and tingling, in the fingers and palms of the hands, noticed chiefly 
in the latter part of the day after work is over and intensified when they are warm in 
bed. In the early morning the fingers are numb and clumsy, but the discomfort passes 
while the patient is at work, returning toward evening. 

Chief Signs. Occurrence mainly in women between 35 and 55 who are continually 
using their hands, especially immersing them in water of different temperatures; may 
be alcoholism, tabes, subacute combined degeneration, multiple sclerosis, syringo- 
myelia, or pernicious anemia; may be slight pallor of the affected parts, associated 
with a subjective sensation of burning and swelling; symmetrical distribution; may be 
similar affections of the feet. 

Occupation Myalgia and Arthralgia. Characteristics. Pain of a cramplike character 
accompanies the muscle spasm evoked by employment of the limb in the particular 
occupation. The acute pain associated with the spasm may be followed by a dull 
aching for some hours after the occupation has been indulged in. 

Chief Signs. Occupation requiring repeated use of certain muscles (here, of the 
hand and forearm); recovery with rest of the part or use of the muscles in a different 
way; recurrences common. 

Gout (Podagra). Characteristics. The affected joints are swollen, hot, red, painful, 
and tender, similar to joints affected by infectious arthritis. While early attacks of 
gout are often confined to the metatarsophalangeal joint of the great toe, they are 
common enough in some of the smaller joints of the upper extremity. 

Chief Signs. See page 838. 

Neurofibroma. Characteristics. There is sometimes great pain. If developing in 
the stump of an amputation the pain may be referred to the lost member. 

Chief Signs. History of a contusion or wound of the nerves or amputation; may be 
painful subcutaneous nodules along the nerve or the stump. 

Less Common Causes. Rheumatic fever; chondroma; sarcoma; carcinoma; eryth- 
romelalgia; tuberculosis of the tendon sheaths; acute osteomyelitis; syphilitic dactyli- 
tis; tuberculous dactylitis; thromboangiitis obliterans; acromegaly; gonococcal arthritis 
(pain and swelling); subclavian thrombosis (claudication); cervicodorsal pachy- 
meningitis (syphilitic); hypertrophic arthritis; hyperabduction syndrome. 
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SWELLINGS OF THE HAND AND FINGERS 


(See also Edema of One or Both Upper Extremities, page 328; Enlargement of the 
Hands, page 358; Clubbed Fingers and Hypertrophic Osteoarthropathy, page 368; 
and Skin Affections of the Forearms and Hands, page 364.) 


Swellings due to infectious processes and injuries are considered under the preced- 
ing caption, Pain in the Hand and Fingers, and will not be repeated here. The follow- 
ing conditions are of the nature of growths or tumors. 

Wart (Verruca). Characteristics. This is common upon the fingers and hands. It 
is a tumor of the epidermis of papillary structure and usually elevated above the level 
of the normal skin. The top is flat and shows numerous clefts between more actively 
growing points, so that an old wart may resemble a cauliflower. 

Osteoarthritis (Hypertrophic Arthritis). Characteristics. The joints of the fingers 
become large and stiff, and Heberden’s nodes develop; the latter are small bony swell- 
ings, usually on the distal side of the terminal interphalangeal joints, and may be the 
first sign of degenerative arthritis. 

Chief Signs. See page 324. 

Fibroma and Fibrolipoma. Characteristics. The growths may be found on the hands 
or fingers. Fibroma occurs as a smooth, flabby, or firm tumor, either in or closely 
attached to the skin. It grows slowly, usually without pain. It has a uniform appear- 
ance and is covered by normal skin. It often gives a distinct wave of fluctuation. A 
fibrolipoma is softer than a pure fibroma. 

Chief Signs. Removal and biopsy. 

Lipoma. Characteristics. This is a well-encapsulated tumor lying in the subcutane- 
ous plane of fascia. It is soft and semifluctuating and while freely movable is attached 
to the skin at one point. This may occur in the hand, but rarely in the fingers. 

Papilloma. Characteristics. This is an irregularly rounded tumor covered with 
normal or slightly hypertrophied skin, and it is attached to the hand by a neck 
smaller than the mass of the tumor. 

Osteoma. Characteristics. A hard painless tumor of slow growth covered by normal 
skin is felt to be firmly attached to the bone from which it grows. Such tumors may be 
multiple. 

Chief Signs, X-ray. 

Inclusion Cyst of the Palm. Characteristics. This is a smooth, tense, possibly fluc- 
tuating, rounded tumor intimately attached to the skin, which cannot be moved over 
it. It is somewhat similar to a sebaceous cyst. 

Granuloma (Proud Flesh). Characteristics. Exuberant granulations are prone 
to spring from wounds of the fingers, forming a granular, soft, rounded mass, which 
may bleed easily. If long-standing in a small wound, they become firmer in texture, 
pedicled in shape, and present somewhat the appearance of a sarcoma. 

Chondroma (Enchondroma; Ecchondroma). Characteristics. This tumor most 
often occurs in the phalanges and metacarpal bones and is most commonly multiple. 
It causes a rounded tumor of the bone at the epiphysis which may give rise to pain and 
ulceration of the skin. It grows slowly, imparts a sensation of firmness to the touch 
(unless degenerated), is inelastic, smooth or nodular, immovable, and may ossify. 

Chief Signs. X-ray. 

Sarcoma. Characteristics. If originating in the skin, the tumor is a soft or hard lump 
closely resembling a fibroma. It occurs sometimes on the back of the hand. If originat- 
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ing in one of the metacarpal or phalangeal bones ( periosteal and myeloid sarcomas), 
it resembles closely an osteoma; the myeloid variety may crackle on pressure and 
causes dull boring pain. 

Chief Signs. Removal and biopsy (connective-tissue sarcoma); X-ray (osteo- 
sarcoma). 

Arteriovenous Fistula. Characteristics. One or more veins on the back of the hand 
may be dilated, usually congenitally, forming either a single smooth swelling or a 
more or less dilated and tortuous one. The tumor may pulsate, and the aspirated blood 
is arterial. With steady compression of the tumor combined with elevation of the arm 
the swelling almost entirely disappears, to reappear immediately as soon as pressure 
is relieved. It is also softly fluctuating and gives a bluish shade to the overlying skin. 
The skin is warmer than in the corresponding area of the other hand. 

Gout (Podagra). Characteristics. If affected, the joints of the fingers, especially of 
the thumb, in the acute attack become swollen, red, shiny, and tender. If involved 
in chronic gout, they become deformed and creak; tophi or chalk stones may develop 
about the joint, forming masses which may slowly ulcerate the skin and expose them- 
selves to view. Heberden’s nodes sometimes develop. 

Chief Signs. See page 838. 

Metastatic Carcinoma. Characteristics. Nodular tumors may develop in the phalan- 
geal bones; they may cause pain and ulceration of the skin. 

Chief Signs. Presence of a carcinoma elsewhere; biopsy. 

Syphilitic Dactylitis. Characteristics. A swelling of the finger gradually forms. It 
is fusiform in shape and becomes purple in color. One or more fingers may be in- 
volved. The proximal phalanx is most liable to the lesion. The superficial form is apt 
to soften and ulcerate. The deep form not infrequently causes tissue destruction and 
shortening of the digit from rarefying osteitis or dry caries. Some cases of superficial 
dactylitis are symmetrical and of short duration. There may be little or no pain. 

Chief Signs. Those of congenital syphilis; x-ray. 

Tuberculous Dactylitis (Spina Ventosa). Characteristics. One or more of the 
phalanges become enlarged by a flasklike inflation of the bone from a tuberculous 
osteomyelitis. 

Chief Signs. Occurrence at an early age; boring pain, tenderness, and thickening of 
the bone; presence of tuberculosis of the lungs or lymph nodes; x-ray. 

Morvan’s Disease. Characteristics. Bullae, warts, and trophic ulcerations may ap- 
pear upon the fingers and hands in syringomyelia, of which they may be an early 
feature of the disease or may be absent throughout. 

Chief Signs. Those of syringomyelia (see page 342). 

Less Common Causes. Charcot’s joint; tuberculosis of the tendon sheaths; chronic 
suppurative synovitis; milkers’ nodules; multiple idiopathic hemorrhagic sarcoma 
(reddish, purplish, or bluish black macules which become rubbery or firm nodules) ; 
pink disease; joint pads; neurofibroma; sarcoidosis (small, firm, cutaneous nodules); 
glomus tumor (angioneuromyoma). 


ENLARGEMENT OF THE HANDS 
(See also Edema of One or Both Upper Extremities, page 328, and Clubbed Fin- 
gers and Hypertrophic Osteoarthropathy, page 368.) 


Acromegaly. Characteristics. There is a curious spadelike shape of the hands, 
which are broader and thicker than normally, usually without marked augmentation 
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in length. The lines on the palms are much deepened, while the thenar and hypothenar 
eminences and the interphalangeal folds are overdeveloped. The fingers lack the 
normal tapering and are of equal thickness distally and proximally. The nails are 
usually broad and large, but there is no curving, and the terminal phalanges are not 
clubbed. The wrists may be enlarged, but the arms are rarely affected. 

Chief Signs. Occurrence commonly in the third decade; increase in size of the 
head, hands, and feet; headache, occasionally irritability, deafness, and somnolence; 
may be bitemporal hemianopsia, increasing blindness with optic atrophy; enlarge- 
ment and elongation of the face, especially the lower jaw, superior maxilla, zygoma, 
and supra-orbital ridge; enlargement of the feet, especially the big toes; may be 
kyphosis and lordosis; disturbed carbohydrate metabolism (early stages, polyuria, 
glycosuria, and hyperglycemia; later, hypoglycemia and high carbohydrate toler- 
ance ) ; x-ray of the sella turcica and cranium. 

Hypertrophic Pulmonary Osteoarthropathy. Characteristics. See page 368. 

Myxedema. Characteristics. The hands are large and flat, spadelike, and upon ex- 
amination the increase in bulk is found to be due to a swelling of the subcutaneous 
tissues by solid edema, which does not pit on pressure. The nails are thick, hard, and 
brittle. 

Chief Signs. See page 43. 

Less Common Causes. Syringomyelia (cheiromegaly, dactylomegaly ) ; elephantia- 
sis; neurofibromatosis. 


DEFORMITIES OF THE HAND 


(See also Deformities of the Fingers, page 372, and Clubbed Fingers, page 368.) 


Cretinism. Characteristics. The hands (and feet) are undeveloped and pudgy and 
are spadelike in appearance, the thickened skin forming folds or irregular masses. 
The fingers (and toes) are in a similar state, and tend to stand apart, thus rendering 
the motions clumsy. The nails are dry, brittle, and short, and their surfaces are striated 
or streaked with areas of white, denoting localized detachment from their underly- 
ing bed. 

Chief Signs. See page 43. 

Tetany. Characteristics. The deformity in this disease occurs only during the at- 
tacks of carpopedal spasm. The upper extremities are usually first affected and both 
sides equally. The position is very characteristic: the fingers are flexed at the meta- 
carpophalangeal joints and the phalanges extended; the thumbs are adducted almost 
to the little finger; the wrist is flexed acutely and the hand drawn somewhat to the 
ulnar side. If the spasm is very marked, no motion is allowed at the wrist. This de- 
formity is known as accoucheur’s hand. 

Chief Signs. See page 772. 

Dupuytren’s Contracture. Characteristics. There is a shortening of the palmar 
fascia, the result of a chronic cirrhotic inflammation, which begins as an induration 
in the palm, and as it progresses, gradually puckers the skin and causes a permanent 
flexion of the little and ring fingers, and less frequently of the remaining fingers. 

Chief Signs. Occurrence commonly in middle-aged men; may be bilateral; may be 
history of myocardial infarct, minor shoulder injury, splinting, hemiplegia, or con- 
tinued pressure by a tool. 

Athetosis (Mobile Spasm). Characteristics. The wrist remains more or less flexed, 
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and the fingers and thumb slowly disengage themselves and become strongly hyper- 
extended, spreading out in a fanlike fashion. The fingers are widely abducted and 
wander individually or conjointly with a semimethodical irregularity. Accoucheur’s 
hand may also occur (see Tetany above). 

For causes of Athetoid Movements, see page 849. 

Achondroplasia (Chondrodystrophy ). Characteristics. The so-called trident hand 
is characteristic. The fingers are very short and of nearly equal length, and an angular 
separation is seen at the second joint. 

Chief Signs. See page 14. 

Mongolian Idiocy. Characteristics. The hands of these children are short and thick, 
especially the fingers; the little finger not uncommonly is so short that it does not 
reach to the last interphalangeal joint of the ring finger. 

Chief Signs. See page 14. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
In the acute form the hands, when involved, show very characteristic changes. The 
knuckle joints are swollen, red, tender, and show limitation of motion. Swelling of 
the interphalangeal joints is common with a resulting thickening which gives a fusi- 
form appearance to the fingers. Partial dislocation, particularly at the terminal joints, 
is common. In osteoarthritis or hypertrophic arthritis, on the contrary, it is the 
terminal phalangeal joints rather than the interphalangeal which are chiefly affected 
(Heberden’s nodes). They are swollen and nodular, the swelling being nearly con- 
fined to the joints. In chronic rheumatoid arthritis there may be characteristic ulnar 
deviation of the fingers due to affection of the metacarpophalangeal joints (seal-fin 
hand). 

Chief Signs. See page 289. 

Ulnar Nerve Paralysis. Characteristics. The appearance of the hand is character- 
istic. The little and ring fingers are hyperextended at the metacarpophalangeal joints; 
all the fingers, but especially the little and ring fingers, are flexed at the interphalan- 
geal joints, abductor and adductor action of the fingers is lost, and adduction of the 
thumb is also in abeyance, although a false adduction is possible by aid of the flexor 
longus pollicis and the extensors of the thumb. The interosseous spaces are well de- 
fined owing to wasting of the interossei. The hand may also be tilted somewhat to the 
radial side. 

Chief Signs. See page 333. 

Progressive Spinal Muscular Atrophy (Aran-Duchenne Type). Characteristics. 
Ultimately the contracture of the flexor and extensor muscles and the extreme atro- 
phy of the thumb muscles, the interossei, and lumbricales produce the clawhand 
(main en griffe of Duchenne). In this deformity the first phalanges are overextended 
and the others flexed. 

Chief Signs. See page 344. 

Amyotrophic Lateral Sclerosis (Charcot’s Disease). Characteristics. Wasting and 
atrophy of the small muscles of the hands and those of the forearm, followed by con- 
tractures, produce deformities of the hands (clawhand, ape hand). There is some 
degree of spasticity of the upper extremities present also. 

Chief Signs. See page 345. 

Median Nerve Paralysis. Characteristics. In total paralysis of the nerve the hand 
appears to be broader than normal, because of the flattening of the thenar eminence 
and lowering of the thumb to the same plane as that occupied by the four fingers, thus 


Deformities of the Hand 361 


producing ape hand. The hand is slightly inclined to the ulnar side and the thumb 
cannot be apposed to the other fingers. 

Chief Signs. See page 333. 

Dislocation of the Thumb. Characteristics. In complete backward dislocation 
the first phalanx projects backward at a right angle, the terminal phalanx being flexed, 
and the head of the metacarpal bone forms a prominence anteriorly. In the complex 
form of backward dislocation the thumb is parallel with, but posterior to, the meta- 
carpal bone. 

Hypertrophic Cervical Pachymeningitis. Characteristics. The hand assumes a posi- 
tion of hyperextension at the wrist, extension of the fingers at the metacarpophalan- 
geal, and flexion at the interphalangeal joints, constituting a variety of preacher’s 
hand or benediction hand. The condition is generally bilateral with some asymmetry 
and is usually associated with pain and ill-defined disturbances of sensibility in the 
two arms. 

Chief Signs. See page 346. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. Supernumerary cer- 
vical ribs may lead to the production of a clawhand when they cause neuritic changes in 
the trunk formed by the eighth cervical and first dorsal contributions to the brachial 
plexus. The muscular atrophy is generally preceded by pain in the arm and neck. 

Chief Signs. See page 316. 

Friedreich’s Ataxia. Characteristics. Muscular contractures may produce the main 
bote, a hyperextension of the terminal phalanges, or else a minor degree of the 
main en griffe or clawhand. Prehension is clawlike, and the fingers may be spread or 
overdistended before grasping an object. The more characteristic deformity is seen in 
the foot (pes cavus). 

Chief Signs. See page 99. 

Myxedema. Characteristics. The deformity is in the nature of an enlargement and 
flattening, the increase in bulk being due to the deposit in the subcutaneous tissues of 
a myxedematous material (solid edema), which does not pit on pressure. 

Chief Signs. See page 43. 

Syringomyelia (Spinal Gliosis). Characteristics. The clawhand present in this 
disease resembles that seen in progressive spinal muscular atrophy in general appear- 
ance, and may show the modifications to which the terms “ape hand” and “preacher’s 
hand” have been applied. In the former of these the atrophy chiefly involves the 
thenar muscles, constituting the preliminary stage to the clawhand; and in the latter, 
ulnar paralysis and contracture cause a flexion of the ring and little fingers. 

Chief Signs. See page 342. 

Tumor (Cervical) Involving the Spinal Cord. Characteristics. When the tumor is 
placed at the seventh cervical, the resultant disturbance in the wrist and finger flexors 
and finger extensors will, when the patient seeks to close the hand, produce the 
preacher’s hand. Compression at the eighth cervical and first thoracic produces the 
clawhand. 

Chief Signs. See page 326. 

Volkmann’s Contracture (Ischemic Myositis). Characteristics. There is clawlike 
contracture of the fingers at the interphalangeal joints, the metacarpophalangeal 
articulations remaining straight. In the milder forms the fingers can be straightened 
when the wrist is bent; in severe cases the wrist is strongly flexed. 

Chief Signs. Occurrence between 3 and 15 years of age; history of compression of 
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the forearm by a splint or bandage or of simple contusion; shortening, atrophy, in- 
duration, and anemia of the muscles; pronation and slight flexion of the forearm. 

Hematomyelia (Spinal Apoplexy). Characteristics. Clawhand is present in old 
cases involving the cervical region. 

Chief Signs. See page 337. 

Hemiplegia. Characteristics. The contractures of the arm and hand are replaced in 
course of time by permanent deformity. The fingers are flexed upon the palm, the 
wrist is flexed upon the forearm, while the elbow is retained in a state of permanent 
flexion and applied closely to the side of the body. 

Chief Signs. See page 338. 

Less Common Causes. Contracture of tendons; loss of the extensor tendons from 
suppuration; transverse myelitis (clawhand); acute anterior poliomyelitis (claw- 
hand in adults); Tooth’s peroneal type of muscular atrophy (clawhand); burns of 
the hands; dislocation of the metacarpal bones; dislocation of the metacarpophalan- 
geal joints; scleroderma; leprosy (ulnar nerve paralysis); shoulder-hand syndrome; 
progressive lenticular degeneration (Wilson’s disease); epidermolysis bullosa (claw- 
hand). 


NUMBNESS AND TINGLING IN ONE OR BOTH 
UPPER EXTREMITIES 


(Paresthesia ) 


Cerebral Thrombosis (Softening). Characteristics. Tingling of the fingers may be 
a prodromal symptom, together with headache, vertigo, speech disturbances, and 
memory defects, and may occur for days before the onset. 

Chief Signs. See page 339. 

Apoplexy (Cerebral Hemorrhage). Characteristics. Occasionally numbness and 
tingling, or pain in the extremities, may precede the apoplexy, but premonitory indica- 
tions are rare. 

Chief Signs. See page 339. 

Menopause. Characteristics. During this period the woman may complain of vari- 
ous paresthesias in the limbs or trunk, of which numbness is common. The paresthesias 
are associated with gradual cessation of the menstrual function. 

Polyneuritis (Peripheral or Multiple Neuritis). Characteristics. The earliest symp- 
toms are sensory and consist in paresthesias and pain, comprising sensations of ting- 
ling, prickling, “pins and needles,” and neuralgia referred to the fingers and toes or 
soles and palms. In alcoholic polyneuritis the earliest subjective symptom is numbness 
or deadness affecting first the feet and later the hands, associated with muscle tender- 
ness, cramps, and pain. In arsenical polyneuritis, paresthesias, of which numbness is 
one, are among the earliest symptoms, while in lead neuritis they are less common. 

Chief Signs. See page 334. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. Paresthesias and 
pain, often unilateral, referred to the hands and fingers and their tips, are the com- 
monest sensory symptoms in these conditions. The numbness and tingling may at 
times involve the cervical, scapular, or pectoral regions, as well as the entire upper 
extremity. 

Chief Signs. See page 316. 
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Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
Numbness and tingling of the hands occur in the later stages when the hands are 
affected. 

Chief Signs. See page 289. 

Uremia. Characteristics. Tingling and numbness of the fingers occur among the 
various obvious symptoms related to uremia, of which the chief are headache, twitch- 
ing, cramps, itching, local and transient paralysis, transient amaurosis or deafness, 
persistent insomnia. 

Chief Signs. See page 341. 

Ruptured Cervical Disk. Characteristics. Paresthesias of the thumb occur when 
there is rupture of the fifth disk, of the index and middle fingers with rupture of the sixth 
disk, and of the ulnar border of the hand and the fourth and fifth fingers with rupture of 
the seventh disk. 

Chief Signs. See page 323. 

Osteoarthritis of the Cervical Spine. Characteristics. If spinal foramina are com- 
promised by osteophytic growth, paresthesias occur as in ruptured cervical disk (see 
above). 

Chief Signs. See page 324. 

Raynaud’s Syndrome and Raynaud’s Disease. Characteristics. During the stage of 
local syncope (“dead fingers”) there is a feeling of numbness, with some stiffness and 
impairment of objective sensation which may last from a few minutes to several hours 
or sometimes longer. Paresthesias may also be experienced as the attack wears off and 
the circulation is re-established. 

Chief Signs. See page 355. 

Subacute Combined Degeneration of the Spinal Cord. Characteristics. The earliest 
symptoms are sensations of numbness and coldness in the distal parts of the limbs, the 
feet, however, being affected earlier and more severely than the hands. It is doubtful 
whether this disease occurs without pernicious anemia. 

Chief Signs. Occurrence between 45 and 65; anemia; first stage of paresthesia; 
second stage of spastic paraplegia with stiffness and cramps in the muscles of the legs; 
ataxia of the legs, hands, and arms; weakness of sphincter action; exaggerated deep 
reflexes; extensor plantar reflexes; absence of abdominal reflexes; loss of sensation up 
to a definite level; third stage of flaccid paraplegia with loss of reflexes, loss of sphinc- 
ter control, bedsores, mental deterioration; early loss of vibration sensation in the 
legs; negative spinal fluid. 

Pernicious Anemia. Characteristics. In about one third of the cases there is com- 
plaint of tingling and numbness in the feet and legs, less often in the upper extremities. 
This is usually due to the presence in pernicious anemia of the above disease of the 
cord. 

Chief Signs. See page 433. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Numbness and tingling of 
the feet, less often the hands and ulnar side of the forearm, may be among the first 
symptoms, 

Chief Signs. See page 110. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Numbness over the upper and lower limbs, body, or face, together with feelings of 
heaviness and weight in the limbs, are common subjective symptoms, and are rarely 
absent at one period or another in this disease. 

Chief Signs. See page 99. 
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Syringomyelia (Spinal Gliosis). Characteristics. Numbness and a feeling of dead- 
ness radiating down the arm or up the neck are early and the most frequent subjective 
sensations. These symptoms precede the motor weakness. 

Chief Signs. See page 342. 

Acroparesthesia. Characteristics. There are numbness and tingling of the fingers 
and palms of the hands (less commonly of the feet), associated with a burning pain, 
noticed chiefly in the latter part of the day and becoming intensified when the patient 
is warm in bed. In the early morning the fingers are numb and clumsy, becoming more 
nearly normal during the day, and getting worse in the evening. 

Chief Signs. See page 356. 

Less Common Causes. Acute transverse myelitis; acute ascending paralysis; bilat- 
eral brachial neuritis; aneurysm; arteriosclerosis obliterans; thromboangiitis oblit- 
erans; aura epileptica; ergotism; brominism; Erb’s spinal paralysis; neurosis; myx- 
edema neuroma; Recklinghausen’s disease; tumor of the spinal cord; tetany; Fried- 
reich’s disease; migraine; Tooth’s peroneal type of muscular atrophy; costoclavicular 
compression of the subclavian artery; surgical ligation of a major artery; microcytic 
hypochromic anemia of women; livedo reticularis (more often the lower extremities ) ; 
hyperabduction syndrome; ordinary frostbite and high altitude frostbite (first or 
acute phase ) ; post-traumatic vasomotor disorders; primary thrombosis of the axillary 
or subclavian veins; polyarteritis nodosa; hyper-ventilation syndrome; paralysis agi- 
tans; sprue. 


SKIN AFFECTIONS OF THE FOREARMS AND HANDS 


(See also Skin Affections of the Palms and Soles, page 367, and Skin Affections In- 
volving the Fingernails, page 376.) 


Eczema. Characteristics. The hands are the commonest site for eczema. It may be 
of any variety but has a tendency to become squamous. There are two characteristics, 
scaliness and induration, and often a number of weeping areas are present. 

Chief Signs. Intense itching; resistance to treatment. 

Warts (Verrucae). Characteristics. Common warts (verruca vulgaris) are gener- 
ally observed on the hands and fingers of children. The wart consists of a firm, cir- 
cumscribed elevation, varying in size from a millet seed to a pea. The surface is 
horny and irregular, and between the elevations may be seen black specks (so-called 
seeds). 

Scabies (The Itch). Characteristics. The first symptom is itchiness, usually upon 
the backs of the hands and between the fingers. In a well-developed case the palms 
and flexor surfaces of the wrists and arms are usually invaded. The primary lesion 
is either a vesicle or papule. Burrows are not always found, but when found are 
characteristic, consisting of straight or tortuous lines from ¥e to /2 inch long ending 
in a slight elevation. Along the line are numerous black dots. The itching is worse at 
night. 

Chief Signs. History of contagion; intense itching at night; characteristic distribu- 
tion of lesions on the fingers, flexor aspects of the forearm, axillas, nipples, lower 
abdomen, buttocks, and penis. 

Furuncle (Boil). Characteristics. The forearm is one of the common sites for fur- 
uncle. It appears as an acute, deep-seated, inflammatory, circumscribed, rounded, 
more or less acuminated, firm foundation usually terminating in central suppuration. 
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Keratosis Pilaris. Characteristics. This occurs on the extensor surfaces as closely 
aggregated pinhead-sized, epidermal, follicular, acuminate papules at the mouths of 
the hair follicles. A hair pierces each elevation or is buried within it. 

Chief Signs. Absence of subjective symptoms; chronicity; may be vitamin A de- 
ficiency. 

Dermatitis Venenata (Poison Ivy). Characteristics. The part becomes red and 
swollen, and soon minute papules and vesicles appear. 

Chief Signs. History of contact; burning and itching; duration, a few days to several 
weeks. 

Irritation Dermatosis (Mechanical, Chemical, Thermal, X-ray, Solar, etc.). Char- 
acteristics. The skin of the hands is frequently affected by irritations of many kinds, 
ranging from a mild erythema to a severe acute dermatitis or a chronic eczema. A 
careful inquiry into the etiology will often suffice to make the diagnosis. 

Chief Signs. History of local irritation; recovery after removal of the cause. 

Leukoderma (Vitiligo). Characteristics. One or more small, round or oval, milky 
white, circumscribed, smooth patches appear, tending to increase in size and exhibit 
at their margin normal or increased pigmentation. It most frequently appears pri- 
marily upon the back of the hands, but often also invades the face and trunk. It causes 
no discomfort. In extensive cases the patches may fuse to form large lobulated white 
areas and even progress so far that the original complexion is obscured. 

Impetigo Contagiosa. Characteristics. A not unusual site for a vesicopustule of 
impetigo is on the fingers and around a fingernail, where it is somewhat suggestive of 
a superficial paronychia. The typical lesions are oval vesicles or blebs, becoming 
seropurulent and drying to thin yellowish crusts. 

Chief Signs. History of contagion; acute onset; appearance, simultaneously or in 
succession, of lesions upon the face and scalp. 

Tinea Circinata (Ringworm). Characteristics. The hands and forearms are fre- 
quent sites for ringworm. Several types occur: completely ringed lesions clearing in 
the center, and sometimes composed of rings within rings, either slightly or markedly 
inflammatory, with vesicles at the margins; round elevated lesions not clearing in 
the center, often of considerable depth; deep kerionlike (honeycombed) lesions seen 
in those who work around horses. The patches are scaly. 

Chief Signs. Itching; presence of tinea parasites in the scales. 

Dermatophytosis and Dermatophytids. Characteristics. In dermatophytosis an 
acute vesicular or bullous eruption may occur initially on the hands but more often 
on the feet. The vesicular eruption tends to spread by extension and is accompanied 
by burning and itching. The vesicles usually measure 2 or 3 mm. in diameter. In some 
chronic cases of dermatophytosis of the feet there are concomitant eczematoid, vesi- 
cobullous, or hyperkeratotic lesions on the hands due to the causative fungi. In the 
case of dermatophytids of the hands there are minute, clear vesicles on the sides of the 
fingers accompanied by intense pruritus. As a rule both hands are involved, often 
symmetrically. As the disease passes to chronicity the lesions take the form of dry 
scaling patches, moist eczematoid areas, or hyperkeratotic plaques. 

Chief Signs. Positive culture or identification of fungi in dermatophytosis of the 
hands; presence of dermatophytosis on the feet in dermatophytids. 

Pellagra. Characteristics. The eruption begins as a slight erythema on the backs of 
the hands, and possibly over the face, neck, and wrists, occurring in the spring and 
disappearing and reappearing in the fall or spring. The first skin lesion is a persistent 
erythema of the backs of the hands stopping short at the line of the sleeve. Later 
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erythema of the face, neck, feet, and other parts may appear. There may be pigmenta- 
tion and some desquamation. The skin may take on a deep red color, and with re- 
peated attacks may become indurated, thickened, and dark in color; later atrophy and 
thinning may follow. The erythema occurs sometimes on protected parts. 

Chief Signs. Red tongue; diarrhea or constipation; nervousness, irritability; im- 
mobile face; increased reflexes; delirium; dementia; dietetic test (Goldberger diet of 
milk, fruit, fresh meat) with the administration of nicotinamide, riboflavin, and 
thiamine. 

Lichen Planus. Characteristics. The lesions occur especially on the flexor surfaces 
of the wrists and forearms where they tend to be grouped into irregular, annular, and 
linear patches. The papules are small, flat, polygonal, glistening facets varying in 
color from red to purple or bluish lavender lying between the natural lines of the skin. 
The surface of the lesions is dry and shiny with a tendency to scaling. Umbilication or 
a small horny plug at the site of a pore may be seen toward the center of the papule. 
The papules, being confined to the natural lines of the skin, exaggerate the normal 
texture so that the lines appear to be deep furrows, and a group of papules seem to 
form a mosaic cut by criss-cross lines. Patches and annular lesions may occur. 

Erythema Multiforme. Characteristics. The main sites of predilection are the upper 
part of the face, the neck, forearms, legs, and dorsal surfaces of the hands and feet. 
On the forearms the lesions are usually of the iris type and on the extensor surfaces. 
The idiopathic form of the disease may be either of the maculopapular or vesiculobul- 
lous type. The characteristic lesions of the maculopapular type are bright bluish red, 
well-defined, rounded, edematous macules, or flat-topped papules which tend to 
spread peripherally and fuse into polycyclic patches. Variegated tints, bluish and 
yellowish mixed with red, may be noted. Concentric rings of different colors, erythema 
iris, may be found chiefly on the dorsum of the hands and wrists and on the ankles. 
The vesicobullous type occurs chiefly on the palmar surfaces of the hands and feet 
and appears as discrete or grouped vesicles or bullae, which may be hemorrhagic 
and which are surrounded by a hyperemic ring. The symptomatic types of erythema 
multiforme include polymorphous, erythematous, vesicular, and bullous toxic erup- 
tions. 

Chief Signs. Idiopathic type: acute onset with or without prodromal symptoms 
of malaise, fever, headache, joint pains; absence of itching; duration one to two weeks; 
often regular recurrences each spring or autumn; may be angioneurotic edema, pur- 
pura, and Loffler’s syndrome. Symptomatic type: presence of an etiologic factor 
(serum sickness, drugs, infectious mononucleosis, brucellosis, rheumatic fever, ty- 
phoid fever, pneumonia, diphtheria, endocarditis, pericarditis, arthritis, nephritis, 
epidemic meningitis, deep x-ray therapy, severe sunburn, dermatitis venenata, etc.) ; 
more profuse distribution on the trunk and face; bright red eruption rather than bluish 
red as in the idiopathic type. 

Lupus Vulgaris. Characteristics. The lesion is characterized by reddish brown 
patches composed of nodules of apple jelly color, which show a tendency to heal 
slowly in one area and progress in another. The nodules are minute, translucent, em- 
bedded deeply and diffusely in the infiltrated cutis, forming plaques by coalescence. 
The disease is destructive, frequently causes ulcerations, and on involution leaves 
depressing scars. Growth is always slow, taking three to six months to reach an inch 
in diameter. There may be several centers of ulceration. Bones are never involved, 
and there is little secretion. 

Chief Signs. Occurrence in early life; absence of signs of syphilis; biopsy. 
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Papulonecrotic Tuberculid. Characteristics. The forearms are one of the common 
sites. There are several nodules arising in the corium, usually around the hair follicles; 
the centers become necrotic, and small superficial ulcers result, healing with the 
formation of scar tissue and pigmentation. The lesions are rarely more than 3 to 4 
cm. in diameter. 

Chief Signs. Occurrence usually in young adults; demonstration of chronic tubercu- 
losis elsewhere; absence of comedones; scars of previous attacks; limited distribution; 
disappearance in four to six weeks, followed by fresh outbreaks. 

Tuberculosis Verrucosa Cutis (Tuberculosis Verrucosa). Characteristics. This is 
a sharply localized wartlike growth. It appears upon the knuckle or other parts of the 
hand or forearm. It begins as a small papule and gradually increases to the diameter 
of nearly an inch. The edge is sharply circumscribed. Another form is that in which 
new lesions appear in the vicinity of the old and the individual patches grow much 
larger. Pus may exude. There is at times a tendency for central healing with scar 
formation. Its favorite site is the knuckles. 

Chief Signs. Inoculation test. 

Acrocyanosis. Characteristics. There is a diffuse dusky discoloration of the fingers, 
hands, and feet. The hands are livid, cold and numb but not painful, and compression 
produces a white area in which the color is slowly regained. The color of the blood is 
very dark, 

Chief Signs. May or may not be an associated condition (neurocirculatory asthenia, 
Raynaud’s disease); absence of trophic changes in the functional cases; may be ex- 
cessive local sweating. 

Less Common Causes. Dermatitis herpetiformis (forearm); xeroderma pigmen- 
tosum, sclerodactylia (scleroderma of the fingers); leprosy; anthrax; oriental sore; 
ichthyosis; tinea unguium; dyshidrosis; angiokeratoma (warty nevus); melanoderma; 
lichenization; psoriasis (as a part of general psoriasis); porokeratosis; acrodynia; 
sporotrichosis; blastomycosis; dermatitis medicamentosa; granuloma annulare; der- 
matitis repens; prurigo; livido reticularis; erysipeloid; carcinoma; infectious eczema- 
toid dermatitis; chilblain; frostbite; freckles; colloid milium (back of the hands); 
syphilis; pityriasis rubra pilaris; granuloma pyogenicum; pinta; milker’s nodes; hydroa 
vacciniforme and aestivale; calcinosis cutis. 


SKIN AFFECTIONS OF THE PALMS AND SOLES 


Callus. Characteristics. A hard, thickened, grayish mass results from hypertrophy 
of the horny layer of the epidermis and gradually merges into healthy skin. It ap- 
pears in places on the palms and soles subjected to local pressure. Occasionally it 
may become fissured or ulcerated. 

Corns. Characteristics. These are circumscribed, horny, conical thickenings with 
the base on the surface and the apex pointing inward. Hard and soft varieties are 
encountered, the former occurring on the external surfaces of the toes and character- 
ized by a shiny polished surface, the latter being between the toes and soft due to the 
macerating action of sweat. 

Eczema. Characteristics. The squamous form is the usual variety and may be as- 
sociated with great keratotic thickening and painful fissures. There is scaliness and 
induration and often a number of weeping areas. The edge may be sharply circum- 
scribed. 
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Chief Signs. Itching; chronicity. 

Keratosis Paimaris et Plantaris. Characteristics. The palmar surfaces of the hands 
and soles are covered by a horny layer of varying thickness, reaching sometimes up 
to a centimeter. The mask may appear as one piece or the natural folds in the skin 
may become deepened, producing a hyperkeratotic mosaiclike mass. The whole 
lesion may be flat or there may be verrucosities. The color varies from gray to a 
brownish black. 

Chief Signs. Occurrence from early life; familial tendency; chronicity; ameliora- 
tion in summer. 

Syphilis. Characteristics. The palms and soles may be involved in the generalized 
eruption of the early secondary stage. A relapsing late secondary manifestation may 
be a localized, asymmetrical or symmetrical, and persistent patch of dull red macules 
or papulosquamous lesions covered throughout or merely at the edges by scales or 
epidermal shreds, and confined to the palms and soles. A late tertiary eruption is not 
uncommon. At first there are a number of isolated thickened papulosquamous 
patches, usually in the natural lines, then some scaling and cracking occurs and the 
lesions extend, so that they usually become confluent. The edge is well defined, the 
color a deep red, and there are usually some white overlying scales. At times distinctly 
elevated and circumscribed papules or nodules are seen which may be aggregated in 
patches having a circinate outline. Punctate keratoses sometimes occur which may be 
removed with a pointed instrument. 

Chief Signs. Evidence of secondary or tertiary syphilis; slow development (late 
secondary and tertiary lesions); resistance to ordinary treatment; positive serology. 

Tinea Circinata (Ringworm). Characteristics. There is a geographic area in the 
palm, usually in the center, in which there are scaliness and desquamation with a whit- 
ish border. The lesion is orbicular with a smooth desquamating center of yellowish 
tint. The edge of the lesions consists of separated, raised, and partly exfoliated epi- 
dermis. Around the patch rounded closed vesicles may be visible under the skin which 
signify peripheral growth of the lesion. 

Chief Signs. History of contagion; itching. 

Pompholyx (Dyshidrosis). Characteristics. The disease is limited to the hands 
and feet, especially the palmar and plantar surfaces. Deep-seated, roughly symmetri- 
cal vesicles looking like sago grains develop, work their way up toward the surface, 
and become larger. There are six to twenty lesions upon each extremity. The lesions 
are sharply defined but may coalesce. New crops appear from time to time. 

Chief Signs. Chronicity with exacerbation in summer; itching. 

Less Common Causes. Psoriasis; scabies; ephidrosis (hyperhidrosis); arsenical 
keratoderma; Darier’s disease (keratosis follicularis) ; warts; xanthelasma; pityriasis 
rubra pilaris; granuloma pyogenicum; keratosis blennorrhagica; keratoderma climac- 
terium; keratosis punctata; porokeratosis; keratoma plantare sulcatum; melanoma; 
pustular bacterid. 


CLUBBED FINGERS AND HYPERTROPHIC 
OSTEOARTHROPATHY 


Clubbing is a physical sign characterized by bulbous changes in the ends of the 
fingers and toes. Early in the process thickening of the fibroelastic tissue of the nail 
bed produces a definite firm transverse ridge at the root of the nail so that when one 
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views the finger from the side the normal obtuse angle of 160° between the base of the 
nail and the adjacent dorsal surface of the terminal phalanx is obliterated and be- 
comes 180° or greater (profile sign). Clubbing usually occurs first in the thumb and 
index finger, other fingers becoming involved somewhat later. In advanced stages 
there is an increase in all of the tissues of the fingertips, the soft tissues as well as the 
nails, so that the ends of the fingers have a bulbous appearance. The affection comes 
on gradually and unnoticed as a rule, but at times it may make its appearance within a 
week of the onset of the underlying disease. Excessive sweating, feelings of warmth 
or a burning sensation in the fingertips, accelerated rate of nail growth, and easy 
hangnail formation may be complained of at times. Pain is rare unless clubbing is very 
acute. The toes usually partake of this abnormality, but it is more difficult to recog- 
nize because of the wide range in the shape of normal toes. The affection is usually 
bilateral and symmetrical. Hypertrophic osteoarthropathy is a more advanced stage 
of the clubbing process with extensive alterations occurring primarily in the shaft of 
the bones and the joints and, as would be expected, is seen much less frequently than 
the milder earlier manifestation, i.e., clubbing. In its early stages the condition may 
be asymptomatic and demonstrable only by x-ray, or it may be ushered in by 
arthralgia and tenderness along the shafts of the involved bones. At times edema 
and hypertrophy of the subcutaneous tissue of the distal thirds of the limbs is ob- 
served, associated with a dusky discoloration of the fingertips, stiffness of the fin- 
gers, hyperhidrosis, increased hair growth, and local skin erythema. Roentgeno- 
logic changes may be absent in early clubbing, but with progression of the condition 
there are usually radiologic alterations. Hypertrophic osteoarthropathy produces dis- 
tinctive x-ray alterations which involve earliest and most frequently the tibia, fibula, 
radius, ulna, femur, humerus, metacarpal and metatarsal bones. The roentgenogram 
reveals periosteal proliferation, along the distal half of the long bones especially, and 
in advanced cases there may be osteoporosis. 

Congenital Heart Disease. Characteristics. Clubbing of the fingers and toes and 
hypertrophic osteoarthropathy are outstanding features in older patients with severe 
congenital malformations of the heart of such a nature that there is a persistent 
venous-arterial shunt (tetralogy of Fallot, pulmonary stenosis or atresia with extreme 
dextroposition of the great vessels, truncus arteriosis, pulmonary stenosis with patent 
foramen ovale, etc.). Clubbing and osteoarthropathy are never present at birth, are 
rarely seen during the first months of life, are always preceded by cyanosis, and vary 
with the intensity of the cyanosis when due to congenital cardiac malformations. 

Chief Signs. See page 432. 

Bronchiectasis. Characteristics. Clubbing of the fingers and toes often appears 
soon after the onset of symptoms. The clubbing may involve only the soft tissues, or 
there may be evidence of the more advanced stage of the condition, namely, hyper- 
trophic osteoarthropathy. 

Chief Signs. See page 388. 

Empyema (Purulent Pleurisy). Characteristics. Clubbing of the fingers may de- 
velop very rapidly, and instances have been recorded in which the condition was 
apparent within one or two weeks. Disappearance of the phenomenon in the extrem- 
ities has been reported following successful medical or surgical treatment. 

Chief Signs. See page 464. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Clubbing of the 
fingers is common, but in the ordinary chronic type the clubbing is never extreme; 
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when it is, one can be reasonably certain that the tuberculosis is associated with 
marked fibrosis of the lung and dilatation of the bronchi. 

Chief Signs. See page 390. 

Hypertrophic Emphysema. Characteristics. There may be a moderate degree of 
clubbing in long-standing cases. 

Chief Signs. See page 409. 

Pulmonary Tumors, Primary and Secondary (Lung, Bronchus, Mediastinum, Thy- 
mus, Chest Wall). Characteristics. Clubbing of the fingers and toes and hypertrophic 
osteoarthropathy are often found in neoplastic disease of the chest. Symptoms of 
hypertrophic osteoarthropathy such as aching pains in the bones and joints and tender- 
ness along the shafts of the involved bones may precede by | to 18 months the detec- 
tion of localized neoplastic disease of the chest and warrant a careful search for 
clubbing and appropriate x-ray studies for the detection of osteoarthropathy. Dis- 
appearance of the condition may follow successful surgical treatment of the pul- 
monary tumor. 

Chief Signs. See pages 393 and 394. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia; Cirrhosis of the Lung). 
Characteristics. In advanced cases, especially in the presence of marked bronchiecta- 
sis, clubbing of the fingers and toes may be present. 

Chief Signs. See page 392. 

Acquired Valvular Disease in Children. Characteristics. Clubbing of the fingers 
may sometimes be seen in long-standing cases. However, this manifestation has to be 
looked for since it is not particularly obvious. 

Chief Signs. History of acute endocarditis or rheumatic fever; dyspnea on exertion; 
physical signs of mitral or aortic valvular lesions; attacks of decompensation. 

Subacute Bacterial Endocarditis. Characteristics. Clubbed fingers are frequently 
seen after the first few weeks of this disease but are rare in the bacteria-free stage. 

Chief Signs. See page 587. 

Less Common Causes. Asthma; chronic bronchitis; chronic dyspnea; cirrhosis of 
the liver (Hanot’s); Banti’s syndrome; aortic aneurysm; subclavian or axillary 
aneurysm (unilateral); syringomyelia; pericarditis; adherent pericardium; pleurisy 
with effusion; mediastinitis; congenital syphilis; chronic adhesive pleurisy; pulmonary 
abscess; congenital clubbing of the fingers; chronic pneumonitis; pneumoconiosis; 
atelectasis; cystic disease of the lung; thoracic deformities; pulmonary hemangioma; 
aneurysmal phthisis; Hodgkin’s disease (lung, mediastinum, or abdomen); sar- 
coidosis; cardiac tumors; obstructive biliary cirrhosis secondary to bile duct obstruc- 
tion, portal cirrhosis; ulcerative colitis; regional enteritis; intestinal tuberculosis; 
amebic and bacillary dysentery (chronic); sprue; ascariasis; multiple polyposis of 
the colon; pyloric obstruction secondary to pyloric gastric carcinoma or duodenal 
ulcer; carcinoma of the colon; idiopathic clubbing; post-thyroidectomy; nasal pharyn- 
geal tumors; mountain sickness; amyloidosis secondary to chronic osteomyelitis; 
pseudohypertrophic muscular dystrophy; Pancoast’s tumor (unilateral); brachial 
arteriovenous fistula (unilateral); polycythemia vera; chronic ou primary 
alveolar proteinosis. 


GANGRENE OF THE FINGERS OR HAND 


Frostbite. (Ordinary and High Altitude). Characteristics. When the fingers have 
been badly frozen they are whiter than normal, painless, anesthetic, and the peripheral 
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portion dies, the color passing in a day or so from a dark red to a reddish or greenish 
black. Dry gangrene develops, and a line of demarcation forms. Areas of superficial 
gangrene often exceed extensive damage to the underlying tissues. If a finger which 
is not so badly frozen is brought suddenly into a warm atmosphere, hyperemia takes 
place when the blood rushes into the frosted tissues, blebs form, and moist gangrene 
may result. 

Chief Signs. See page 354. 

Burns and Scalds. Characteristics. When extensive, burns or scalds cause sloughing 
of the tissues from moist gangrene. 

Chief Signs. History of burning or scalding. 

Chemical Gangrene. Characteristics. Gangrene may be produced by spilling cor- 
rosive substances (acids) on the skin or by the intentional application of harmful 
medicinal agents. The most common example of the latter is the gangrene resulting 
from the injudicious use of phenol-containing preparations on the fingers or hands 
which takes place slowly, often painlessly (due to the local anesthetic action of 
phenol), and is not recognized until repeated and persistent applications have been 
made. The affected part is at first dark gray or brown, and as the tissues dry and 
shrivel they grow darker, so that they become almost black. In a few days a line of 
demarcation is established between the dead and living parts and there is some 
swelling of the latter. There may be a loss of superficial skin only without permanent 
scars, or a part of the corium may be destroyed, or the deep tissues, also including the 
bones. 

Chief Signs. History of use of phenol dressings or accidental acid burns. 

Raynaud’s Syndrome and Raynaud’s Disease. Characteristics. Ulceration with 
superficial gangrene of the fingers is rare and in most instances occurs late in the 
course of these conditions, although occasionally it may appear shortly after the onset 
of the disorder. The lesion may be symmetrical from the beginning or asymmetrical 
and is usually shallow and limited to the ends of the digits, but in advanced stages 
there may be bone destruction and absorption of the tips of the distal phalanges with 
more extreme gangrene. Minute areas of gangrene may result from thrombosis of 
superficial vessels, the lesions usually healing with the formation of depressed scars 
or pits at the fingertips. 

Chief Signs. See page 355. 

Thromboangiitis Obliterans (Buerger’s Disease). Characteristics. Occlusion of 
the ulnar or radial artery may be one of the early signs of the disease, and ulceration 
with dry gangrene of the fingers is not uncommon. 

Chief Signs. See page 726. 

Traumatic Gangrene. Characteristics. When the fingers of a hand are badly 
crushed, as by machinery mangling or other accident which devitalizes the tissues, 
they may putrefy unless removed, and become affected with gangrene of the moist 
variety. 

Pressure Gangrene. Characteristics. The gangrene resulting from careless bandag- 
ing is generally superficial (slough) but may extend deeply and widely if the parts 
become septic. 

Chief Signs. History of tight bandaging or splinting of the part. 

Diabetes Mellitus. Characteristics. The type of gangrene occurring in the upper 
limb due to diabetes is usually a rapidly spreading cellulitis which results from an 
injury, perhaps a trivial one, which seldom forms pus, and which eventuates in moist 
gangrene. When the gangrene follows a traumatism there are no prodromal symp- 
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toms. When it arises spontaneously in the skin, it is often preceded by pain of neu- 
ralgic character and attacks of livid or violaceous discoloration of the skin, with 
lowered surface temperature and sometimes loss of sensation. The gangrene is often 
superficial but may become deep if it follows an injury or ulceration. 

Chief Signs. Polydipsia, polyphagia, polyuria; glycosuria; hyperglycemia, may be 
acetone and diacetic acid in the urine in gangrene; tendency to coma during gangrene. 

Felon (Whitlow). Characteristics. This is sometimes followed by gangrene of the 
soft parts at the end of the finger. 

Chief Signs. See page 353. 

Cellulitis (From Infected Wound, Erysipelas, etc.). Characteristics. When an in- 
flammation is about to terminate in gangrene all the signs of inflammation, local and 
constitutional, increase; swelling becomes very great, due perhaps partly to fluid and 
partly to gas, the latter causing crackling on pressure. The color becomes livid or 
purple. When gangrene is actually present the signs of inflammation have passed 
away, and bullae and emphysema are noted, with great swelling (moist gangrene). 
When a wound becomes gangrenous the surface looks like yellow or gray tow, the 
discharge becomes profuse and very fetid, and adjacent areas swell enormously and 
gradually slough away. 

Chief Signs. History of wound or abrasion of the hand or finger; septic fever; en- 
larged axillary nodes; may be lymphangitis; leukocytosis; sudden cessation of pain 
(very suggestive of gangrene). 

X-ray Gangrene. Characteristics. A chronic, slowly progressing burn may follow 
constant exposure to the x-rays, ending in loss of the fingers. Beginning like an 
ordinary burn the condition progresses until deep ulcers form and sloughing occurs. 
Dry gangrene of the fingers is also seen. 

Chief Signs. Occurrence in x-ray workers. 

Morvan’s Disease. Characteristics. In this disease the fingers are the site of pain- 
less, destructive whitlows which have their inception adjacent to the base of the nail, 
leading to necrosis of the terminal phalanges and marked swelling of the fingers. A 
finger may be lost as a result of this trophic disturbance of syringomyelia, of which 
Morvan’s disease is but a special form. 

Chief Signs. See page 342. 

Leprosy. Characteristics. As a result of injuries to anesthetic areas, secondary in- 
fection may occur, producing ulceration and gangrene. 

Chief Signs. See page 53. 

Less Common Causes. Ergotism; embolism or thrombosis; senile gangrene (ar- 
teriosclerosis obliterans); postfebrile gangrene; gas gangrene; cervical rib and 
scalenus anticus syndrome; systemic lupus erythematosus; postsympathectomy gan- 
grene; subclavian, axillary, or brachial artery ligation (following extreme trauma) ; 
polyarteritis nodosa; acute infectious disease (digital artery thrombosis with dry 
gangrene); human bites; hemolytic streptococcal gangrene. 


DEFORMITIES OF THE FINGERS 
(See also Deformities of the Hand, page 359; Swellings of the Hand and Fingers, 
page 357; and Clubbed Fingers and Hypertrophic Osteoarthropathy, page 368.) 


Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. The proximal inter- 
phalangeal joints of the fingers and the metacarpophalangeal joints are most fre- 
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quently involved in the early active stages of this disease. Joint swelling at this time 
of the proximal interphalangeal joints is usually symmetrical, spindle-shaped, boggy, 
and tender. The hands are cold, wet, and pale with local heat and pain and restriction 
of motion in the involved areas. In the late stages of the disease the skin is shiny and 
atrophic, joint swelling may be absent or may exist as firm synovial thickening, and 
frequently there is extension deformity of the proximal interphalangeal joints with 
flexion deformity of the metacarpophalangeal joints in ulnar deviation. 

Chief Signs. See page 290. 

Osteoarthritis (Hypertrophic Arthritis; Degenerative Arthritis; Senescent Arthri- 
tis). Characteristics. Bony enlargement of the terminal interphalangeal joints (Heb- 
erden’s nodes), usually symmetrical, is characteristic with limitation of motion but 
without ankylosis. Some deviation deformity of the terminal joints may be seen. In 
very late stages of the condition there may be similar enlargement of the proximal 
interphalangeal joints. 

Chief Signs. See page 324. 

Dislocations of the Phalanges. Characteristics. There is an obvious error or ir- 
regularity in the bony alignment, while the range of motion of the joint is distinctly 
limited. 

Chief Signs. History of a blow on the fingertip, or a fall; immobility; x-ray. 

Fractures of the Phalanges. Characteristics. The deformity is usually of slight 
degree. 

Chief Signs. History of injury; pain, swelling, immobility, crepitus, loss of function; 
X-ray. 

Baseball Finger. Characteristics. One of the interphalangeal joints is tender and 
swollen, and a fusiform enlargement persists long after the injury which causes the 
deformity, usually the blow of a baseball on the palmar surface or end of the finger. 

Mallet Finger. Characteristics. The distal phalanx of a finger droops as a result of 
rupture or overstretching of the end of the extensor tendon. 

Dupuytren’s Contracture. Characteristics, A permanent flexion of the little and 
ring fingers exists due to shortening of the palmar fascia. The first and second pha- 
langes are flexed and the third extended. Less frequently the other fingers may be 
affected. The deformity may be bilateral. It occurs usually in middle-aged men. 

Congenital Contraction of the Fingers. Characteristics. The little finger is the one 
usually affected. The first phalanx is hyperextended and the second and third flexed. 

Tumors of the Phalangeal Bones (Osteoma; Chondroma; Sarcoma; Metastatic 
Carcinoma). Characteristics. These tumors all form nodular swellings of the finger. 
They are described separately under Swellings of the Hand and Fingers, page 357. 

Gout. Characteristics. The small joints of the hand may be the seat of small, 
periarticular, chalky masses, so-called tophi, the skin over which may slowly ulcerate, 
exposing the deposits. The tophi may exist in other situations, as the helix of the 
ear, exterior surface of the forearm, sclerotics, etc. The joints of the finger are asym- 
metrically involved, and hand involvement is actually uncommon. 

Chief Signs. See page 719. 

Syphilitic Dactylitis (Spina Ventosa). Characteristics. There is a fusiform enlarge- 
ment of a phalanx, usually a proximal one, the color being purple. There may be 
softening and ulceration. 

Chief Signs. See page 358. 

Tuberculous Dactylitis (Spina Ventosa). Characteristics. A flasklike expansion 
of the base of the affected finger is present. 
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Chief Signs. See page 358. 

Snap Finger (Trigger Finger). Characteristics. One or two fingers can be extended 
only by great effort or by using the other hand, when the bnger flies out like the blade 
of a penknife. This is an acquired deformity. 

Polydactylism. Characteristics. Supernumerary fingers may exist as a congenital 
anomaly. The superfluous member may be attached to the normal portion by skin 
only or by bone. 

Macrodactylism. Characteristics. Congenital hypertrophy of one or more fingers 
is sometimes seen. 

Ectrodactylism. Characteristics. One or more digits may be absent from birth. 

Syndactylism. Characteristics. There are webs between the fingers. In the simple 
cases there is merely an extension of the normal web between the fingers; in severer 
cases the bones lie much closer together or may be fused. 

Scleroderma (Sclerodactylia). Characteristics. The fingers, usually of both hands, 
become deformed, shortened, and atrophied. The skin becomes thickened, waxy, 
sometimes pigmented, and multiple calcareous nodules may occur. The skin of the 
mummylike hands fits the bones in glovelike fashion. 

Chief Signs. See page 375. 

Morvan’s Disease. Characteristics. Painless whitlows develop as the result of 
neuritis or the neuritic form of syringomyelia. The hand and fingers may be con- 
siderably deformed. 

Chief Signs. Those of syringomyelia (see page 342); neuralgic pains; cutaneous 
anesthesia; trophic disturbances. 

Less Common Causes. Interstitial calcinosis; sarcoidosis (symmetrical nodules 
may appear at the phalangeal joints); arachnodactylia (abnormally long gracile 
fingers—Marfan’s syndrome) ; rheumatic fever (transient joint involvement) ; palin- 
dromic rheumatism (finger joint involvement is most frequent in this disease of mul- 
tiple recurring attacks of painful joint inflammation); disseminated lupus erythema- 
tosus; gonococcal arthritis (transient finger joint involvement); brucellosis (may be 
spindle-shaped swellings of the fingers); epidemic tropical acute polyarthritis (tran- 
sient midphalangeal joint involvement) ; yaws. 


SKIN AFFECTIONS OF THE FINGERS 


(See also Skin Affections of the Palms and Soles, page 367; Skin Affections of 
the Forearms and Hands, page 364; and Abnormalities and Skin Affections of the 
Fingernails, page 376. ) 


Skin affections of the palmar aspects of the finger present no special characteristics 
and are usually merely extensions of similar affections from the palms; the same 
relation holds true in reference to the dorsal aspect of the fingers and hands. The 
ends of the fingers, however, constitute a region of some special dermatologic im- 
portance. Under Less Common Causes in this section, therefore, an effort is made 
merely to group a number of digital skin affections according to the primary type of 
lesion produced. More detailed descriptions of these dermatologic abnormalities in 
most instances will be found in other sections recommended for reference above. 

Chancre. Characteristics. The lesion is not typical. It is ordinarily situated at the 
side of the nail or at its base and causes enlargement of the end of the finger, produc- 
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ing a hard oblong tumor, the surface of which is red, squamous about the base, and 
sometimes discharging a little at the edge of the nail. 

Chief Signs. Occurrence usually in doctors and nurses; rapid development; en- 
larged epitrochlear glands; duration 2% months or more; presence of spirochetes; 
onset of secondary eruption; positive serology. 

Eczema (Periungual). Characteristics. Eczema may be confined to the ends of the 
fingers in the periungual region, being in reality an irritation dermatitis. The skin on 
the back of the fingers is thickened, red, and oozing, occasionally scaly, and some- 
times painful. The horny epidermis is destroyed or fissured. Another type affects the 
ends of the fingers and toes. There is marked hyperkeratosis on the backs of the 
fingers, at the ends, and under the free border of the nails, which are thickened, waxy, 
fissured, and painful. This type is a symmetrical keratodermia complicated by ecze- 
matization. A third type is part of a generalized eczema. 

Chief Signs. History of irritation; chronicity; itching. 

Warts (Verrucae ). Characteristics. Warts are common on the backs of the fingers, 
and when located in the periungual region tend to undermine the nail and become 
especially troublesome. 

Chief Signs. See page 364. 

Scleroderma (Sclerodactylia). Characteristics. The fingers are symmetrically in- 
volved, become deformed, shortened, and atrophied. The skin becomes thickened, 
of a waxy color, and sometimes pigmented. Multiple calcareous nodules may occur, 
and bullae and ulcerations are present in some instances with deformities of the ends 
of the fingers and the nails. 

Chief Signs. Chronicity with winter exacerbations. 

Tuberculosis Verrucosa (Tuberculosis Verrucosa Cutis). Characteristics. The 
anatomical wart (verruca necrogenica), which results from infection arising from 
autopsies or the handling of tuberculous meat, is usually a single hyperkeratotic, dull 
red lesion on the dorsum of a finger or hand which persists harmlessly and indefi- 
nitely with very little growth; but at times it may be accompanied by tuberculous 
lymphangitis or adenitis or by other serious developments such as erysipelas, gener- 
alized tuberculosis, or gangrene. At times the warty vegetations extend to form large 
patches. They may be separated by exudative or suppurative areas but never ulcerate 
and seldom heal spontaneously. Periungual lupus is usually mistaken for chronic 
eczema. The nail seems raised by thickened fungosities, is painful on pressure, and 
discharges slightly. Around the borders yellowish tubercles may be visible under a 
glass slide. This form of the disease is probably the reaction of a highly resistant in- 
dividual to external inoculation. 

Chief Signs. Often an occupational disease; chronicity; biopsy. 

Irritation Dermatosis (Mechanical, Chemical, Thermal, X-ray, Solar, etc. ). Char- 
acteristics. The skin of the hands is frequently affected by irritations of many kinds, 
ranging from a mild erythema to a severe acute dermatitis or a chronic eczema. A 
careful inquiry into the etiology will often suffice to make the diagnosis. Erythema 
pernio or chilblain is one of the commonest of these. 

Chief Signs. History of local irritation; recovery after removal of the cause. 

Less Common Causes. Erythematous lesions (frostbite, erythema pernio, urticaria, 
erythema multiforme, lupus erythematosus disseminata) ; papular lesions (granuloma 
annulare, angiokeratoma, lichen planus, milkers’ nodes, keratosis pilaris) ; vesicular 
lesions (dyshidrosis, scabies, dermatophytosis, dermatophytid, chilblain); bullous 
lesions (epidermolysis bullosa, scabies, frostbite, syringomyelia, leprosy); pustular 
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lesions (scabies, boils, whitlow, impetigo contagiosa, pustular syphilids ) ; squamous 
lesions (psoriasis, ichthyosis, lichen planus, syphilis, anatomical wart); ulcerative 
lesions (epithelioma, Raynaud’s syndrome and Raynaud’s disease, syphilis, sclero- 
dactylia, thermal ulcer, radiation ulcer, leprosy, lupus erythematosus and vulgaris, 
trophic ulcers, diabetic gangrene); traumatic cysts (on the palmar surface); xan- 
thoma tuberosum; calcinosis circumscripta; porokeratosis. 


ABNORMALITIES AND SKIN AFFECTIONS OF 
THE FINGERNAILS 


(Onychosis ) 


The significance of nail anomalies and abnormalities as a symptom useful in the 
diagnosis of any particular disorder is uncertain, because from the appearance of 
the diseased nail it is difficult to judge the cause. Pathologic changes of the finger- 
nails may be classified as follows. 1, onychauxis (simple hypertrophy), which occurs 
in acromegaly and in clubbed fingers and hypertrophic osteoarthropathy; 2, ony- 
chogryposis (hypertrophy with deformity), often resulting from injury, filth, pro- 
tracted pressure, or disease; 3, onychia (nail-bed inflammation), which may result 
from detergents, nail-polish primers, or immersion in oil, and which usually results 
in shedding of the nail; 4, anonychia (absence of the nails), which may be congenital 
or acquired (trauma, infection, exfoliative dermatitis, nerve lesions, etc), temporary 
or permanent; 5, onychorrhexis (brittleness of the nails), which may be congenital or 
acquired (hypothyroidism, vitamin A or B deficiency, excessive immersion in caustic 
soaps, nail-polish removers); 6, dystrophy (striations, transverse grooves, splitting 
of the nails, strippling, longitudinal and transverse furrows, leukonychia, spoon- 
shaped nails, etc.), which may be due to vascular disease, peripheral or systemic, 
scalenus anticus syndrome or cervical rib, nerve lesions, nervous shock, fungous or 
pyogenic nail infections, psoriasis, lichen planus, senility, hypothyroidism, syphilis, 
diabetes, scleroderma, dermatomyositis, dermatitis medicamentosa, leprosy, etc., or 
occur congenitally; 7, onycholysis (loosening of the nail from its bed), which may be 
caused by arthritis, the use of strong soaps, psoriasis, fungous disease, and use of 
nail cosmetics; 8, koilonychia (spoon-nails), which may be either congenital or ac- 
quired (strong soaps, polycythemia, arteriosclerotic heart disease, syphilis, acanthosis 
nigruans, certain anemias); 9, hyperkeratosis subungualis (nail-bed hypertrophy), 
which may be due to fungous disease, psoriasis, and excessive scratching; and 10, 
racquet nail (a wider than normal, flat, usually thumbnail), which is probably a 
hereditary phenomenon. Degenerative or pigmentary changes may occur as a result 
of occupation. 

Onychomycosis. Characteristics. Onychia due to dermatophytosis is always dry 
and rarely accompanied by paronychia. The diseased nail is dry, lusterless, and often 
shows longitudinal striations and a worm-eaten appearance. The nail may be partially 
separated from its bed and raised by the accumulation of horny material underneath. 
The nail separation always progresses from the free edge to the root, and eventually 
the nail is reduced to a small, dry, discolored, striated stump. Onychia due to favus 
is characterized by nails which have a peculiar yellowish tint and the accumulation of 
great amounts of corneous material beneath. The nails may be entirely destroyed 
by the disease. Onychia due to monilia and yeasts is usually accompanied by parony- 
chia. In some cases the nail plate shows one or more, round or oval, cloudy white or 
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creamy patches, more frequently on the undersurface of the nail, which separate it 
from its bed. At other times the outer surface of the nail is attacked and shows desqua- 
mation, discoloration (yellow, mahogany, white, or green), and cloudiness. The 
paronychia accompanying this type of onychia is chronic and consists of slight swell- 
ing and redness of the periungual tissues and a moderate exudation of serum or pus 
from the nail grooves. 

Chief Signs. Demonstration of the fungi in the nail tissue or in the pus. 

Pterygium. Characteristics. The folds of skin at the base of the nail adhere to and 
grow over the nail like a wing. 

Subungual Hematoma. Characteristics. Trauma is the usual obvious cause wherein 
the nail appears stained red with blood but on coagulation turns black. Usually fol- 
lowing such trauma the nail is lost after a few weeks and is replaced by a new nail. 
Scurvy, hemophilia, and purpura may also cause such hemorrhage, and it is frequently 
seen in cases of tetany. 

Chief Signs. History of trauma; presence of a blood dyscrasia; severe pain under 
the nail; evacuation of blood or blood serum by trephining. 

New Growths. Characteristics. Chondroma and exostoses may raise, displace, or 
break through the nail plate, with resulting deformity or shedding. Epithelioma in 
the nail bed or matrix results in loosening and loss of the nail plate or nail plate 
dystrophy with secondary infection. Melanoma in the matrix causes pigmentation 
of the nail cells in the form of a band or stripe of brownish or bluish black hue. When 
the nevus grows rapidly, the nail becomes raised from its bed and distorted. Sarcoma 
usually raises the nail plate or grows between it and the bed toward the tip of the 
finger, assuming the form of an irregular, reddish, gray, or greenish mass which bleeds 
freely on slight trauma. Angioma under the nail is manifested by the presence of a 
small tumor of bright red color showing through the nail, which disappears under 
pressure. Glomus tumoralis subungualis is characterized by the appearance of tiny 
bluish discolorations showing through the nail plate, associated with exquisite spon- 
taneous pain or pain on pressure which may involve the entire hand, arm, or even 
the shoulder. 

Psoriasis. Characteristics. The nails become dry, lusterless, and whitish. The 
process may affect the entire nail plate uniformly or begin at its free edge and progress 
toward the root, with the formation between the plate and the bed of a corneous 
accumulation. Nails so involved become raised and separated from the bed and may 
be partially or completely lost. Characteristically the nail itself shows numerous 
small, punctiform depressions resembling the external surface of a thimble. Color 
changes ranging from pure white to various shades of yellow or brown are common 
after the lusterlessness and loss of transparency appear. 

Chief Signs. Usually association with lesions elsewhere. 

Eczema. Characteristics. The first sign is usually pitting, so that the nails resemble 
orange rind. They become distorted and thinned, and transverse and longitudinal 
splittings follow; or in long-standing cases the nails thicken to the extent of deformity. 
Chronic eczematoid perionychosis occurs usually as a local irritation dermatosis. The 
nail is eroded, its surface roughened, and its substance soft. Pressure is painful be- 
cause of concomitant infection. In severe types the nail may be elevated by the 
secretions and may fall off, and the nail bed becomes covered by horny matter or 
vesicles. 

Chief Signs. Usual history of chronic irritation. 

Exfoliative Dermatitis. Characteristics. The nails lose their color, are usually 
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thickened, and present subungual hyperkeratoses and become partially detached. In 
chronic cases onychauxis or onychomadesis may occur. 

Radiodermatitis. Characteristics. Thinning and friability of the nail, onychorrhexis, 
transverse or longitudinal ridges, slow growth, and nail atrophy with discoloration 
are the most marked features. At times the atrophy of the nail wall under the skin 
surrounding the nail is rather marked, the skin being thinned, pigmented, wrinkled, 
and telangiectatic. 

Chief Signs. History of exposure to radiation or of x-ray therapy. 

Syphilis. Characteristics. The disease may affect the nail plate, the nail bed, and 
the periungual tissue. Four types of syphilitic onychia are observed: 1, fragility and 
fracture of the nail (the free edge of the nail appears fissured and cracked and breaks 
off on slight pressure) ; 2, partial loosening of the nail (the nail is painlessly raised and 
separated from its bed, turning yellowish or grayish in its anterior portion) ; 3, total 
loosening and loss of the nail; and 4, hypertrophy (the ungual plate is thickened, and 
appears irregular and fractured). The periungual lesions of syphilis include: 1, 
chancre; 2, periungual or subungual solitary papules; 3, confluent periungual papules; 
4, papulosquamous paronychia; 5, ulcerative paronychia; and 6, gumma (with dis- 
tortion of the nail plate and the periungual tissues). In congenital syphilis the most 
frequent lesion is a multiple inflammatory paronychia with loss of several nails. 
There is an acute inflammatory reaction, red, erosive, and with abundant serous dis- 
charge which ends by loosening of the nail plates. 

Chief Signs. See page 303. 

Infectious Diseases. Characteristics. In active pulmonary tuberculosis hippocratic 
and cyanotic nails are common. In typhoid fever during convalescence transverse 
lines in the form of sulci limited posteriorly by slightly elevated ridges (Beau’s lines) 
are frequently seen, and at times loss of all nails is observed. The initial lesion of 
tularemia may eventuate in necrosis and distortion of the nail plate. In scarlet fever, 
influenza, mumps, diphtheria, erysipelas, and puerperal fever, Beau’s lines and at 
times a loss of the nails may occur. Chronic rheumatism may result in dry, brittle 
nails with subungual hyperkeratoses. 

Nervous Diseases. Characteristics. In nerve injuries (radial, median, and ulnar), 
peripheral neuritis, and arm fixation, various dystrophies of the nails are observed, 
such as atrophy and onychauxis. In hemiplegia, multiple sclerosis, tabes dorsalis, 
epilepsy, psychoses, and syringomyelia, dystrophies without distinct characteristics 
are common. 

Hypertrophic Pulmonary Osteoarthropathy. Characteristics. The nails are large 
and much curved, brittle, and striated. 

Chief Signs. See page 368. 

Arsenical Neuritis. Characteristics. Transverse ridging is common, but white lines 
running across the nails without any special ridging may occur. At times the nails 
show dark pigmentation of the same hue observed in skin lesions. 

Chief Signs. See page 335. 

Paronychia. Characteristics. The tissue just over the base of the nail or at the sides 
is reddened and swollen, tender and painful. There is usually but a moderate amount 
of pus formation. The nail may later be shed. 

Less Common Causes. Lichen planus; pityriasis rubra pilaris; alopecia areata; 
acanthosis nigricans; keratosis follicularis (Darier’s disease); keratodermia palmaris 
et plantaris; pemphigus; dermatitis herpetiformis; epidermolysis bullosa; dermatitis 
repens; scleroderma; pachyloderma atrophicans vasculare; Kryle’s disease; leprosy; 
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lupus erythematosus; Raynaud’s disease; idiopathic hypochromic anemia (koilo- 
nychia); avitaminosis (B. and D); hypothyroidism; parathyroid insufficiency; dia- 
betes mellitus (shedding); congenital affections of the nails (congenital ectodermal 
defect, anonychia, onychoheterotopia, micronychia, macronychia, congenital pachy- 
onychia, and incontinentia pigmenti). 


CAPILLARY PULSATION UNDER THE NAILS 


Capillary pulsation is usually demonstrated by pressing the fingernail at its distal 
end so that the base of the nail remains pink and the anterior portion blanched, and 
watching the alternating reddening and pallor of the paler portion with each beat of 
the heart; or by transillumination through the finger pulp with an electric light. The 
capillary pulse can be observed at any place where an area of erythema borders on 
an area of pallor, as for example along the margin of an area of skin which has been 
caused to redden by slight friction, or in the lips or gums when gently compressed 
with a glass slide. Sometimes in health this phenomenon may be present and occa- 
sionally in anemia. It is likewise seen in cases of severe hemorrhage. In hypertonicity 
of the sympathetic nervous system, or sympathicotonia, capillary pulsation is often 
demonstrable. 

Aortic Regurgitation. Characteristics. Capillary pulsation is often marked and is 
always looked for as confirmatory evidence of this lesion. 

Chief Signs. See page 500. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The capillary pulse is 
readily seen, and the venous pulse in the veins of the hands may be distinctly visible. 

Chief Signs. See page 100. 

Less Common Causes. Severe anemia (especially pernicious anemia) ; hyperten- 
sion; fever; arteriovenous fistula; patent ductus arteriosus; coarctation of the aorta. 


THE PULSE 


Palpation of the radial pulse, which is the tactile perception of a fluid wave propa- 
gated from the heart by systoles, is an important feature of the physical examination 
of the patient. 

The following points are to be noted in examining the pulse: 


The rate of the pulse 

The rhythm of the pulse 

The amount of force necessary to obliterate it (compressibility ) 
The volume of the pulse and the type of pulse wave 

The size and position of the artery 

The condition of the artery walls 

Symmetry of the pulses 


NANRYNS 


1. In the healthy adult the pulse rate varies between 40 and 100 beats per minute 
and at rest is usually 60 to 80. In children it is considerably faster, varying between 
90 and 140. The pulse is faster in women than in men. On sitting or lying the pulse 
is slower than on standing or on exercise. Abnormalities of the rate (tachycardia 
and bradycardia) are considered on pages 486 and 491. 
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2. The pulse may be irregular in force, in rhythm, or in both respects (see Irregu- 
lar Pulse, page 381). 

3. The force of the pulse, corresponding to the systolic pressure as determined 
by the sphygmomanometer, and the tension of the pulse, or diastolic pressure, may 
be somewhat comprehended in the first instance by the degree of compression neces- 
sary to obliterate the pulse and in the second instance by estimating the force neces- 
sary to bring out the greatest impact of the pulse beats. If difficult to compress, the 
pulse is said to be of high tension or hard, suggesting hypertension, and when easily 
compressed it is said to be of low tension or soft, suggesting hypotension, but these 
elements are more accurately determined by instrumental means (see Blood Pressure, 
High, page 748, and Blood Pressure, Low, page 751). 

4. The pulse volume and type of wave produced may be valuable clues to certain 
disease states of the heart, and since they are closely related, they will be considered 
together. What is referred to as the volume of the pulse is dependent chiefly on the 
difference between the increase in pressure during ventricular systole and the de- 
crease in pressure during ventricular diastole, i.e., the palpatory equivalent of the 
pulse pressure. An increase of the pulse volume (pulsus magnus) is seen in condi- 
tions of increased pulse pressure and is recognized by the palpating finger as an un- 
natural expansion of the vessel at the time of the pulse beat. The full, bounding pulse 
of fevers, the large pulse of cardiac overaction, and the momentarily voluminous 
pulse of aortic regurgitation typify the pulsus magnus. Diminution of the pulse volume 
{pulsus parvus) results from conditions either central or peripheral which tend to 
produce a low pulse pressure. The small pulse of cardiogenic shock, malnutrition, 
exhaustion, aortic and mitral stenosis, aneurysm, and various functional and struc- 
tural weaknesses of the heart typify the pulsus parvus. The type of pulse wave is best 
determined by the arteriogram, though some idea may be obtained by palpation of 
the pulse. The quick, collapsing, water-hammer or Corrigan pulse, which occurs 
characteristically in well-developed aortic regurgitation and at times in hyperthyroid- 
ism, severe anemias, arteriovenous fistula, coarctation of the aorta, and certain vaso- 
motor paralyses, is characterized by a momentarily voluminous pulse (the wave 
rises and falls back again suddenly—pulsus magnus et celer). The tardy, slow, or 
plateau pulse, exemplified by the pulse of aortic stenosis, is characterized by its small- 
ness, increased duration, and hardness, with slow rise and slow fall. The alternating 
pulse or pulsus alternans resulting from weakness (generally serious) of the left 
ventricle is characterized by a regular alternation in the size of the beats, every other 
pulse beat being weaker. The paradoxical pulse or pulsus paradoxus, which when of 
high degree usually results from acute or chronic constrictive pericarditis, is charac- 
terized by a diminution or disappearance of the pulse with each inspiration. The 
dicrotic pulse, as seen in febrile cases (especially typhoid fever), exhaustion, uncom- 
pensated mitral regurgitation, and posthemorrhagic anemia, is characterized by an 
exaggeration of the normal dicrotic wave which is palpable as a second wave close to 
the principal one. 

5. The size and position of the artery depend upon the degree of contraction of 
the artery, degenerative changes, and its anatomical setting. 

6. The condition of the artery wall depends upon the degree of the elasticity or 
hardening. Arteriosclerosis is manifested in the peripheral arteries, especially the 
brachial, ‘by simple stiffening without calcification, by tortuosity, or by calcification 
with beading of the surface. “A contracted artery of high vascular tension is difficult 
to distinguish from simple stiffening due to sclerosis. 
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7. The symmetry of pulses is determined by simultaneous palpation of the pulses 
in both arms (see Inequality of the Pulses, page 383). 


IRREGULAR PULSE 


(See also Cardiac Arrhythmia, Forms of, page 496; and Cardiac Arrhythmia, 
Causes of, page 496.) 


It is important to examine both heart and pulse; of the two, more may be learned 
from the heart. 

Auricular Fibrillation. Characteristics. The pulse is irregular in rhythm and 
strength of the beats. The irregularity is absolute, there being no predominant rhythm. 
The pulse rate may be considerably slower than the ventricular rate, as many of the 
weaker beats may not open the aortic valves or may not be sufficiently strong to send 
a wave to the wrist (pulsus deficit). These signs are more pronounced when the 
ventricular rate is fast, as it most often is; but when slow, with a considerable degree 
of A.V. blocking, there may be little variation in the force and rhythm. 

Chief Signs. See page 495. 

Premature Contractions (Extrasystoles; Ectopic Beats). Characteristics. Prema- 
ture beats may be single or multiple and may recur at regular or irregular intervals. 
The pulse, however, shows, in spite of these interruptions, a rhythm which dominates 
the action as a whole. The premature beat is a small beat, is often followed by a 
compensatory pause (especially in ventricular extrasystoles), and the beat next fol- 
lowing the pause is often increased in magnitude. If the beat is too feeble to open the 
aortic valves or to reach the wrist it will be denoted in the pulse by a pause (inter- 
mission). If the premature contractions occur regularly after every second beat and 
fail to reach the wrist or if they occur regularly after every normal beat and do reach 
the wrist, a bigeminal pulse is produced (two beats and a pause); in the second in- 
stance a full beat is followed after an abnormally short pause by a small beat and a 
long pause. 

Chief Signs. See page 494. 

Sinus Arrhythmia (Juvenile Arrhythmia). Characteristics. Variations in the rate 
of impulse formation at the sino-auricular node are very common, especially in chil- 
dren and nervous subjects. In many cases this irregularity goes on with each respira- 
tion; there is a quickening of the pulse with inspiration and a subsequent slowing as 
expiration takes place. While not all examples of sinus arrhythmia show a regular 
variation with normal respiration, deep breathing or swallowing may be shown to 
influence them, and they are abolished when the rate is made rapid. The apex shows 
the same variation in rhythm as the pulse and is of the same rate as the latter; there is 
no great difference in the force of individual beats. 

Chief Signs. See page 494. 

Partial Heart Block. Characteristics. The character of the irregularity will depend 
upon the frequency and regularity of the dropped beats, i.e., upon the frequency and 
regularity with which auricular impulses are blocked. If the impulses reach the 
ventricle at irregular intervals there will be irregularly recurring pauses in the pulse 
beats without alteration of the force or rhythm otherwise. If every second impulse 
from the auricle fails to reach the ventricle there is no irregularity; if every third 
auricular impulse is blocked, the pulsus bigeminus results, two regular beats being 
followed by a pause equivalent to one cardiac cycle; while if every fourth impulse is 
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blocked pulsus trigeminus results, etc. Transitions from one form to another are not 
uncommon, and a considerable increase of pulse rate, as by exercise, usually causes 
the disappearance of partial blocking and produces regularity of the pulse. 

Chief Signs. See page 495. 

Pulsus Alternans. Characteristics. This regular irregularity may sometimes be 
great enough to be appreciated in the pulse. The beats occur at regular intervals, but 
every other one is weaker. 

Chief Signs. See page 495. 

Auricular Flutter. Characteristics. The pulse is usually regular, but irregularity is 
not infrequent since the blocking of auricular impulses does not always take place 
regularly. Exercise, however, of small amount may cause the disappearance of this 
irregularity and produce the unvarying rate which is characteristic of auricular flutter. 

Chief Signs. See page 495. 

Pulsus Paradoxus. Characteristics. Toward the completion of inspiration the heart 
beats become feeble and are apt to be imperceptible at the wrist. This is, however, a 
rare observation. 

Chief Signs. Occurrence during the extreme inspiratory dyspnea attending laryn- 
gismus stridulus, in pericarditis with effusion, chronic constrictive pericarditis, or 
mediastinal inflammation or tumor. 

Less Common Causes. Sinus pauses; paroxysmal auricular tachycardia with block; 
transient paroxysmal ventricular tachycardia. 


HAL ING OF THE PULSE RATE 


The pulse rate may suddenly drop to exactly one half of its original rate, though 
this is rare. 

Premature Contractions (Extrasystoles; Ectopic Beats). Characteristics. An exact 
halving of an observed pulse rate may be produced by the occurrence after every 
normal beat of a ventricular premature contraction too weak to reach the wrist 
(pulsus bigeminus ). 

Chief Signs. See page 494. 

Partial Heart Block. Characteristics. An abrupt doubling or halving of the rate is 
very suggestive. The probability increases if transitions to other forms of partial block 
occur. 

Chief Signs. See page 495. 

Auricular Flutter. Characteristics. The rate may suddenly drop to one half its pre- 
vious rate by a change from a 2 to 1| auricular flutter to a 4 to | type. 

Chief Signs. See page 495. 

Pulsus Alternans. Characteristics. Rarely, when pulsus alternans of extreme de- 
gree sets in, the difference in force between the larger and smaller alternating beats 
is so great that the pulse rate is halved, the weaker beats not being palpable. 

Chief Signs. See page 495. 


INEOU ALITY (Oe Wnts PULSES 


Inequality of the two pulses may be a perfectly natural phenomenon; one frequently 
finds that the radial arteries of the two sides are not of the same caliber owing to 
variable degrees of collateral circulation by an enlarged comes nervi mediani. Ine- 
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quality of the pulses is a much more important sign when known to have developed 
in a patient whose pulses were formerly normal. The inequality may show itself either 
in a definite delay of one behind the other or in a difference in strength. 

Aneurysm of the Arch of the Aorta. Characteristics. If the sac involves the great 
vessels given off from the transverse portion of the arch, the radial (and carotid) 
pulses on one side may differ from those on the opposite side. If, for instance, the 
innominate artery is compressed or its opening is partially blocked by clot, the right 
radial pulse will be smaller than the left. In the same way the opening of the left sub- 
clavian may be involved, thus giving rise to a smaller pulse in the left radial. Rarely 
the radial pulse may be obliterated on both sides. 

Chief Signs. See page 502. 

Cervical Rib and Scalenus Anticus Syndrome. Characteristics. If the condition is 
unilateral there may be pressure upon and consequent stenosis of one subclavian 
artery, thus producing an inequality of the pulses on the two sides; or if it is bilateral 
it usually predominates on one side, and the more prominent rib may press upon the 
artery of that side with the same result. 

Less Common Causes. Embolism of the axillary or brachial artery; atheroma of 
the brachial or subclavian artery; mediastinal tumor; aneurysm of the subclavian, 
axillary, or brachial artery; aneurysm of the innominate artery; fracture of the arm; 
cicatrices of the arm; tumor or enlarged nodes of the axilla; pneumothorax; pleural 
effusion (large); thromboangiitis obliterans; dissecting aneurysm; hemiplegia (es- 
pecially with complicating local atheroma); arteriovenous fistula; coarctation of the 
aorta, adult type (diminished left radial pulse); poliomyelitis (smaller pulse in the 
retarded limb). 


COLLAPSING: PULSE 


(Corrigan’s Pulse) 


Aortic Regurgitation. Characteristics. The pulse wave rises suddenly and with 
extraordinary force, strikes the palpating finger with a momentary shotlike impact, 
and then instantly collapses. This collapsing character is exaggerated by raising the 
subject’s arm vertically above the head. The diastolic pressure is always low (60 to 
40 mm. Hg), and the systolic pressure generally high (180 to 140 mm. Hg). This 
type of pulse may be simulated by the bounding pulse of early infectious processes, 
many cases of arteriosclerosis, hyperthyroidism, injection of adrenergins; severe 
anemia, hypertension, arteriovenous fistula, and coarctation of the aorta. 

Chief Signs. See page 501. 


PRE EhORAXKi© R -GHES 1 


SYMPTOMS 


Cough (Including Characteristics of the Sputum) 
Hemoptysis (Bronchopulmonary Hemorrhage) 
Pain in the Sternal Region 

Precordial Pain ‘ 

Pain in the Side of the Chest ; 

Localized Tenderness of the Chest . 

Deformities of the Chest 

Asymmetry of the Chest 

Bulging of the Precordium 

Localized Swellings of the Chest Wall 

Ulcers on the Chest Wall 

Bulging or Obliteration of the inteecostal Gece 
Retraction of the Intercostal Spaces 

Edema of the Chest Wall 

Enlarged Veins of the Chest Wall 

Pain in the Breast . : 

Swellings of the Breast . 

Discharge from the Nipple 

Skin Affections of the Chest Wall 

Herpes Zoster (Shingles; Zona) 


Impaired Mobility of the Chest, Orilsrers| or Bilateral iinelvcane Liberte s 


Phenomenon) 
Dyspnea (Including Polvpneai 
Slow Respiration (Oligopnea) 
Stridor (Stridulous Breathing) 
Stertorous Respiration : 
Cheyne-Stokes Respiration (and irereciae Reepiation 
Increased Vocal or Tactile Fremitus . : 
Diminished Vocal or Tactile Fremitus 
Pleural Friction Fremitus 
Dullness or Flatness on Percussion 
Hyperresonance or Tympany on Percussion 
Bronchial Breathing (Tubular Breathing) . 
Cavernous and Amphoric Breathing 
Prolonged Harsh Expiration 
Puerile or Exaggerated Breathing 
Weak or Absent Breath Sounds 
Bronchophony (Increased Vocal Resonance) 
Rales : 
Pleural Friction Sound 
Succussion Sound 
Serous Effusion in the Pleural cay atic : 
Bloody Effusion in the Pleural Cavity (Aspiration) and Piemot iene: 
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SYMPTOMS 


Purulent Effusion (Pleural Empyema) in the Pleural Cavity (Aspiration) 


Displaced Apex Beat 

Forcible Apex Beat ‘ 
Feeble or Absent Apex Beat . 
Diffuse Apex Beat. : : 


Abnormal Pulsations in or near the Precordium . 


Thrills in the Precordium 3 
Friction Fremitus over the Precordium 
Increased Area of Cardiac Dullness 
Decreased Area of Cardiac Dullness 
Increased Intensity of the Cardiac Sounds 
Cardiac Enlargement . : : 
Enlargement of the Left Ventricle 
Enlargement of the Right Ventricle 
General Enlargement of the Heart 
Decreased Intensity of the Cardiac Sounds 
Accentuation of the First Sound at the Apex 
Enfeeblement of the First Sound at the Apex 
Accentuation of the Aortic Second Sound 
Enfeeblement of the Aortic Second Sound 
Accentuation of the Pulmonic Second Sound 
Enfeeblement of the Pulmonic Second Sound 
Reduplication of the Cardiac Sounds 
Tachycardia (Rapid Heart) 
Bradycardia (Slow Heart) 
Cardiac Arrhythmia, Forms of 
Cardiac Arrhythmia, Causes of 
Cardiac Murmurs . ; 
Mitral Area Murmurs 
Aortic Area Murmurs 
Pulmonic Area Murmurs 
Tricuspid Area Murmurs 
Continuous Murmurs 
Cardiorespiratory Murmurs 
Precordial Friction Sound 
Palpitation of the Heart 
Heartburn (Pyrosis; Cardialgia) 
Girdle Sensation 


See also Thoracic Back Pain, page 611. 


COUGH 


(Including Characteristics of the Sputum ) 


The Thorax or Chest 
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The act of coughing may be defined as a phenomenon in which, after a preliminary 
inspiration and rapid closure of the glottis accompanied by contraction of the muscles 
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of expiration, there is opening of the glottis and almost simultaneous closure of the 
nasopharynx by the soft palate, leading to a sudden blast of air, which has attained 
increased pressure during the foregoing events, up the expiratory passages, driving 
any foreign substance or excessive secretion in them upward and into the mouth. 

Cough not only serves as a protective mechanism for the lower respiratory tract 
against infection and foreign-body invasion but also has the function in disease of 
expelling excessive secretions and exudates from the bronchi and lungs. Two other 
mechanisms are involved beside the act of coughing in maintaining the patency and 
efficiency of the tracheobronchial tree as far as the free flow of air between the upper 
and lower portions of the respiratory tract is concerned, namely, 1, the ciliary action 
of the epithelium lining the trachea and bronchi, which constantly moves the secre- 
tion from the bronchial glands toward the larynx; and 2, the respiratory movements. 

Cough is a reflex mechanism which is controlled by a special nerve center in the 
medulla oblongata. Stimulation of this area may result from impulses usually derived 
from nerve endings arising almost anywhere in the respiratory mucous membranes 
as well as from impulses arising from other sites, such as from points along the dis- 
tribution of the vagus nerve in the pleura, throat, esophagus, and even the ear (Ar- 
nold’s nerve). Stimuli which initiate these impulses may be of an inflammatory, 
mechanical, chemical, or thermal nature. Once initiated, the impulse is carried along 
the afferent fibers of the vagus nerve to the nucleus of the tractus solitarius, where 
the afferent fibers end in the nerve cells. The efferent pathway of the reflex arc is 
mediated through the motor-nerve fibers of the intrinsic and accessory muscles of 
respiration. The act of coughing is also under voluntary control in that it can be pro- 
duced entirely voluntarily and to a lesser extent may be suppressed voluntarily. 

The conditions in which cough is a prominent symptom are: 1, inflammatory 
lesions of the respiratory tract; 2, pulmonary congestion; 3, intrathoracic tumors; 4, 
asthma; 5, foreign bodies; 6, lesions due to chemical irritants; 7, psychogenic dis- 
orders; and 8, cardiovascular abnormalities. One of the commonest causes of cough is 
cigarette smoking. 

Acute Tracheobronchitis. Characteristics. The cough is at first rough, ringing, 
racking, paroxysmal, and dry, with scanty viscoid expectoration. Later it becomes 
softer and productive of thick abundant mucus or mucopurulent sputum. 

Chief Signs. Usually an associated rhinopharyngolaryngitis or may occur as part 
of measles, pertussis, influenza, typhoid fever, or asthma (see below); slight fever; 
mild or moderate constitutional reaction (chilliness, malaise, backache); tightness 
or rawness under the sternum; bilateral ephemeral rales, first dry, then moist. 

Influenza (Respiratory Form). Characteristics. The cough is at first dry with 
scanty expectoration, later the sputum is abundant and contains greenish yellow 
purulent masses or coinlike clumps. In other cases there may be a dark red, bloody 
sputum. 

Chief Signs. Coryza and catarrhal symptoms; prostration; fever; pain in the back 
and bones; scattered rales in the lungs; may be pleuritic and pneumonic complica- 
tions; duration about a week; relapses common; great depression following the acute 
attack. 

Bronchopneumonia (Lobular Pneumonia). Characteristics. The cough may be 
dry and hacking in the early stages of the disease but soon becomes looser and is 
then associated with the production of a mucopurulent, blood-tinged sputum. In 
children expectoration is rare because the sputum is usually swallowed. 
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Chief Signs. May be a primary disease in infancy or the aged, or secondary to in- 
fluenza, measles, pertussis, diphtheria, scarlet fever, general debility, inflammatory 
process elsewhere in the respiratory tract, typhoid fever, or aspiration of foreign 
material; acute onset with fever in the primary form, but in the secondary form 
transition to the disease is often almost imperceptible; much respiratory difficulty 
with rates as high as 60 or 70 per minute in the primary form, less rapid in the sec- 
ondary form; temperature around 104° F. with or without daily remissions in the 
primary form, less temperature elevation as a rule in the secondary form; tachycardia; 
persistent subcrepitant rales over the involved area with at times signs of consolida- 
tion over portions of the lung; leukocytosis; x-ray. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. The cough is usually 
worse and more productive in the morning due to the accumulation of material in 
the dilated bronchi which have not been emptied for some time. The cough may or 
may not bring up large quantities of foul sputum. Postural drainage with forced 
coughing will often produce copious amounts of sputum. The sputum is often blood- 
streaked and grayish, grayish brown, or greenish yellow, and separates into three 
layers in a conical glass, the bottom layer of which contains Traube’s or Dittrich’s 
plugs. The paroxysms of cough may last for from a few minutes to an hour or more. 

Chief Signs. History of chronic lung trouble; widening of the intercostal spaces 
with retraction and lagging of the thoracic wall; chronicity; may be clubbing of the 
fingers and toes with or without hypertrophic osteoarthropathy; may be dyspnea 
and cyanosis on exertion; may be hemoptysis; may be crepitant or subcrepitant inter- 
mittent rales; may be bronchial or cavernous breath sounds when there are large 
empty bronchiectactic cavities; x-ray. 

Chronic Tracheobronchitis. Characteristics. The cough is chronic and variable, 
changing with the weather (worse in the winter or after exposure to extreme cold); 
there may be morning or night exacerbations. There may be an abundant mucopuru- 
lent sputum, a thin sputum, or no sputum (dry form). 

Chief Signs. Chronicity; usually in association with some disease of the mouth, 
nose, nasal sinuses, throat, or lower respiratory tract; predisposing foci, including 
apical abscesses of the teeth, pyorrhea alveolaris, sinusitis, chronic tonsillitis, bron- 
chiectasis, bronchial asthma, or emphysema; dyspnea on exertion; prolonged, wheezy 
expiration; sibilant or snoring rhonchi; crepitant rales common at the bases. 

Hypertrophic Emphysema. Characteristics. The cough and expectoration vary 
greatly, but resemble in general that of chronic bronchitis (see above) with which it 
is usually associated. There may be no cough during the summer months. 

Chief Signs. See page 430. 

Acute Simple Laryngitis. Characteristics. There is a dry hacking cough with harsh- 
ness, hoarseness, and weakness of the voice. At first the sputum is scanty, thick 
mucus; later mucopurulent and at times blood-streaked. 

Chief Signs. Sense of tickling; painful phonation; mild fever; may be painful swal- 
lowing and pain over the larynx; may be dyspnea in children; laryngoscopy (red, 
swollen cords ). 

Whooping Cough (Pertussis). Characteristics. The catarrhal stage of the disease 
is marked by an incessant type of cough which is dry and hacking in nature or loose 
and productive. Later in the disease there are paroxysms of a series of short, forcible 
coughs of increasing intensity, followed by a forceful inspiratory effort giving rise to 
the “whoop.” The face becomes cyanotic and congested during the paroxysm. The 
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cough spells are more frequent at night. They may be followed by vomiting. All 
cases do not exhibit such typical attacks. This stage of the disease lasts for about one 
month or sometimes longer. The next phase, i.e., convalescence, is characterized by 
a decreasing intensity and frequency of the paroxysms of cough, and the cough tends 
to become much looser and less paroxysmal with often the production of mucopuru- 
lent sputum. 

Chief Signs. Occurrence in children; epidemicity; insidious onset with coryza, 
cough, and mild fever; may be hemorrhages; lymphocytosis; duration six to eight 
weeks. 

Measles (Morbilli; Rubeola). Characteristics. There is always an irritable cough 
due to an accompanying acute tracheobronchitis (see above). 

Chief Signs. See page 205. 

Congestive Heart Failure. Characteristics. There may be cough in the beginning, 
due to passive congestion of the lungs; later, as pulmonary edema develops, there is 
a bloody or watery expectoration with an incessant cough. The sputum is charged 
with blood pigment, both free and contained within the alveolar epithelial cells, the 
so-called heart-failure cells. 

Chief Signs. Dyspnea; orthopnea; may be cyanosis; edema, first in the dependent 
parts; hydrothorax; ascites; enlarged liver; scanty urine; enlarged heart; murmurs; 
irregularities; high venous pressure. 

Pulmonary Edema. Characteristics. There is an incessant short cough, with copi- 
ous, frothy, sometimes blood-tinged expectoration; it may be expelled in a gush from 
the mouth and nose. 

Chief Signs. Dyspnea or orthopnea; pallor; sweat; feeble pulse; piping and bub- 
bling rales over the entire chest; basal dullness; evidence of cardiac weakness. 

Hay Fever. Characteristics. Cough is a common symptom and may be very dis- 
tressing. 

Chief Signs. Seasonal occurrence (spring and autumn); itching and burning of 
the eyes, nasopharynx, palate and pharynx with nasal obstruction; frequent sneezing; 
running at the nose; lacrimation; may be bronchial asthma; demonstration of pollen 
sensitization (skin tests). 

Bronchial Asthma. Characteristics. Cough of a dry and very tight nature, due at 
first to bronchospasm and later tenacious tracheobronchial mucus, is common dur- 
ing the early stages of the attack, but as it subsides the cough becomes looser. Fre- 
quently the attack ends with a paroxysm of coughing. The sputum at first occurs as a 
stringy, tough, tenacious material but gradually becomes more copious and is then 
thin and frothy and may be blood-streaked. Microscopically the sputum contains 
many eosinophils, Charcot-Leyden crystals, and Curschmann’s spirals. 

Chief Signs. Onset commonly under 10 years, persisting to old age; recurring 
paroxysms. Paroxysm: sudden onset, frequently nocturnal; violent respiratory move- 
ments with all the accessory muscles; short inspiration with long, wheezy expiration; 
slow respiration; cold sweat; small pulse; hyperresonance; numerous rales and noises; 
cough at the end with expectoration of viscid sputum containing Curschmann’s 
spirals, eosinophils, and Charcot-Leyden crystals; eosinophilia. Interval: may be 
bronchitis and emphysema; may be associated hay fever. 

Primary Atypical Pneumonia. Characteristics. Cough is an outstanding feature, at 
first dry and paroxysmal, later productive of mucoid or mucopurulent sputum. The 
sputum is often blood-streaked and in rare instances rusty or frankly bloody. 
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Chief Signs. Gradual onset; fever, sore throat, headache, malaise and chilly sensa- 
tions; substernal pain; often relative bradycardia; respiratory rate little increased; 
fine rales at first, frequently becoming coarse and moist; little or no elevation of white 
blood cell count; fever falling by lysis after 10 days; sputum negative for pathogenic 
organisms; X-ray. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Cough is usually 
the first symptom that the patient notices. In early stages of the disease the cough may 
be dry and hacking, but as the lesion progresses and caseation and necrosis occur it 
becomes looser, more copiously productive, and tends to occur in paroxysms. The 
sputum has no distinctive characteristics except with cavitation, when it is nummu- 
lar (grayish or greenish gray balls). It may be glairy, yellowish or green, speckled or 
streaked with blood, or reddish due to intimately mixed blood. 

Chief Signs. Insidious onset; loss of weight, strength, and appetite; pallor; may be 
hemoptysis; night sweats; afternoon pyrexia; rapid pulse; crepitant rales at one apex 
brought out by coughing (incipient stage), with changes in the breath sounds and 
slightly impaired resonance; diminished expansion; later, signs of consolidation or 
cavitation, and extension to the other apex; tubercle bacilli in the sputum; tuberculin 
test; X-ray. 

Lobar Pneumonia (Croupous or Fibrinous Pneumonia). Characteristics. Initially 
the cough is short and harsh and is either dry or productive of scanty, frothy, mucoid 
sputum which may or may not be blood tinged. Later the cough, which is usually as- 
sociated with pain due to an accompanying fibrinous pleuritis, becomes frequent, 
sharp, restrained, and is productive of a viscid, tenacious sputum. Typical prune 
juice or rusty sputum usually makes its appearance during the first two days of the 
disease. In old persons, drunkards, terminal pneumonias, and sometimes in young 
children, there may be no cough. 

Chief Signs. Acute onset with rigor and fever; pain in the side; short, rapid respira- 
tion with expiratory grunt; face flushed and the eyes bright; herpes labialis; pulse 
full and bounding (pulse-respiration ratio often 2 to 1); temperature around 104° F.; 
physical signs of lobar consolidation (dullness, bronchial breathing, bronchophony), 
later rales redux; leukocytosis; culture of sputum or blood; x-ray. 

Mitral Stenosis. Characteristics. There are often attacks of coughing and expec- 
toration from time to time even before there is much congestive failure. The sputum 
may be blood-streaked. 

Chief Signs. See page 472. 

Fracture of the Ribs. Characteristics. There may be a painful unproductive cough 
if there is displacement of the fragments or laceration of the lung. 

Chief Signs. History of injury to the chest; pain; tenderness; sometimes crepitus; 
abnormal point of motion; pain on compression of the chest; x-ray. 

Aneurysm of the Aorta, Characteristics. There may be a paroxysmal dry cough 
with a peculiar brazen ringing character or of a peculiar wheezing quality (goose 
cough) as a result of pressure on one or other of the recurrent laryngeal nerves. The 
voice is husky and weak, or there may be aphonia. Occasionally as a result of pressure 
from the aneurysmal sac on adjacent lung structures in cases of aneurysm of the first 
part of the arch of the aorta, localized bronchiectasis may result with its attendant 
symptoms and signs (aneurysmal phthisis). Aneurysm of the descending limb may at 
times be responsible for compression of the left upper bronchus with the eventual 
production of pulmonary atelectasis and cough therefrom, 
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Chief Signs. See page 413. 

Abscess of the Lung (Single). Characteristics. Chronic lung abscess with access 
to a patent bronchus is characterized by frequent, productive, loose cough and very 
large amounts of sputum which is creamy, pinkish or grayish, and foul or sweetish, 
and may be blood-streaked, representing the contents of the abscess cavity and the 
necrotic lung tissue surrounding it. Frank hemoptysis is common. The sputum con- 
tains elastic tissue. Repeated evacuations from time to time with smaller amounts of 
sputum each time are associated with a tendency to heal by the formation of scar 
tissue. 

Chief Signs. History of a preceding tonsillectomy, pneumonia, the inhalation of a 
foreign body, penetrating wound of the chest, or subphrenic or liver abscess; inter- 
mittent fever; chills, sweats, leukocytosis; physical signs not distinctive but may be 
those of cavity after the evacuation; may be rapid development of clubbed fingers; 
X-ray. 

Acute Pleurisy. Characteristics. A cough which is dry, short, suppressed, and 
hacking in character may be present during the early stages of the disease. The 
cough aggravates the pain in the side. 

Chief Signs. Acute onset with pain in the side; dyspnea; fever; pleural friction rub 
(lower axillary region); later, may be signs of pleural effusion. 

Pulmonary Infarction. Characteristics. Cough which may at first be dry but later 
productive of bloody sputum almost invariably occurs. As time passes the sputum 
becomes darker and decreases in amount. When the infarct occurs near a pleural 
surface, there is almost always a fibrinous pleurisy, the irritation from which may 
also be productive of cough. 

Chief Signs. Presence of valvular heart disease, phlebitis, or previous operation; 
sudden sharp pain in the side; abrupt rise of fever and pulse rate; pleural friction if 
large; impaired resonance and tubular breathing (circumscribed); x-ray; electro- 
cardiogram. 

Acute Miliary Tuberculosis (Pulmonary Form). Characteristics. The cough is 
slight early but later becomes distressing. The expectoration is scanty, mucopurulent, 
and occasionally rusty. 

Chief Signs. History of chronic cough or preceding infection (in children) ; may 
be dyspnea and cyanosis; signs of diffuse bronchitis; may be inverse fever; rapid 
wasting; palpable spleen; tubercle bacilli in the sputum; ophthalmoscopy (choroid 
tubercle) ; x-ray (bilateral, diffuse peppering of the lungs); death in one to six weeks 
if untreated. 

Tuberculous Laryngitis. Characteristics. The cough at first is not very troublesome, 
but later, when ulceration is extensive, it is more marked, and is very painful, husky, 
and ineffectual. 

Chief Signs. See page 280. 

Diphtheria ( Membranous Croup). Characteristics. There is at first a slight hoarse- 
ness with a rough cough (croupy) and inspiratory dyspnea and stridor. 

Chief Signs. See page 432. 

Acute Subglottic Laryngitis (False Croup of Children). Characteristics. Preced- 
ing the attack there is cough, slight hoarseness, and an inspiratory rustling sound. 
The croup attack begins characteristically at night with a hoarse cough and dyspnea 
with crowing inspiratory stridor and cyanosis which awaken the child and progress 
to a point where there may be brief loss of consciousness. At this stage the child then 
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begins to breathe again and coughs up much thick, tenacious sputum. The following 
day the hoarseness and slight cough persist. The entire attack tends to be repeated on 
two or three successive nights. In older children and adults the condition is rare and 
is marked by hoarseness or aphonia and a very hoarse, rough, resounding cough 
productive of thick mucoid sputum. 

Chief Signs. Occurrence between 2 and 4 years as a rule; typical nocturnal attacks; 
usually preceding rhinopharyngitis; slight fever; laryngoscopy where possible. 

Adenoids. Characteristics. Occasionally there is a paroxysmal cough of trouble- 
some character, usually increased by lying down; it is more frequent at night, but 
may occur during the day. 

Chief Signs. Nasal catarrh; mouth breathing; disturbed sleep; deafness; chest de- 
formities (Harrison’s groove); backward development; examination of the naso- 
pharynx (finger or nasopharyngoscope ). 

Acute Tuberculous Pneumonia (Caseous Pneumonia; Pneumonic Phthisis). Char- 
acteristics. There is a suppressed cough with the expectoration of a blood-tinged or 
typical rusty sputum, which later becomes abundant, purulent, and sometimes green- 
ish. 

Chief Signs. Acute or subacute onset; symptoms and physical signs of lobar pneu- 
monia without crisis; irregular temperature; rapid pulse; rapid wasting; prostration; 
persistence of consolidation, followed by cavitation; tubercle bacilli in the sputum; 
X-Tay. 

Acute Tuberculous Bronchopneumonia (Galloping Consumption). Characteris- 
tics. A slight cough is present at the onset, which becomes progressively worse and 
the sputum more and more abundant. The latter is at first mucoid but becomes yel- 
lowish or greenish and may be streaked with blood. 

Chief Signs. Abrupt onset; rigors; dyspnea; high hectic temperature; rapid pulse; 
sweats mainly at night; wasting; physical signs of diffuse bilateral bronchitis; later 
areas of consolidation, especially at the apices; typhoid state; tubercle bacilli in the 
sputum; x-ray. 

Fibroid Phthisis. Characteristics. There is a paroxysmal cough with a copious ex- 
pectoration of a mucopurulent or seropurulent nature, sometimes fetid, and most 
marked in the morning. 

Chief Signs. Chronicity; may be bronchiectasis; hemoptysis; dyspnea on exertion; 
affected side immobile, retracted, shrunken; physical signs of consolidation (wooden 
resonance and hyperresonance, bronchophony, bronchial and amphoric breathing, 
apical rales); cardiac displacement toward the affected side; tubercle bacilli in the 
sputum; x-ray. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia, Cirrhosis of the Lung). 
Characteristics. With extensive involvement there is a chronic and often paroxysmal 
cough. The amount and character of sputum raised depends upon the associated 
disease and varies from the expectoration of a slight mucoid material to copious 
amounts of mucopurulent or seropurulent, at times fetid, sputum. 

Chief Signs. History of previous pneumonia or some chronic nontuberculous lung 
disease; chronicity; some dyspnea on exertion; hemoptysis; may be bronchiectasis; 
affected side immobile, contracted, shrunken; signs of consolidation or cavitation, 
with emphysema of the opposite side; cardiac displacement toward the affected side; 
absence of tubercle bacilli in the sputum; x-ray. 

Gangrene of the Lung. Characteristics. Cough is usually present and often parox- 
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ysmal in character. Hemoptysis may be the first sign. The sputum is characteristic; 
it has a horribly fetid odor and separates into three layers in a conical glass (froth, 
greenish fluid, and greenish sediment containing elastic fibers). 

Chief Signs. History of preceding lung disease or injury to the lung; insidious on- 
set, extreme prostration; variable fever slight or hectic; physical signs not distinctive; 
usually death. 

Inhalation of Poison Gases. Characteristics. The cough produced by those gases 
whose main site of action is exerted upon the pulmonary alveoli (phosgene, diphos- 
gene, chloropicrin, chlorine, and oxychlorcarbon) is constant and productive of 
frothy, blood-tinged sputum (similar to the cough and sputum of pulmonary edema). 
The cough resulting from those gases whose main site of action is exerted upon the 
mucosa of the larynx, trachea, and bronchi (dichlorethylsulfide, dichlormethyl ether, 
and chlorine) varies considerably according to the degree of involvement. In the 
early stages of such exposure or where exposure has been slight, the cough is dry, 
hacking, and irritating. If mucosal ulceration and necrosis occur or secondary infec- 
tion supervenes, the cough becomes loose and productive of a purulent sputum. 

Chief Signs. History of inhalation; dyspnea; a sense of compression in the chest; 
faintness; may be cyanosis. 

Pneumonoconiosis. Characteristics. In silicosis and siderosis where progression 
has been sufficient to produce symptoms, a slight, dry, nonproductive cough is fre- 
quent. Sputum if present is small in amount. In silicosis and asbestosis, cough is at 
first mild but later becomes severe and is productive of tenacious sputum which at 
times is blood-streaked. 

Chief Signs. Occupation (miner, stonecutter, etc.) ; chronic failing health; wheezy 
dyspnea; signs of fibrosis of the lungs or cavitation; x-ray. 

Congenital Heart Disease. Characteristics. A brassy cough due to pressure on the 
recurrent laryngeal nerve may be seen in such congenital anomalies as right-side 
aortic arch with left descending aorta, aortic ring, Eisenmenger complex, patency of 
the ductus arteriosus, and defects in the auricular septum. Cough is often a common 
complaint in single ventricle (pulmonary artery from rudimentary chamber), dextro- 
cardia (situs inversus), and all pulmonary veins draining into the right ventricle. 

Chief Signs. Occurrence in childhood; may be cyanosis; dyspnea on exertion; 
physical signs depending on the nature of the lesion. 

Psychogenic Cough (Hysteria). Characteristics. A paroxysmal cough is some- 
times noted, often dry, persistent, croaking, monotonous, and unpleasant to hear, in 
persons with little or no organic basis for the cough. This may be a habit or tic due to 
defensive or suggested reaction. 

Chief Signs. See Hysteria, p. 341. 

Goiter. Characteristics. Cough with marked stridor may persist for years. 

Chief Signs. Enlargement of the thyroid gland; pressure symptoms. 

Primary Malignant Tumors of the Bronchi and Lungs (Bronchogenic Carcinoma 
and Sarcoma of the Lung). Characteristics. A dry cough may be the first symptom. 
If the tumor arises in the large bronchi there is at first a hacking, irritating, persistent, 
nonproductive cough. As the lesion progresses, expectoration begins, the sputum at 
first being scanty and mucoid but later copious, foul, mucopurulent, blood-streaked 
or hemorrhagic. Sometimes it resembles currant jelly; this is very suggestive of malig- 
nant disease. 

Chief Signs. Asymptomatic early; may be history of recurrent bouts of “pneu- 
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monia”; pain early in peripherally situated lesions (variable in intensity, located on 
the same side of the thorax as the tumor, may be referred to the neck, shoulder, upper 
abdomen, back, arms, or legs); superior sulcus tumor (Pancoast’s tumor) may pro- 
duce Horner’s syndrome or paresis of the hand on the homolateral side; hemoptysis; 
continuous or intermittent fever; may be signs of atelectasis; may be effusion; may be 
cervical lymph node involvement; emaciation early and advancing rapidly with pro- 
gression of the disease; terminal cyanosis; absence of tubercle bacilli, possibly malig- 
nant cells in the sputum; x-ray; bronchoscopy; thoracoscopy; exploratory thoracot- 
omy. 

Metastatic Pulmonary Tumors. Characteristics. Epithelial malignant lesions and 
sarcomas may at times produce a cough which is not distinctive; they seldom do be- 
cause they usually occur in the hilar nodes or parenchymal areas. 

Chief Signs. Presence or history of carcinoma or sarcoma elsewhere (carcinoma 
of the breast, malignant lesion of the thyroid gland, carcinoma of the prostate, car- 
cinoma of the uterus, carcinoma of the pancreas, carcinoma in the gastrointestinal 
tract, hypernephroma, chorio-epithelioma, etc.); dyspnea; hemoptysis; vague tho- 
racic pain; suppressed breath sounds and subcrepitant rales over a limited area with 
later bronchovesicular or bronchial breathing and sibilant and sonorous rales; signs 
of pleural effusion; cytologic examination of sputum, x-ray. 

Mediastinal Tumors. Characteristics. A patient who has mediastinal pressure pro- 
ducing respiratory symptoms has dyspnea and cough. Initially the cough is dry but 
later becomes productive of at first a mucoid and finally a purulent sputum. The 
cough and expectoration result from pressure and obstruction of the air passages, but 
the tonal quality may at times be influenced by involvement of the recurrent laryngeal 
nerve. The tumors so situated include tumors of the thyroid, tumors of the thymus, 
tumors of nervous tissue (neurofibroma, sympatheticoblastoma, hourglass tumors), 
lipomas, fibromas, chondromas, myxomas, tumor of the trachea and esophagus, tu- 
mors of lymphatic tissue (inflammatory—tuberculosis, lymphomas, metastatic tu- 
mors ), and vascular and pericardial masses. 

Chief Signs. Dyspnea; pressure symptoms (dysphagia, stridor, dilated veins of the 
neck and thorax, cyanosis of the upper parts of the body); physical signs (substernal 
dullness, absent vocal resonance, effusion); may be a history of growth elsewhere; 
x-ray; bronchoscopy; exploratory thoracotomy. 

Pericarditis with Effusion. Characteristics. An irritative cough occurs due to pres- 
sure on the trachea. 

Chief Signs. Occurrence in rheumatic fever; septicemia, pneumonia, tuberculosis, 
chronic diseases; dyspnea; precordial pain; anxious, dusky face; rapid, small pulse; 
pulsus paradoxus; bulging precordium; obliterated cardiac impulse; muffled heart 
sounds; increased area of cardiac dullness; may be signs of consolidation posterior to 
heart (dullness, bronchial breath sounds); X-ray; paracentesis. 

Fibrinous Bronchitis (Plastic Bronchitis). Characteristics. Paroxysmal attacks of 
cough occur with dyspnea and the final expectoration of fibrinous casts of the bronchi. 

Chief Signs. May be acute or chronic; paroxysmal dyspnea and cough; occurrence 
in middle life; may be definite attacks over months or years; bruit de drapeau. 

Pulmonary Actinomycosis. Characteristics. The cough is chronic, with mucopuru- 
lent, sometimes fetid, expectoration. 

Chief Signs. Irregular fever; presence of Actinomyces i in the sputum; physical signs 
suggestive of: first, chronic bronchitis; second, miliary tuberculosis; third, broncho- 
pneumonia or abscess; presence of actinomycotic lesions elsewhere. 
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Less Common Causes. Postnasal drip (acute sinusitis, allergic sinusitis, chronic 
sinusitis, acute rhinitis, chronic rhinitis, nasal polyp, smoking, improper ventilation, 
thermal changes, inhalation of dust, fumes, allergens, prolonged medication, etc.) ; 
foreign body in the ear; impacted cerumen; acute pharyngitis; chronic pharyngitis 
(chronic tonsillitis, chronic lateral and granular pharyngitis); pharyngeal lymphatic 
hyperplasia; lingual varix; elongated uvula; chronic laryngitis; foreign body in the air 
passages; abscess of the larynx; benign laryngeal growth; malignant laryngeal growth; 
syphilis of the larynx (secondary and tertiary); tuberculosis of the larynx; vocal 
nodules; contact ulcer of the larynx; pachydermia; leukokeratosis of the larynx; pro- 
lapse of the laryngeal ventricle; edema of the larynx; hyperesthesia of the larynx; 
perichondritis of the larynx; acute membranous laryngitis; laryngocele; benign 
tracheobronchial growths; tuberculosis of the trachea and bronchi; syphilis of the 
trachea and bronchi; tracheal stenosis; tracheobronchitis of infectious and contagious 
diseases (influenza, measles, typhoid, typhus); acute bronchiolitis (capillary bron- 
chitis) ; lipoid pneumonia; allergic pneumonia; radiation pneumonia; mycotic infec- 
tions of the lungs and bronchi (streptothricosis, blastomycosis, coccidioidomycosis, 
moniliasis); parasitic disease of the lungs (blood flukes, echinococcal cyst); empy- 
ema with bronchopleural fistula; pulmonary congestion (active); compression syn- 
drome (middle lobe); pulmonary atelectasis; wounds of the lung; mediastinitis; 
pulmonary ascaridiasis; pneumothorax; broncholithiasis; alveolar and pulmonary 
adenomatosis; congenital pulmonary cysts; psittacosis; pulmonary hypertension, 
pericardial tumors; pericardial cysts; pericardial diverticulum; cardiac aneurysm, 
habit cough; congenital malformations of the esophagus (atresia with tracheal com- 
munication, esophagotracheal fistula); diverticulum of the esophagus; diffuse dilata- 
tion of the esophagus; paralysis of the esophagus; esophageal stenosis; benign 
esophageal growths; malignant esophageal growths; diaphragmatic elevation (acute 
gastric dilatation, ascites, tympanites); subphrenic abscess; diaphragmatic hernia; 
perforation of the lung by liver abscess; hernia of the lung; multiple abscesses of the 
lung; bulbar palsy; reflex irritation of the phrenic nerve; diphtheritic paralysis; pul- 
monary alveolar proteinosis; farmer’s lung; splenosis (cave disease—probably histo- 
plasmosis) ; Whipple’s disease; cystic fibrosis; tracheopathia osteoplastica; Shaver’s 
disease (aluminum fumes); alveolar capillary block syndrome; anthrax; berylliosis; 
brucellosis; lymphocytic choriomeningitis; kala-azar; paragonimiasis; lipoid pneu- 
monia; polyarteritis nodosa; pretibial fever; Q fever; relapsing fever; Rocky Mountain 
spotted fever; salmonellosis; sarcoidosis; strongyloidiasis; thymic tumor; toxoplas- 
mosis; tularemia; Weil’s disease; visceral larva migrans; Wegener’s syndrome; Kar- 
tagener’s syndrome. 


HEMOPTYSIS 
(Bronchopulmonary Hemorrhage ) 


It is important to differentiate hemoptysis from hematemesis. In hemoptysis, cough 
or signs of some pulmonary or cardiac disease precede in many cases the hemorrhage, 
while in hematemesis the previous history points to gastric, hepatic, or splenic disease. 
In hemoptysis the blood is coughed up after a tickling sensation in the throat, but in 
hematemesis it is vomited up after an attack of giddiness. In the former the blood is 
frothy, bright red, alkaline, and mixed with mucopus, in the latter it is clotted, mixed 
with particles of food, dark colored, and acid. After hemoptysis the cough persists 
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with physical signs of lung involvement, and the sputum may be blood-tinged for 
many days; after hematemesis, the patient passes tarry stools and signs of disease of 
the abdominal viscera may be detected. Blood-stained discharges of nasal, lingual, 
gingival, or pharyngeal origin must not be confused with hemoptysis (the spitting of 
blood resulting from bleeding arising at any level of the respiratory tract from the 
larynx down to the parenchymal lung tissue). The sputum is blood-streaked, blood- 
tinged, or mixed with blood in many laryngeal, bronchial, and pulmonary diseases. 
The causes of hemoptysis are: 1, trauma and foreign body; 2, cardiovascular lesions 
including possibly vicarious menstruation; 3, inflammations; 4, blood dyscrasias; 
5, neoplasms; 6, compression syndrome; and 7, idiopathic conditions. 

Pulmonary Tuberculosis (Phthisis). Characteristics. Hemoptysis may occur at any 
stage of the disease either as a result of erosion of vessels by caseous lesions or by 
the extension of a progressively enlarging cavity through the wall of a vessel. Thus, it 
may be one of the earliest signs and then it is usually small in amount (half ounce), 
whereas in advanced stages the hemoptysis may be profuse. The bleeding, as a rule, 
sets in suddenly; the patient notices a warm, salty taste, and the mouth fills with blood; 
it may come up with a slight cough. The blood is frothy, mixed with mucus and 
generally bright red. When large amounts of blood are expectorated it may be dark 
in color. The sputum may remain blood-tinged for some days. The hemoptysis usu- 
ally recurs several times. It is rarely fatal. Even without frank hemoptysis the sputum 
may be constantly streaked with blood, or pinkish or salmon-colored for long 
periods. 

Chief Signs. See page 390. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. Recurrent, small 
hemoptyses are not infrequent, and occasionally severe pulmonary hemorrhage may 
occur. The bleeding may originate either from highly vascular granulation tissue in 
the bronchiectatic cavities or from areas of sloughed mucous membrane secondary 
to the inflammatory process. 

Chief Signs. See page 388. 

Aortic Aneurysm. Characteristics. In some cases slight hemoptysis or blood-streak- 
ing of the sputum may occur as a result of erosion of the aneurysm into the trachea 
or bronchi. Rupture of an aneurysm into one of these structures may result in a 
rapidly fatal hemorrhage. 

Chief Signs. See page 294. 

Mitral Stenosis. Characteristics. Slight bleeding may result from pulmonary con- 
gestion, which is common long before failure appears. A brisk hemoptysis from rup- 
ture of a larger pulmonary vessel (pulmonary apoplexy ) may occur. 

Chief Signs. See page 472. 

Pneumonia. Characteristics. The hemoptysis occurring in pneumonia results from 
the intense inflammatory reaction in the pulmonary parenchyma and the smaller 
divisions of the tracheobronchial tree. In pneumococcal, staphylococcal, and Fried- 
lander’s pneumonia, the sputum is colored with blood and rusty in appearance or 
blood-streaked. In the pneumonia associated with influenza, especially if there is 
secondary infection with the hemolytic streptococcus or Staphylococcus aureus, 
heavily blood-streaked or stained sputum may be expectorated. A brisk hemoptysis 
may occasionally be the initial symptom in pneumonia. 

Chief Signs. See page 387. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
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teristics. The hemoptysis which often occurs in this condition results from the heavy 
extravasation of blood that takes place in the infarcted area. It is frequently associ- 
ated with pleuritic pain and fever, but is not a necessary symptom. 

Chief Signs. See page 391. 

Bronchogenic Carcinoma. Characteristics. The occurrence of small repeated 
hemoptysis is extremely common, but at times large amounts of blood may be coughed 
up. Occasionally the expectorated blood is thick, dark, and closely resembles cur- 
rant jelly. When the carcinoma is associated with pulmonary suppuration, purulent 
bloody sputum is expectorated. 

Chief Signs. See page 393. 

Bronchial Adenoma. Characteristics. Recurrent hemoptysis, often considerable in 
amount, occurs over a period of years. 

Chief Signs. More frequent in females; may be lobar atelectasis or suppuration; 
bronchoscopy; exploratory thoracotomy. 

Abscess of the Lung. Characteristics. A definite hemoptysis due to erosion of blood 
vessel walls as a result of extensive tissue damage is an exceedingly common symp- 
tom. Occasionally a fatal result is brought about by the occurrence of a large hemor- 
rhage. 

Chief Signs. See page 391. 

Arteriosclerosis. Characteristics. Bleeding from the respiratory tract as a result of 
the increased fragility of these vessels with rupture is not uncommon, cardiac de- 
compensation with elevated pulmonary venous pressure often being the precipitating 
cause. 

Chief Signs. See page 9. 

Trauma to the Chest. Characteristics. In some severe cases there is no hemoptysis 
or there may be only a spitting of blood; in some slight bruises, on the other hand, the 
amount of blood coughed up may be large. 

Chief Signs. History of injury, presence of a stab or gunshot wound; shock, the 
degree depending on the extent of the injury; pain; dyspnea; cough; hemorrhage from 
the wound; may be pneumothorax; may be subcutaneous emphysema; x-ray (rib 
fracture with lung penetration). 

Less Common Causes. Recurring hemoptysis in youth; pertussis; ulceration of the 
larynx (tuberculosis, syphilis); diphtheria of the tracheobronchial tree; parasitic 
diseases of the lung (hydatid cyst, lung fluke, Entamoeba histolytica) ; fungous infec- 
tion (actinomycosis, streptothricosis, sporothricosis, blastomycosis, moniliasis, cryp- 
tococcosis, aspergillosis, histoplasmosis, coccidioidomycosis ); gangrene of the lung; 
agranulocytosis; scurvy; vascular hypertension; leukemia; hemangiomas, including 
pulmonary arteriovenous fistula; purpura haemorrhagica; hemophilia, pseudohemo- 
philia; vicarious menstruation; compression syndrome (enlarged tracheobronchial 
glands); impacted foreign body in the air passages; malignant new growth of the 
larynx (epithelioma, adenocarcinoma); congestive heart failure; acute tracheobron- 
chitis (sometimes blood-streaked sputum); chronic tracheobronchitis (sometimes 
blood-streaked sputum); malignant new growths of the trachea; injury of the larynx; 
laryngeal varix; acute membranous laryngitis (nondiphtheritic) ; mediastinal tumor; 
neoplasms arising from the chest wall; metastatic pulmonary tumors; syphilis of the 
lung; bubonic plague (pneumonic form); cystic disease of the lung; emphysema; 
pneumonoconiosis; anticoagulant overdosage (Dicumarol, heparin, etc.) ; vitamin K 
deficiency (inadequate intake, deficient intestinal biosynthesis, defective absorption) ; 
dermoid cyst of the lung; primary lung sarcoma; polycythemia rubra vera; acute 
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miliary tuberculosis, pulmonary (few cases); pulmonary fibrosis (chronic interstitial 
pneumonia); telangiectasia (Rendu-Osler-Weber disease ); empyema, bursting into 
the lung; subdiaphragmatic abscess, bursting into the lung; congenital heart disease 
(Eisenmenger complex is outstanding manifestation in which both cyanosis and 
hemoptysis occur); fibrinous bronchitis (hemoptysis, common after expectoration 
of the casts); bronchiolithiasis; hepatic abscess, bursting into the lung; broncho- 
stenosis; psittacosis (occasional blood-stained sputum); Weil’s disease; broncho- 
spirochetosis; industrial exposure to irritant fumes; fibrinogenopenia; tracheopathica 
osteoplastica; pulmonary echinococcosis, Wegener’s syndrome. 


PAIN IN THE STERNAL REGION 
(See also Heartburn, page 509; and Dysphagia with Pain, page 270.) 


Angina Pectoris. Characteristics. Typically, angina pectoris is characterized by 
the occurrence of substernal pain of moderate discomfort. The quality or character 
of the substernal pain is variously described as tension, oppression, heaviness, or a 
viselike, constricting, or burning sensation. The discomfort is usually felt under the 
upper portion of the sternum in the midline or slightly to the right or left or under the 
manubrium or xiphoid. In more severe forms the pain is described as sharp, tearing, 
crushing, or as dull and grinding. The discomfort of angina pectoris commonly radi- 
ates from the substernal area. It is frequently projected over the pectoral region to the 
left shoulder and along the medial aspect of the left arm to the elbow or further to the 
forearm, wrist, and fingers in an ulnar distribution. Similar radiation to the right with 
or without left-sided projection is not uncommon. Other areas of radiation include 
the neck, jaws, left side of the face, back, especially under the left scapula, and epi- 
gastrium. The attacks of pain are usually brought on by exertion, excitement, or eat: 
ing a heavy meal, but in severe cases they may come at any time. A separate variety 
described as angina pectoris inversa occurs at night, usually awakening the patient 
from a sound sleep, and usually eventuating after a period of several days in myo- 
cardial infarction. The discomfort of angina pectoris may last a few seconds to 30 
minutes but usually less than 2 or 3 minutes. 

Chief Signs. See page 324. 

Acute Coronary Insufficiency. Characteristics. Pain characteristic of angina pec- 
toris occurs usually without relation to any of the precipitating causes of angina. The 
pain may last from 30 minutes to several hours but is not followed by the ancillary 
changes of myocardial infarction. 

Chief Signs. As in Angina Pectoris, see page 324. 

Myocardial Infarction. Characteristics. The pain of myocardial infarction is similar 
to that of angina pectoris, but as a rule it is more severe and protracted. Typically it 
appears as severe substernal pain (clutching, crushing, viselike, agonizing), often 
with epigastric oppression, lasting for hours and not relieved by vasodilating drugs 
but somewhat by morphine. In some patients pain is of moderate or only,slight inten- 
sity. The radiation of pain is similar to that of angina pectoris. 

Chief Signs. Collapse; dyspnea; sudden enlargement of the heart with muffled heart 
sounds; tachycardia; low blood pressure; varying arrhythmia; fever; if severe, with 
upper abdominal radiation, symptoms and signs of an acute abdomen; leukocytosis 
(10,000 to 15,000); may be pericardial friction rub; increased sedimentation rate; 
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serial electrocardiograms (RS-T and T wave alterations and the appearance of Q 
waves ); elevated serum transaminase. 

Aneurysm of the Aorta. Characteristics. Pain is often absent unless saccular dilata- 
tion has become so large as to impinge on the sternum, ribs, or spine. In such instances 
the discomfort, usually described as boring or burning in nature, may be substernal 
and of a slight, continuous, severe, or paroxysmal nature. The pain is frequently 
aggravated by recumbency, exercise, cough, or deep breathing. 

Chief Signs. See page 413. 

Syphilitic Aortitis. Characteristics. There may be sudden, acute, oppressive, par- 
oxysmal substernal pain as a result of involvement of the coronary ostea in the luetic 
process with radiation as in angina pectoris. Occasionally a dull, burning, continuous 
substernal discomfort may be present. 

Chief Signs. History or evidence of syphilis; physical signs of dilatation of the 
aorta; diastolic aortic murmur; high pulse pressure; x-ray; positive serology. 

Influenza (La Grippe; Grip). Characteristics. The substernal soreness of acute 
bronchitis may be present. 

Chief Signs. See page 387. 

Fracture of the Sternum. Characteristics. There is fixed and localized pain, in- 
creased by deep respiratory action, by body movements, or by cough. The head and 
body are bent forward, since attempts to straighten up cause much suffering. The 
fracture is most common at the junction of the gladiolus and manubrium. 

Chief Signs. History of severe direct violence; deformity; crepitus (auscultation 
and palpation during quick respiration) ; may be abnormal mobility; x-ray. 

Dissecting Aneurysm. Characteristics. Pain attending the splitting of the aortic wall 
is usually sudden, excruciating, and agonizing. When dissection is confined to the 
aortic arch the pain is substernal or in the upper anterior chest and often radiates to 
the shoulders. As the tearing progresses into the descending aorta pain may be felt 
in the neck and midline of the back and even in the thighs. If the patient survives the 
pain usually lasts for hours. 

Chief Signs. Occurrence in middle life or later; hypertension (usual); absence of 
evidence of syphilis; initial shock; evidence of arterial occlusion, especially in the 
legs, viscera, or brain; fever; leukocytosis; rarely electrocardiographic changes; x-ray. 

Mediastinal Tumor. Characteristics. Such tumors may or may not be associated 
with pain, but they often are. When such is the case the pain, which is at first fre- 
quently manifested by a sensation of substernal weight or oppression, is usually as- 
sociated with dyspnea and cough. As the disease progresses the discomfort, though 
tending to vary greatly in intensity, often becomes more marked and severe but usu- 
ally remains localized to the substernal areas. 

Chief Signs. See page 394. 

Mediastinal Emphysema. Characteristics. Pain in the substernal area, which is 
intense, tending to radiate to the neck and shoulders, agonizing, and protracted is 
characteristic of the disease. In some instances the pain is milder, being oppressive or 
heavy in nature and substernal in location. 

Chief Signs. May be a history of severe cough, crying, lifting, straining, thoracic 
injury, pulmonary disease (bronchopneumonia, influenza, asthma, tuberculosis), 
ruptured abdominal viscus, positive-pressure anesthesia, pulmonary surgery, etc.; 
may appear spontaneously (spontaneous interstitial pulmonary emphysema); dysp- 
nea; cyanosis; swelling in the cervical region; crepitation on palpation of the sub- 
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CHARACTERISTICS 


OF PAIN 


LOCATION OF 
PAIN 


DURATION OF 
PAIN 


DYSPNEA 


DEGREE OF 
SHOCK 


OTHER SYMP- 
TOMS 


ELECTROCARDIO- 
GRAPHIC AB- 
NORMALITIES 


MYOCARDIAL 
INFARCTION 


Of variable in- 


tensity, usually 
severe; sensa- 
tion of pres- 

sure, crushing 
or squeezing; 

sometimes ab- 
sent 


Region of ster- 


num, some- 
times epigas- 
tric or ab- 
dominal; may 
radiate to up- 
per midback, 
shoulders and 
arms, espe- 
cially left 


Variable, from 


one or two 
hours to sev- 
eral days, 
milder sore- 
ness persist- 
ing; may recur 
for several 
days 


Usually not 


present, rarely 
the presenting 
complaint 


Variable, often 


severe with 
cold moist 
skin, sweating, 
weakness, fall 
in blood pres- 
sure, tachy- 
cardia 


May be ab- 


dominal ten- 
derness, not 
localized; may 
be nausea, 
vomiting, dis- 
tention; some 
fever and leu- 
kocytosis 
(15,000— 
20,000); ele- 
vated serum 
transaminase 


ST and T wave 


changes, re- 
ciprocal be- 
tween leads I 
and III, pro- 
gressive; ap- 
pearance of Q 
waves 
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DIFFERENTIAL DIAGNOSIS OF MAIN DISEASES 


ANGINA 
PECTORIS 


Variable in type 
and intensity; 
sense of con- 
striction, 
tightness, 
burning, ful- 
ness, choking, 
oppression, 
“indigestion’’; 


brought on by 


exertion, ex- 
citement, or 
eating 


Substernal or 
epigastric, 
often radia- 
ting to shoul- 
der (usually 
left) and go- 
ing down arm 
to hand 


Usually only a 
few minutes 


Usually none 


None 


Slight rise of 
blood pressure 


Variable but not 


progressive; 
may be T 
wave nega- 
tivity and 
ST segment 
changes 


PULMONARY 
EMBOLISM 


Often absent; 
sudden pierc- 
ing pleural 
type in severe 
cases, or sub- 
sternal pain 
or sense of 
tightness in 
others 


If pleural, may 
radiate to 
shoulder 


Short, or aggra- 
vated by 
breathing 


Variable, de- 
pendent on 
size of branch 
occluded; may 
be severe 


Variable; in se- 
vere cases as- 
sociated with 
anxious facies, 
cyanosis, pro- 
fuse sweating 


May be irritat- 
ing cough and 
hemorrhagic 
sputum; may 
be fever and 
leukocytosis; 
may be physi- 
cal signs of 
pulmonary in- 
farction; may 
be x-ray evi- 
dence 


Often minor, 
variable; may 
be ST depres- 
sion; may be 
deep Q wave 
with negative 
T wave in 
lead III, or S 
wave in lead 


DISSECTING 
ANEURYSM 


Abrupt onset; 
severe and 
“crushing” 


Extensive, radi- 
ating from 
midthorax 
front or back 
through chest, 
down back, 
and even into 
thighs and up 
to neck 


Hours or days, 
if patient lives 


None 


Often great 


Those due to 
dissection of 
arteries of 
various or- 
gans: differ- 
ence in pulses 
on two sides; 
hematuria; 
trophic 
changes in 
legs; neuro- 
logic disturb- 
ances; usu- 
ally preceding 
hypertension; 
fever and leu- 
kocytosis 


None unless 
dissection in- 
volves coro- 
mary artery or 
hemoperi- 
cardium re- 
sults 


ACUTE 
PERICARDITIS 


Often none; may 
be dull aching 
sensation; may 
be sharp pleuro- 
pericardial pain, 
stabbing, cut- 
ting, or con- 
stricting 


Precordial if pres- 
ent, may be re- 
ferred to neck 
or abdomen 


Hours or days if 
present 


Usually present 
with large effu- 
sions; may be 
orthopnea 


Not remarkable 
except in ter- 
minal stage 


Precordial friction 
rub, or signs of 
pericardial effu- 
sion; fever and 
leukocytosis; 
evidence of pri- 
mary disease 


Elevation or de- 
pression of ST 
segments, with- 
out reciprocal 
changes in leads 
J and III or 
prominent Q 
waves 


x 


cutaneous tissue; hyperresonance of percussion note over the sternum, crackling, 


popping sounds over the sternum increased by cardiac systole; x-ray. 


Acute Tracheitis. Characteristics. The discomfort, often accentuated by coughing, 
is usually felt under the upper sternal region and is often described as burning in 
nature. There is often similar discomfort lateral to the sternum corresponding in 
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SIMULATING ACUTE MYOCARDIAL INFARCTION 


ACUTE 
PNEUMOTHORAX 


Sudden, sharp, stab- 
bing, tearing 


Midaxillary; may be 
referred to scapula, 
beneath clavicle, or 
radiate around 
chest 


Hours 


Severe and steadily 
increasing; patient 
sitting 


Variable, usually mod- 
erate 


Mental distress; char- 
acteristic physical 
and x-ray signs 


None 


ACUTE ABDOMEN 


Usually sudden but 
variable depend- 
ing on condition 
(perforated peptic 
ulcer, acute ap- 
pendicitis, acute 
pancreatitis, acute 
intestinal obstruc- 
tion); severe 


Epigastric and ab- 
dominal 


Variable, often 
hours; may be 
colicky 


Usually not present 


Variable but severe 
in some cases 


May be abdominal 
tenderness and 
rigidity, disten- 
tion, visible peri- 
stalsis, according 
to condition; 


fever and leukocy- 


tosis 


None 


GALLSTONE COLIC 


Abrupt, severe, 
colicky; variable 
in different at- 
tacks 


Right hypochon- 
drium or epigas- 
trium; may radi- 
ate to back, be- 
neath right scap- 
ula or shoulder 


Variable, rarely 
more than several 
hours 


None 


None 


Often vomiting and 
sweating; may be 
fever, leukocytosis, 
local tenderness, 
jaundice; x-ray 
evidence 


None 


LoBAR PNEUMONIA 


Sudden, sharp, ag- 
gravated by 
breathing 


Side or chest 


Hours or days 


Variable, often se- 
vere 


Not remarkable un- 
til late, usually 
after days if pa- 
tient does not im- 
prove 


Chill, fever, high 
leukocytosis; 
characteristic 
physical signs 


None 
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DyraBeTic ACIDOSIS 


Absent, moderate, 
or severe; not 
characteristic 


Abdominal but usu- 
ally not localized 


Hours 


Slow and deep res- 
piration (Kuss- 
maul type); some- 
times rapid 


Moderate to severe 


Drowsiness or 
coma; soft eye- 
balls; glycosuria 
and ketonuria; 
hyperglycemia and 
low COz com- 
bining power of 
blood; occasion- 
ally fever and 
leukocytosis; no 
localized rigidity 


None 


position to the sites of the major bronchi. At times the pain beneath the sternum may 


be intense. 


Chief Signs. See Acute Tracheobronchitis, page 387. 
Dorsal Root Pain. Characteristics. In radiculitis and spinal disease or deformity 
there may be referred pain, at times sharp and stabbing but often dull and aching in 
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nature, about the sternum and shoulders closely resembling angina pectoris. It may 
be partially relieved by the use of nitroglycerin but is usually more superficial than 
in angina pectoris and associated with or accentuated by motion of the upper part of 
the body. 

Chief Signs. Presence of an etiologic factor (arthritis of the spine, thoracospinal 
deformity, toxic or infectious dorsal root lesions); localized pain or aching in the 
spinal region; frequent accentuation of discomfort by motion of the arms or trunk; 
X-ray. 

Hiatus Esophageal Hernia. Characteristics. The symptoms superficially resemble 
those of the anginal syndrome, but right shoulder pain is more common and the 
attacks frequently occur at night when the patient is recumbent, with striking relief 
obtained with atropine but rarely with nitroglycerin. 

Chief Signs. Absence of other manifestations of coronary artery disease; x-ray. 

Mediastinal Abscess. Characteristics. Pain behind the sternum is the most common 
symptom; it may be of a throbbing nature. 

Chief Signs. Fever in acute cases; dyspnea; presence of a pulsating tumor at the 
border of the sternum or sternal notch; aspiration; x-ray. 

Less Common Causes. Caries or necrosis of the sternum (following fracture); 
tracheobronchial tuberculosis; acute aortitis; acute pericarditis (some cases); spinal 
apoplexy; tabes dorsalis (cardiac crisis); multiple myeloma; acute and chronic 
mediastinitis; hypertrophic emphysema (xiphoid region); stricture of the esophagus; 
peptic ulcer of the esophagus; acute and chronic esophagitis; esophageal diverticulum 
(very mild); coronary embolism; massive pulmonary embolism; diaphragmatic 
flutter; incomplete rupture of the aorta (intimal tear without dissection); severe 
anemia (especially pernicious anemia); epinephrine (large doses); digitalis in 
cardiac failure (may produce angina pectoris or intensify its frequency and severity— 
rare) ; cardiospasm (on swallowing) ; heartburn; phlegmonous esophagitis; carcinoma 
of the esophagus (in the presence of esophagitis, disintegration of the esophageal 
wall, or obstruction) ; traumatic rupture of the esophagus; pericardial effusion (some- 
times); tuberculous pericarditis; diaphragmatic hernia; leukemia (tender sternum) ; 
foreign body in the bronchus and bronchial calculus (if close to the midline); Tietze’s 
disease; postinfarction syndrome; anterior chest-wall syndrome; familial hyperlipemia 
(angina) ; autonomic storm. 


PRECORDIAL PAIN 


(See also Heartburn, page 509; Palpitation of the Heart, page 507; Localized 
Tenderness of the Chest, page 416; and Pain in the Breast, page 418.) 


Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Precordial pain is one of the cardinal symptoms. As a rule, it is a dull or heavy ache 
in the left breast, lasting for hours and not radiating, but occasionally it is interspersed 
with sharp stabbing sensations. Substernal oppression is unusual, although neurocir- 
culatory asthenia may, and in fact frequently does, complicate angina pectoris. When 
the heartache, or infrequently the substernal ache, is severe, it may radiate to the left 
arm and then itself is mistaken for angina pectoris. 

Chief Signs. Precipitation by excitement, exertion, and fatigue; occurrence mainly 
in young adults, usually without organic heart disease; undue dyspnea, palpitation 
of the heart, and tachycardia on exertion; may be persistent tachycardia; faintness; 
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dizziness; tremor; sweating; nervousness; tendency to sigh; normal basal metabolic 
rate. 

Acute Rheumatic Carditis. Characteristics. Sometimes precordial discomfort is 
Tel: occasionally there are sharp pains in the chest; rarely there is actual angina 
pectoris, occurring usually in subacute or chronic valvular disease with marked aortic 
regurgitation. 

Chief Signs. See page 491. 

Pulmonary Embolism. Characteristics. With massive pulmonary embolism pain is 
often absent. Sometimes, however, there is a sense of oppression in the precordium 
or anterior part of the chest. There is no radiation to the arms. 

Chief Signs. See page 391. 

Intercostal Neuralgia, Left (Intercostal Neuritis). Characteristics. There may be 
a sudden onset of stabbing, lancinating, burning, paroxysmal pain, localized in one 
or more of the intercostal spaces on the left, frequently about the precordium, which 
is markedly aggravated by deep breathing, coughing, sneezing, or sudden motion, 
and often misinterpreted by the patient as a manifestation of heart disease. 

Chief Signs. May be localized tenderness along the course of the inflamed nerve or 
nerves (especially near the vertebrae, axillary lines, and parasternally); may be a 
history of trauma or presence of systemic or upper respiratory infection or other 
toxic condition capable of producing neuritis; may be evidence of nerve pressure; 
often aggravation by exposure to cold; may be aggravated or precipitated by sudden 
motion, cough, or deep breathing; absence of external evidence of disease; frequency 
in women; elimination of tumor, caries, aneurysm, etc. 

Ostalgia. Characteristics. Trauma resulting in periostitis and acute osteomyelitis of 
the ribs in the precordial area with or without fracture produces sharp, severe pain, 
and exquisite local tenderness which may be continuous for hours. Multiple myeloma, 
osteitis deformans, and sarcoma involving the ribs in the same area may likewise 
cause ostalgia. 

Acute Pericarditis. Characteristics. Acute pericarditis is often painless, but when 
pain is present, and in a few instances it may be exceedingly severe, it is referred to the 
precordium generally or to the lower part of the sternum. With a large pericardial 
effusion there may be no pain or there may be a dull aching pain in the precordium, a 
feeling of fullness in the chest, or substernal intermittent or continuous pain. With 
pleuropericarditis there is often pain, which may be localized in the chest or referred 
to the neck or abdomen. 

Chief Signs. See pages 506 and 408. 

Spontaneous Interstitial Emphysema. Characteristics. The patient is stricken with 
a sudden violent pain beneath the sternum or over the precordium with radiation to 
the left shoulder and arm. 

Chief Signs. Tachycardia; slight fever; clicking, grunting, or crunching sounds in 
the precordium and sternal region synchronous with the heart beat, influenced by 
respiration and change of position; leukocytosis, x-ray. 

Less Common Causes. Gaseous distention of the colon (splenic flexure syndrome) ; 
aerophagia; tabes dorsalis (cardiac crises); pleurisy of the precordial pleura; angina 
pectoris; myocardial infarction; dissecting aneurysm; aneurysm of the arch of the 
aorta; herpes zoster; aneurysm of the heart; rupture of an aortic cusp; esophageal 
hiatus hernia; arsenic poisoning (inhalation); diaphragmatic flutter; myositis involv- 
ing the left intercostal or pectoralis minor muscles; dorsal root pain; foreign body, 
carcinoma, and inflammatory lesions of the left major bronchi; heartburn, marked 
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cardiac enlargement; gallbladder disease; rapid or irregular heart action in nervous 
individuals; valvular heart disease (especially women with mitral stenosis); chronic 
mediastinitis; postinfarction syndrome; anterior chest-wall syndrome; Tietze’s dis- 
ease; cardiac neurosis; postcommissurotomy syndrome; precordial migraine; epi- 
demic pleurodynia; hyperventilation syndrome; autonomic storm; “precordial stitch.” 


PAIN IN THE SIDE OF THE CHEST 


(See also Pain in the Right Hypochondrium, page 523, and Pain in the Left Hypo- 
chondrium, page 536.) 


Pleurisy. Characteristics. Dry pleurisy usually begins acutely with severe pain in 
the side of the chest, usually at the lower part of the axillary line or in the lower part 
of the axilla. The pain frequently is severe, knifelike, or stabbing in nature, and is 
exaggerated by coughing, deep breathing, and change of position. In pleurisy with 
effusion, pain, sometimes severe, may be present in the beginning and is increased by 
any movement, especially deep inspiration, coughing, or sneezing. The pain may be 
referred to the back or the thorax, to the shoulders and arms, and occasionally into 
the abdomen. When sufficient fluid accumulates to separate the pleural surfaces, the 
pain ceases. At times pleurisy with effusion may be entirely painless. 

Chief Signs. Acute onset; fever; friction fremitus and rub; immobility of the af- 
fected side; later may be signs of effusion (flatness, absent fremitus, obscure breath 
sounds ) ; x-ray. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. Pain in the anterior 
axillary line in its lower part due to fibrinous pleurisy is an early symptom, is rarely 
absent, and is often very severe; it is worse on coughing and on deep inspiration. It is 
most marked when a lower lobe is involved, slight in apical pneumonia, and absent 
in central pneumonia. There is tenderness on deep pressure. Referred pain is not 
uncommonly felt in the abdomen or iliac fossa. The pain may be reflected and felt on 
the opposite side with superficial tenderness. 

Chief Signs. See page 390. 

Fracture of the Ribs. Characteristics. There is a sharp circumscribed pain at the 
injured point aggravated by movements of respiration and by direct pressure. 

Chief Signs. History of injury; crepitus; unnatural mobility; may be deformity; may 
be cough and hemoptysis; x-ray. 

Intercostal Neuralgia. Characteristics. There is sharp, darting, stinging, or burning, 
intermittent pain along the course of the intercostal nerve on either side, with points 
of tenderness along the course of the nerves. 

Chief Signs. See page 403. 

Chronic Pulmonary Tuberculosis. Characteristics. Chest pain is common. Its char- 
acter varies. It may be sharp and knifelike, as occurs in pleural pain which is mani- 
fested in association with respiration, coughing, or laughing; or it may be only a feel- 
ing of soreness about the shoulders and in the thorax. The attacks may recur at long 
intervals. Intercostal neuralgia occasionally occurs. 

Chief Signs. See page 390. 

Herpes Zoster (Shingles; Zona). Characteristics. The preherpetic pain is burning 
or stabbing and severe, abating with the eruption; the postherpetic pain is severe, neu- 
talgic, referred to the region of the eruption, and is often intractable. 

Chief Signs. Characteristic vesicular eruption in groups along the course of the 
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nerve, which break and form scabs; unilateral distribution; sometimes disfiguring 
scars. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. There may be a sudden sharp pain in the side, more often the right, due to 
an accompanying pleuritis, and commonly situated along the costal margin between 
the axilla and the scapula. 

Chief Signs. See page 391. 

Deep Axillary Abscess. Characteristics. There is localized, sharp, lancinating, or 
diffuse, dull pain. 

Chief Signs. History of upper arm infection; redness, swelling, tenderness, edema, 
heat, throbbing, tension, fluctuation, brawniness; chill, fever, sweats; aspiration 
(pus). 

Diaphragmatic Pleurisy. Characteristics. The pain is low in the chest in the zone 
of the diaphragm and may simulate that of acute abdominal disease. It is intensified 
by pressure at the point of insertion of the diaphragm at the tenth rib, and in the 
posterior triangle of the neck. The pain may be referred to the gallbladder region or 
lower; it is, however, superficial and not deep-seated. It is twice as common on the 
right side as on the left. 

Chief Signs. Respiration thoracic and short; may be attacks of dyspnea or angina; 
large effusion rare; intensive subjective with trifling objective features; exclusion of 
abdominal disease. 

Empyema (Purulent Pleurisy). Characteristics. There may or may not be pain in 
the side of the chest. If present, it is of a stabbing character, and sudden or insidious 
in onset. 

Chief Signs. Slight cough; sweats and irregular fever; pallor and weakness, espe- 
cially in a child; diminished excursion of the chest; heart and liver displacement, 
physical signs, those of pleurisy and effusion; high leukocytosis; aspiration (pus). 

Splenic Flexure Syndrome. Characteristics. There is severe pain in the left lower 
chest anteriorly. 

Chief Signs. Occurrence in tense persons; relief with atropine or related anti- 
spasmodic drugs; absence of evidence of organic disease; presence of gas bubble on 
fluoroscopic or x-ray examination. 

Spontaneous Pneumothorax. Characteristics. In severe cases there is a sudden, 
tearing, stabbing pain in the side, usually in the lower part of the axilla below the 
scapula or under the clavicle, which is exquisitely influenced by any movement or by 
the slightest cough and dyspnea which accompany it. At times pain may be minimal, 
there being but vague thoracic discomfort accompanying the slight to moderate dysp- 
nea which occurs as the collapse progresses. 

Chief Signs. Extreme dyspnea; collapse; small, rapid pulse; immobility and en- 
largement of the affected side; displacement of the apex beat away from the affected 
side; absent tactile fremitus, tympany, absent or distant breath sounds, metallic 
quality to vocal resonance; coin test; may be rales (metallic tinkling) and cough; 
later succussion splash and signs of shifting fluid; x-ray. 

Tuberculosis of the Spine (Pott’s Disease; Spinal Caries). Characteristics. Pain is 
rarely severe and may take the form of an intercostal neuralgia. 

Chief Signs. See page 607. 

Malignant Tumors of the Pleura (Primary and Secondary ). Characteristics. There 
is a complaint of heaviness, fullness, or a dull aching discomfort in the thorax early. 
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Soon pain of a pleuritic nature, sharp, knifelike, cutting, and stabbing, ensues associ- 
ated with respiration. aM 

Chief Signs. Cough; pleural friction; dyspnea; progressive effusion; emaciation 
and weakness; may be symptoms due to a growth in the lung (“currant jelly” sputum), 
venous engorgement, pressure on the trachea, etc.; aspiration (bloody fluid) ; may 
be subcutaneous nodules along the ribs; may be involvement of the cervical and 
axillary lymph nodes; x-ray. 

Tumor of the Spinal Cord (Thoracic Region). Characteristics. The pain is fre- 
quently that of a persistent intercostal neuralgia, or may be a girdle sensation around 
the chest. 

Chief Signs. Loss of pain and temperature sense on the opposite side below the 
lesion; a zone of hyperesthesia above the level of the lesion; slowly progressive weak- 
ness of the leg going on to paralysis, first on the side of the growth; later, bilateral 
palsy of a spastic type; cerebrospinal fluid block (Queckenstedt’s test); x-ray after 
the injection of Lipiodol. 

Epidemic Pleurodynia (Epidemic Myalgia). Characteristics. There is severe 
thoracic pain indistinguishable from that of pleurisy. 

Chief Signs. Epidemic incidence during warm months, mainly in children and 
young adults; abrupt onset with fever and chill; pain and fever for 12 to 48 hours; 
rapid subsidence; second paroxysm frequent; mild leukopenia. 

Less Common Causes. Osteoarthritis of the thoracic spine; cervical rib and scalenus 
anticus syndrome; slipping rib cartilages; thoracic deformity; fracture of the spine; 
cancer of the vertebrae; costal tuberculosis; pleural tuberculosis; tuberculous empy- 
ema (simple and mixed); rheumatic pleurisy; disseminated lupus erythematosus; 
Meigs’s syndrome; chylothorax; traumatic pneumothorax; acute diaphragmitis; ept- 
demic hiccough; diaphragmatic flutter; diaphragmatic tumor; costal neoplasm (mye- 
loma, sarcoma, gumma of the ribs); osteitis deformans; subdiaphragmatic abscess; 
costal osteomyelitis; costal periostitis; costal actinomycosis; leukemia; diaphragmatic 
“stitch”; adiposis dolorosa; neurofibromatosis; psychoneurosis; Kiimmell’s disease 
(wedge-shaped vertebra of traumatic origin); rhizomelic spondylosis; tabes dorsalis 
(girdle pains); transverse myelitis; cholelithiasis; aneurysm of the descending aorta; 
Pancoast’s tumor; multiple myeloma; costochondral fibrositis; herniated intervertebral 
disk; pulmonary alveolar proteinosis. 


LOCALIZED TENDERNESS OF THE CHEST 


(See also Pain in the Sternal Region, page 398; Precordial Pain, page 402; Pain in 
the Side of the Chest, page 404; and Pain in the Breast, page 418.) 


Contusions and wounds of the chest wall are obvious causes of tenderness. Nor- 
mally women are not infrequently painfully sensitive to pressure over the apical 
impulse. 

Fracture of the Sternum. Characteristics. There is severe pain on pressure, usually 
over the gladiomanubrial junction. 

Chief Signs. See page 399. 

Fracture of the Ribs. Characteristics. There is marked soreness on pressure over 
the seat of pain and on pressure backward over the sternum. 

Chief Signs. See page 404. 

Abscess of the Chest Wall. Characteristics. There is marked tenderness on pressure 
over the abscess. 
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Chief Signs. Fever; heat, redness, pain, swelling, fluctuation; aspiration (pus). 

Intercostal Neuralgia (Intercostal Neuritis). Characteristics. Superficial tender- 
ness is often severe. There are three tender spots along the course of the nerve, viz., 
near the spine, in the midaxilla, and near the sternum. These correspond to the points 
of exit of the three cutaneous branches. 

Chief Signs. See page 403. 

Intercostal Fibrositis. Characteristics. There is tenderness over the intercostal 
muscles, usually unilaterally. 

Chief Signs. Pain on twisting or deep breathing; absence of signs of pleurisy or 
other causes of pain in the chest. 

Herpes Zoster. Characteristics. Tenderness along an intercostal nerve is commonly 
found and may be present before, during, and after the appearance of the characteris- 
tic rash. There may be three points of maximum tenderness described in intercostal 
neuralgia. 

Chief Signs. See page 404. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. In some cases the 
chest wall over the site of the consolidation is hyperesthetic, the patient often com- 
plaining bitterly when the region is percussed. 

Chief Signs. See page 390. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. When the pain of 
phthisis is objective it is usually associated with cavity formation and is noted in 
percussing over the site of the cavity. Pain can usually be elicited by pressure with 
the fingertips over the site of a friction rub even when there is no subjective pain 
otherwise. 

Chief Signs. See page 390. 

Acute Pleurisy. Characteristics. There is usually some tenderness over the affected 
area. In those cases in which a friction rub is accidentally discovered some tenderness 
on pressure can usually be elicited. With the development of an effusion the pain of 
dry pleurisy disappears, leaving only a sensation of soreness on pressure over the 
site of the inflamed area. 

Chief Signs. See page 391. 

Empyema (Pulsating Empyema). Characteristics. Tenderness on pressure over 
the seat of the pus is commonly present. This is especially marked in the rarer variety, 
empyema necessitatis. 

Chief Signs. See page 405. 

Loculated Empyema. Characteristics. Palpation by firm pressure with the finger- 
tips may reveal a sharply circumscribed area of tenderness. 

Chief Signs. History of recent lobar pneumonia; pain in the side; cough and ex- 
pectoration; septic fever; chills, sweats, leukocytosis; variable localized physical 
signs; aspiration (pus) ; x-ray. 

Diaphragmatic Pleurisy. Characteristics. The pain may be intensified by pressure 
at the point of insertion of the diaphragm at the tenth rib. There may be also tender 
points in the side of the neck and in the shoulder of the same side. 

Chief Signs. See page 405. 

Aneurysm of the Arch of the Aorta. Characteristics. Sometimes superficial tender- 
ness may be felt in the skin over the heart or over the left sternomastoid muscle. 

Chief Signs. See page 413. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Cutaneous hyperesthesia over the precordium is frequently present. 
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Chief Signs. See page 402. 

Cardiac Neurosis. Characteristics. Precordial tenderness is common as is pain re- 
ferred to the same area. 

Chief Signs. Fear of heart disease; absence of evidence of heart disease. 

Angina Pectoris. Characteristics. Hyperesthesia is common in the area of the pain. 

Chief Signs. See page 324. 

Acute Fibrinous Pericarditis. Characteristics. In some cases tenderness may be 
elicited by pressure with the fingertips in the region of the apex and at times in the 
epigastrium and upper costal angles. 

Chief Signs. See page 506. 

Mediastinal Tumor. Characteristics. In some cases, especially when the pleura is 
invaded, the pain is objective entirely and can be elicited only by pressure with the 
palpating finger. Pressure over the sternum may be painful. 

Chief Signs. See page 394. 

Hysteria. Characteristics. Hyperesthetic areas, the “hysterogenic” points, exist on 
the skin of the thorax (and abdomen), pressure upon which may cause minor mani- 
festations, or even aconvulsive attack. 

Chief Signs. See page 341. 

Less Common Causes. Acute bronchitis; chronic bronchitis (with emphysema) ; 
costal or sternal tuberculosis; interlobar pleurisy; costal or sternal periostitis; acute 
myocarditis; biliary colic; hepatic abscess; multiple myeloma; mediastinal abscess; 
chronic mediastinitis; carcinoma of the ribs or sternum; sarcoma of the ribs or 
sternum; hydatid cyst of the ribs or sternum; gastric ulcer; flatulent dyspepsia; epi- 
demic pleurodynia; “stitch”; tenderness of the ribs and sternum in blood diseases 
(pernicious anemia, leukemia, etc.); dorsal root pressure (osteoarthritis, disk, new 
growth involving the spinal cord, abscess about the spinal column, etc.) ; esophageal 
disease; psychoneurosis; autonomic storm. 


DEFORMITIES OF THE CHEST 


(See also Asymmetry of the Chest, Bulging of the Precordium, Localized Swellings 
of the Chest Wall, and Bulging or Obliteration of the Intercostal Spaces, pages 411, 
412, 413, and 415, respectively.) 


In inspection of the chest for asymmetry it must be remembered that variations 
are present in the normal, depending on age and body build. At birth and in infancy 
the chest in cross-section is almost circular, but as growth and development occur 
it becomes flattened in its anteroposterior diameter, eventually becoming wider than 
it is deep. Persons of tall, thin habitus will normally exhibit a long, narrow, shallow 
chest, while those of shorter, stockier build have a short, deep thorax. Various 
surgical procedures (rib or sternal resections, breast and pectoral muscle removal) 
and traumatic lesions are obvious causes of chest deformity. 

Congenital Deformities of the Chest. Characteristics. Incomplete sternal fusion is 
characterized by excessive mobility of the soft tissues overlying the defect (depression 
of the soft tissues during inspiration, bulging during expiration). Partial or complete 
absence of the pectoral muscles, which is usually unilateral, results in depression of 
the anterior chest wall on the affected side associated with the obvious muscle lack. 
Funnel chest (pectoris excavatum) consists in lower sternal depression which in 


Deformities of the Chest 409 


severe degrees causes a marked localized decrease in the anteroposterior diameter of 
the chest with resultant cardiac displacement. 

Pulmonary Tuberculosis. Characteristics. General contraction of one side of the 
chest due to marked pleural thickening is common in cases of tuberculous pleural 
effusion and in those who develop an effusion secondary to therapeutic pneumo- 
thorax for the disease. Tuberculous pulmonary fibrosis may produce either localized 
or generalized unilateral thoracic contraction depending on the extent of the under- 
lying pathology. In chronic apical tuberculosis there is often limitation of motion 
and contraction in the supraclavicular and infraclavicular areas on the affected side 
with associated atrophy of the pectoral, trapezius, and sternomastoid muscles. In 
extensive fibroid phthisis the thoracic wall is flat and depressed; the shoulders droop; 
the clavicular areas are unduly deep; the interspaces are narrowed or even effaced 
by the crowding together and overlapping of the ribs; and the diaphragm is elevated 
above its normal level. Contraction is usually most marked in association with gross 
pleural thickening. Scoliosis often accompanies extensive involvement and is always 
directed toward the side of the contraction. The opposite lung may be emphysema- 
tous and that side of the chest more prominent. These changes are usually seen in 
long-standing cases, but it must be remembered that any type of chest may harbor 
tuberculous lungs. 

Chief Signs. See page 390. 

Adenoids. Characteristics. Deformity of the chest occurs in long-standing cases, 
usually in the nature of a pigeon or chicken breast (pectoris carinatum), in which 
the sternum is prominent and the ribs inclined forward to it, thus greatly increasing 
its anteroposterior diameter. Other deformities similar to those characteristic of 
rickets may be present (see below). 

Chief Signs. Nasal catarrh; mouth breathing; disturbed sleep; deafness; may be 
headache; backward development; examination of the nasopharynx (finger or naso- 
pharyngoscope). 

Tonsil Hypertrophy. Characteristics. The chest may be deformed as in adenoids 
when the case is long-standing from infancy. 

Chief Signs. Practically those of adenoids (see above); presence of enlarged ton- 
sils. 

Rickets (Rachitis). Characteristics. The rachitic rosary, due to beading of the costo- 
chondral junctions, is one of the first skeletal changes to appear. The softness of the 
ribs in active rickets allows them to be drawn in above the area of the chest wall 
supported by the abdominal viscera with a resultant depression just above the costal 
margin and an outward flaring of the margin itself (Harrison’s groove). The same 
structural weakness accounts for the production of a vertical groove or depression 
parasternally along the costochondral articulations, and contributes to the formation 
of a bulging sternum (pigeon or chicken breast), which is so often a residual of the 
disease. 

Chief Signs. Insidious development beginning about the period of dentition; noc- 
turnal restlessness; head sweating; constipation; enlarged abdomen; painful joints; 
epiphyseal enlargements; square head; spinal deformity; late walking; catarrhal con- 
ditions; tendency to tetanic convulsions; phosphaturia. 

Hypertrophic Emphysema. Characteristics. The thorax is markedly altered in 
shape; the anteroposterior diameter is increased, the chest being barrel-shaped. The 
lower zone of the chest looks large and the intercostal spaces are much widened. The 
sternal fossa is deep, the clavicles stand out prominently, and the neck looks 
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shortened. The curve of the spine is increased and the back remarkably rounded. 
The chest does not expand but is elevated on inspiration. 

Chief Signs. Dyspnea; harsh, wheezy respirations, with prolonged expiration; 
cyanosis; chronic bronchitis; diminished vocal fremitus; general pulmonary hyper- 
resonance; feeble heart sounds; coarse rales and sibilant rhonchi. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia; Cirrhosis of the Lung). Char- 
acteristics. In cases of extreme localized lesions the affected side is shrunken and 
motionless and the shoulder on this side lower than its fellow. The intercostal spaces 
are obliterated, and in some instances the ribs overlap. The spine is curved laterally, 
the convexity being always away from the affected side. The angle of the scapula 
may be tipped back from the chest wall. The diaphragm is flatter than normal on the 
affected side, and the heart is displaced toward the affected side. 

Chief Signs. See page 392. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. In unilateral cases the 
affected side may be retracted because of an associated fibrosis of the pulmonary 
parenchyma. In bilateral cases there may be no discrepancy between the two sides; 
the chest may be normal in appearance or of the emphysematous type. 

Chief Signs. See page 388. 

Chronic Adhesive Pleurisy. Characteristics. There may be flattening and retrac- 
tion of the side of the chest. 

Chief Signs. History of pleurisy with effusion; occasional dragging pain at the base 
of the lung; moderate dyspnea; impaired mobility of the affected side; may be dis- 
placement of the heart; may be diminished tactile fremitus, impaired resonance, en- 
feebled breath sounds, leathery creaking friction sound. 

Healed Empyema. Characteristics. After recovery from empyema flattening and 
retraction of the side of the chest may be marked, the resulting deformity being the 
same as in chronic adhesive pleurisy. 

Chief Signs. History of empyema; may be scar of a fistulous drain; other symptoms 
as in chronic dry pleurisy (see above). 

Scoliosis. Characteristics. The ribs of the right side (when the dorsal curve is con- 
vex to the right as in the usual variety) are separated, more horizontal, and bent at 
their angles; the shoulder is raised, the scapula more prominent, and the front of the 
chest flattened. On the left side the ribs are crowded together and their angles more 
obtuse, so that the shoulder is lower, the scapula less prominent, and the chest pro- 
jects anteriorly. 

For causes see page 623. 

Infantile Scurvy (Barlow’s Disease). Characteristics. The sternum with the ad- 
jacent costal cartilages and a small portion of the contiguous ribs seems to have 
sunk bodily back as though jammed against the spine. 

Chief Signs. Occurrence in children; history of dietary errors; painful swellings of 
the shafts and epiphyses of the bones; weakness; difficulty in moving the limbs; 
ecchymoses. 

Fracture of the Sternum. Characteristics. The upper end of the lower fragment 
may project forward, causing deformity. 

Chief Signs. History of injury; pain; ecchymosis; motility of the sternal fragments; 
crepitus; dyspnea; cyanosis of the upper part of the body; cough; emphysema; hemo- 
thorax; x-ray. 

Cobbler’s Chest. Characteristics. The lower portion of the sternum is depressed 
as a result of congenital, rachitic, or occupational causes. 
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Mediastinal Tumor. Characteristics. In long-standing cases, the persistent intra- 
thoracic pressure may cause the sternum to give way, resulting in a moundlike swell- 
ing. 

Chief Signs. See page 394. 

Atrophic Emphysema (Senile Atrophy of the Lungs). Characteristics. The chest 
is small and contracted, abnormally shallow and peculiarly deformed by bowing of 
the shoulders, by depression of the sternum, clavicles, and ribs, by exaggerated costal 
obliquity, and by narrowing of the lower interspaces. The chest wall is rigid, and the 
muscles generally wasted and flabby. 

Chief Signs. Senility; chronic winter cough; may be several daily expectorations of 
large quantities of sputum; dyspnea on exertion; limited expansion; inspiratory suck- 
ing in of the intercostal and supraclavicular spaces; no displacement of the heart; 
hyperresonance; diminished breath sounds; rales in winter. 

Serratus Magnus Paralysis (Long Thoracic Nerve Palsy). Characteristics. The 
scapulae protrude from the back like wings. They cannot be fixed; when the arm is 
raised the scapula rotates so that the vertebral border projects. Pushing ability is 
impaired. 

Chief Signs. History of injury or neuritis. 

Progressive Spinal Muscular Atrophy. Characteristics. The chest is box-shaped 
and flat, with perpendicular walls projecting beyond the concave flanks (wasp waist). 

Chief Signs. See page 344. 

Syringomyelia. Characteristics. Deformity of the chest occurs from scoliosis and 
is similar to that described under scoliosis. The sternum may be sunken due to 
kyphosis. 

Chief Signs. See page 342. 

Less Common Causes. Achondrodysplasia; great hepatomegaly; great splenomeg- 
aly; caries of the sternum; hernia of the lung; necrosis of the ribs; osteomyelitis of 
the ribs; pneumothorax; tubercle of the rib; pneumopericardium; hypertrophy of the 
male breast; tuberculosis of the bony thorax; gumma of the bony thorax; subphrenic 
abscess; encysted pleural effusion; pertussis; hydrothorax; carcinoma of the pleura; 
diaphragmatic hernia; contraction of vomica; anosteoplasia (rudimentary clavicles ) ; 
cleidocranial dysostosis; pulmonary collapse; atelectasis; enlarged thymus (bulging 
in the upper sternal region); large intrathoracic tumor (dermoid, neurofibroma) ; 
unilateral obstructive emphysema; chronic lung abscess (pulmonary fibrosis); un- 
resolved pneumonia (pulmonary fibrosis); typhoidal osteochondritis of the ribs; 
tumor of the ribs (chondromas and osteochondromas ); rib metastases; Tietze’s dis- 
ease; empyema necessitatis; actinomycosis of the chest wall; cardiac enlargement in 
children (congenital, rheumatic); intrathoracic tumors (chest wall invasion with 
local swelling); subcutaneous emphysema; Sprengel’s scapular deformity. 


ASYMMETRY OF THE CHEST 


(See also Deformities of the Chest, page 408; and Bulging of the Precordium, 
page 412.) 

This caption differs from the previous one ( Deformities of the Chest) in that there 
is merely a difference in the size of the two sides of the chest, determined by inspec- 
tion or mensuration. The left side of the chest is normally smaller than the right. 

Compensatory Emphysema. Characteristics. The sound side is seen to be much 
larger than the diseased side, which may be retracted and immobile. 
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Chief Signs. Presence of unilateral lung disease; increased expansion of the sound 
side; hyperresonance of the sound side; harsh breath sounds on the sound side; dis- 
placement of the heart toward the diseased side. 

Pleurisy with Effusion. Characteristics. In large effusions, especially in younger 
individuals, there is an increase in volume of the affected side associated with de- 
creased mobility and flatness to percussion. In older individuals whose chests are 
more rigid, prominence of the affected side may be limited to the intercostal spaces. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. Bulging of the affected side is 
greater than in pleurisy with effusion. In children it may be very distinct. 

Chief Signs. See page 454. 

Hydrothorax. Characteristics. There is increase in volume of the affected side as in 
pleurisy with effusion; hydrothorax, however, is often bilateral. 

Chief Signs. See Cardiac or Renal Insufficiency, page 462. 

Lobar Pneumonia (Croupous or Fibrinous Pneumonia). Characteristics. The af- 
fected side may be larger. Mensuration may show a definite increase in the volume 
of that side, rarely more, however, than | or 1/2 cm. 

Chief Signs. See page 390. 

Spontaneous Pneumothorax. Characteristics. In younger individuals unilateral 
thoracic prominence associated with decreased mobility and hyperresonance is pro- 
duced by a large spontaneous pneumothorax. Rigidity of the chest wall in older 
patients usually will prevent such evidences of overinflation, but even here there 
may be visible bulging of the intercostal spaces on the affected side. 

Chief Signs. See page 405. 

Hemiplegia. Characteristics. The paralyzed side of the chest is more prominent 
than the nonparalyzed side during ordinary respiration, but on deep respiration the 
nonparalyzed side expands more than the paralyzed side. 

For causes see page 338. 

Massive Pulmonary Atelectasis. Characteristics. The chest wall on the affected 
side looks flat, its intercostal,spaces are narrowed and depressed, and its respiratory 
movements are diminished or absent. All of the physical signs indicate that the heart, 
mediastinum, and diaphragm are moved toward the affected side and that the other 
lung is overdistended. 

Chief Signs. See page 455. 

Less Common Causes. Large splenomegaly (bulging of the lower left thorax); 
large hepatomegaly (bulging of the lower right thorax); hemothorax; sarcoma of the 
lung; carcinoma of the lung (atelectasis); unilateral obstructive emphysema; large 
intrathoracic tumor (dermoid, neurofibroma). 


BULGING OF THE PRECORDIUM 


Cardiac Hypertrophy (in Children). Characteristics. The precordium may be 
prominent. 

Chief Signs. See page 474. 

For causes see page 476. 

Pericarditis with Effusion. Characteristics. In children a noticeable bulging in the 
precordial region is often to be observed, and the anterolateral diameter may be in- 
creased. 

Chief Signs. See page 394. 
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Chronic Adhesive Pericarditis (Massive Pleuropericardial Adhesions). Character- 
istics. The precordium is prominent and there may be marked asymmetry owing to 
pericardial thickening. 

Chief Signs. History of pericarditis; enlargement of the cardiac silhouette; in- 
creased extent of the cardiac impulse of a wavy character with retraction of the chest 
wall in systole; retraction of the tenth and eleventh ribs posteriorly in systole, and of 
the seventh and eighth anteriorly (in the axilla); may be absence of the respiratory 
movements in the epigastrium, and immobility of the sternum during inspiration; may 
be pulsus paradoxus; fixed apex beat; diastolic collapse of the cervical veins; electro- 
cardiogram (low voltage and absence of shift of electrical axis with change of body 
position). 

Less Common Causes. Aneurysm of the arch of the aorta; mediastinal tumor; 
pneumopericardium; pyopericardium; hemopericardium; acromegaly (inferior ster- 
nal region) ; scoliosis. 


LOCALIZED SWELLINGS OF THE CHEST WALL 


(See also Swellings of the Breast, page 419, and Skin Affections of the Chest Wall, 
page 422.) 


Aneurysm of the Arch of the Aorta. Characteristics. According to the amount of 
erosion produced, a local bulging or even a definite tumor may appear. It is expansile, 
pulsating with each beat of the heart, and over the swelling the tissues tend to become 
brawny, edematous, and stained purple or black with suffused blood, while later the 
surface structures may break down and a mixture of serum and blood trickle from 
the sac. Aneurysm of the ascending aortic arch usually appears in the neighborhood 
of the right second and third intercostal spaces and the sternum; those of the trans- 
verse arch may erode the chest wall beneath or alongside the sternum; while those 
of the descending arch, if they reach the surface, appear alongside the spine in the 
left interscapular region. 

Chief Signs. May be history of syphilis; pain (mild to anginoid); brassy cough; 
hoarseness or aphonia; may be slight hemoptysis; dyspnea, often paroxysmal; may 
be dysphagia; palpable or visible pulsation (expansile); inequality of the pupils; 
inequality of the pulses; tracheal tugging; dilated veins; increased area of dullness; 
diastolic shock and sound over the sac; systolic thrill and murmur over the sac; x-ray 
(expansile tumor). 

Inflammations of the Chest Wall. Characteristics. Most abscesses of the chest wall 
are characterized by localized edematous inflammatory swellings. Subpectoral ab- 
scesses may at times produce only a fullness under the outer border of the pectoralis 
major muscle without local inflammatory change. Subscapular abscesses are often 
mistaken for chest-wall tumor and are often unassociated with local evidences of 
inflammation except for the presence of fluctuation. 

Chief Signs. Fever; local heat, redness, tenderness, pain, fluctuation; aspiration 
(pus). 

Sebaceous Cyst. Characteristics. This has the same characteristics as elsewhere. 
There is a globular swelling attached to the skin at one point, which may fluctuate, 
and which on evacuation gives up a cheesy material. 

Lipoma (Lipomatosis Simplex). Characteristics. This is the common single or mul- 
tiple fat tumor of the subcutaneous tissue, presenting a soft, lobulated, movable, dome- 
shaped mass or masses of various sizes. They are occasionally tender. 
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Gumma of the Sternum. Characteristics. There is a hard, painless, hemispherical 
swelling in the upper sternal region, apparently originating in the breastbone. It may 
undergo degeneration with central fluctuation, or it may ulcerate, forming a deep 
circular, punched-out ulcer with undermined edges and an uneven floor, which is 
usually covered with a thick white adherent slough. 

Chief Signs, History or evidence of syphilis; positive serology; therapeutic test. 

Empyema Necessitatis. Characteristics. There is a localized swelling caused by 
the burrowing of pus through the thoracic parietes in cases of neglected empyema. 
The tumor may occur anywhere on the costal part of the chest wall, may at times 
be partially reducible, and sometimes gives an impulse on coughing. At first the 
swelling is diffuse and brawny but later points, often resulting in the discharge of pus 
through a fistula. 

Chief Signs. Those of empyema, see page 454. 

Fracture of the Sternum. Characteristics. If there is displacement of the lower 
fragment forward and upward, there will be a local prominence, usually at the junc- 
tion of the manubrium and gladiolus. 

Chief Signs. See page 410. 

Subcutaneous Emphysema. Characteristics. There is a great and growing swelling 
which crackles. 

Chief Signs. History and signs of injury to the lung (as in fracture of the ribs). 

Mediastinal Tumor. Characteristics. The growth may erode the chest wall, ap- 
pearing thereupon as a circumscribed node of variable size, outline, and consistency, 
but tending ultimately to soften, to discolor, and to break down. Such external erosion 
is rare, however. 

Chief Signs. See page 394. 

Costal or Sternal Tuberculosis. Characteristics. There may be an abscess or a 
sinus, the pus having broken through the skin, and the periosteum is felt to be 
thickened. The abscess is usually painless (cold abscess). 

Chief Signs. Chronicity; presence of tuberculosis elsewhere; probing of the sinus 
(leading obliquely to eroded bone); von Pirquet test. 

Multiple Myeloma, Characteristics. In many cases a sternal tumor can be palpated. 

Chief Signs. Occurrence in middle age; aching in the limbs and weakness; pain 
and tenderness in the back, chest, and ribs; spontaneous fractures; Bence Jones 
proteinuria; cachexia; anemia; x-ray. 

Less Common Causes. Callus from fractures; perichondritis; sarcoma; lipoma; 
carcinoma of the pleura; mediastinal abscess; encysted pleurisy; hernia of the lung; 
localized pneumothorax; osteomyelitis of the ribs or sternum; gumma of the ribs; 
enlarged thymus; hydatids of the lung; hepatic abscess; Tietze’s disease (tender 
swelling at costochondral or sternoclavicular junction ); intrathoracic actinomycosis; 
tumor of the rib (chondromas, sarcomas, and osteochondromas) ; metastases to the 
ribs or sternum; eosinophilic granuloma of the rib; hyperplastic syphilis of the ster- 
num and sternal end of the clavicle; hemangioendothelioma of the rib; Ewing’s tumor; 
giant cell tumor. 


ULCERS ON THE CHEST WALL 
(See also Skin Affections of the Chest Wall, page 422.) 


Burns. Characteristics. In severe third-degree burns of the trunk the hard, black, 
anesthetic, charred tissue is finally separated from the living tissues by ulceration. 
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Cellulitis (Phlegmonous Erysipelas). Characteristics. There may be sloughing of 
the cutaneous tissues or even gangrene. Ulcers are left after casting off of the sloughs. 

Chief Signs. Rapid onset; irregular chills, fever, sweats; prostration; may be delir- 
ium; red, brawny, edematous, spreading swelling; enlarged glands; purulent infiltra- 
tion; may be pyemia with its complications. 

Carcinoma of the Breast. Characteristics. Ulceration may occur and is preceded 
by a reddish or purplish discoloration of the skin. A scirrhous ulcer is deep and has 
an offensive sanguinous discharge, a sloughing base, and hard, irregular, everted 
margins. The surrounding skin becomes red and filled with cancerous nodules, 
Medullary carcinoma and adenocarcinoma tend to ulcerate quickly. In recurrent 
carcinoma there are nodular ulcers at the site of a previous amputation for cancer. 

Chief Signs. See page 420. 

Costal or Sternal Tuberculosis. Characteristics. There may be one or more sinuses 
draining pus. A probe passed through an opening leads obliquely to eroded bone. 

Chief Signs. See page 414. 

Gumma of the Sternum. Characteristics. A gumma may break down, forming a 
deep, circular, punched-out ulcer with undermined edges and an uneven floor, which 
is usually covered with a thick, white, adherent slough. 

Chief Signs. See page 414. 

Empyema Necessitatis. Characteristics. Fistulation through an intercostal space, 
with discharge of the pus through the chest wall, is a common method of spontaneous 
evacuation. The tract may drain for some time. 

Chief Signs. See page 414. 

Less Common Causes. Sarcoma of the sternum; actinomycosis (cutaneous); 
sporotrichosis; blastomycosis; mycosis fungoides; epithelioma; sarcoma cutis; tuber- 
culosis of the mammary gland; osteomyelitis of the ribs or sternum with abscess and 
sinus formation; postradiation effect. 


BULGING OR OBLITERATION OF THE INTERCOSTAL SPACES 


Pleurisy with Effusion. Characteristics. The intercostal spaces are filled out or may 
even present a bulging appearance. The affected side may appear larger. In some 
patients the intercostal spaces are wider than normal, but in children they may be 
distinctly narrowed by reflex contraction of the intercostal muscles. The lower in- 
tercostal spaces are unduly shallow or even effaced so that the contour of the lower 
chest is smooth and rounded. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. The intercostal spaces may bulge, 
especially in children in whom there may be distinct bulging also of the whole of 
the affected side. 

Chief Signs. See page 454. 

Hydrothorax. Characteristics. This condition resembles pleurisy with effusion as 
regards physical signs, except that it is often bilateral. 

Chief Signs. See Cardiac or Renal Insufficiency, page 462. 

Acute Pneumothorax. Characteristics. The affected side is distended and immo- 
bile, the intercostal spaces being effaced and the diaphragm shadow abolished, This 
is especially true in the presence of a tension pneumothorax, 

Chief Signs. See page 405. 
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Pericarditis with Effusion. Characteristics. The intercostal spaces in the precordium 
may bulge somewhat. 

Chief Signs. See page 394. 

Less Common Causes. Mediastinal tumor; mediastinal abscess; pyopneumothorax; 
hydatids of the lung; hemothorax; subphrenic abscess (usually on the right side, 
lower thoracic region) ; carcinoma or sarcoma of the lung or pleura (if large) ; hyper- 
trophic emphysema; asthma. 


RETRACTION OF THE INTERCOSTAL SPACES 


Dyspnea. Characteristics. There is retraction of the intercostal spaces during in- 
spiration or expiration according to the type of embarrassment, due to excessive 
overaction of the accessory muscles of respiration. If the dyspnea is mixed it will 
occur during both phases of respiration. The lower ribs may also share in the retrac- 
tion. 

For causes see page 428. 

Stridor. Characteristics. If the respiratory obstruction is more than slight there 
will be inspiratory retraction of the intercostal spaces. This is especially obvious in 
children. 

For causes see page 436. 

Cardiac Hypertrophy. Characteristics. There may be a systolic retraction of the 
fourth and fifth interspaces just to the left of the sternum in association with left 
ventricular enlargement, especially in emaciated subjects. Such cardiac enlargement 
in the presence of forceful contraction will also produce a rocking movement of the 
thorax, the left thoracic wall moving outward and the right retracting in systole and 
vise versa in diastole. In some instances of marked right ventricular hypertrophy 
there is retraction of both lateral thoracic walls associated with a forward thrust of 
the anterior wall. 

Chief Signs. See page 474. 

Massive Pulmonary Atelectasis. Characteristics. The intercostal spaces are nar- 
rowed and retracted on the affected side. 

Chief Signs. See page 455. 

Chronic Adhesive Pericarditis (Pleuropericardial Adhesions). Characteristics. A 
pathognomonic sign is the systolic retraction of the tenth and eleventh intercostal 
spaces in the left infrascapular region, and also, less commonly, of the seventh and 
eighth interspaces in the axilla (Broadbent’s sign). There is also a systolic retraction 
in the neighborhood of the apex beat. 

Chief Signs. See page 413. 

Mitral Stenosis. Characteristics. A late diastolic retraction of the interspaces over. 
the precordium is visible in some cases. 

Chief Signs. See page 472. 

Atrophic Emphysema (Senile Atrophy of the Lungs). Characteristics. Inspiratory 
sucking in of the intercostal and supraclavicular spaces may occur. 

Chief Signs. See page 411. 

Less Common Causes. Chronic adhesive pleurisy; fibroid phthisis (precordial re- 
traction); pulmonary fibrosis (precordial retraction); tetany (systolic retraction of 
the left lower ribs behind); carcinoma of the lungs (with fibrosis and adhesions or 
pressure atelectasis); collapse of the lung (in children). 
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EDEMA OF THE CHEST WALL 


Anasarca (of Renal Origin). Characteristics. In chronic glomerular nephritis and 
in lipoid nephrosis edema of the chest wall may be a part of the general dropsy which 
may be a marked and obstinate symptom. The edema of congestive heart failure 
rarely is so great as to involve the chest wall. 

For causes see page 737. 

Empyema (Purulent Pleurisy). Characteristics. Edema is not infrequently present. 
In edema necessitatis the edematous area is localized and pulsates. It is demonstrated 
by pressure of the fingertips when it would not otherwise be suspected. 

Chief Signs. See page 454. 

Aneurysm of the Arch of the Aorta. Characteristics. Edema of the upper chest and 
arm may occur in aneurysm of the ascending or transverse arch from pressure on the 
superior vena cava. When erosion occurs the tissues over the swelling tend to be- 
come brawny, edematous, and stained purple or black with suffused blood. 

Chief Signs. See page 413. 

Superior Vena Caval Syndrome (Obstruction of the Superior Vena Cava). Char- 
acteristics. There is intense edema of the face, arms, and thorax. 

Chief Signs. Cyanosis; dyspnea; dilatation of the veins of the head, neck, arms, and 
upper thorax; throbbing sensation, headache, and vertigo; increased venous pressure 
in the arms; venography; evidence of cause (mediastinal tumor, vena caval throm- 
bophlebitis, constrictive pericarditis—see below); biopsy of cervical lymph nodes. 

Abscess of the Chest Wall. Characteristics. There are localized painful inflamma- 
tory edema and swelling. 

Chief Signs. See page 406. 

Loculated Empyema. Characteristics. There may be a localized area of edema 
over the pus. 

Chief Signs. See page 407. 

Less Common Causes. Purulent pericarditis; mediastinal abscess; hydatid of the 
lung; angioneurotic edema; occlusion of the precava; fetal erythroblastosis. 


ENLARGED VEINS OF THE CHEST WALL 


Thoracic varicosities are usually the result of obstruction of one or other innomi- 
nate veins or the superior vena cava. If the varicosities are bilateral and associated 
with edema of the face, shoulders, arms, and upper chest, the superior vena cava is 
obstructed (superior vena caval syndrome); if the varicosities are unilateral and 
associated with edema of the corresponding upper extremity, the obstructed vessel 
is probably the corresponding innominate vein. If the entire upper caval system is 
obstructed, large collateral veins will be noted crossing the costal margins and the 
direction of blood flow in the distended veins will be from above downward. Should 
there be obstruction above the level of the azygos vein, a prominent plexus of large 
veins will be seen over the sternum connecting with branches of the internal mam- 
mary vein. Some of the major causes of the superior vena caval syndrome are in- 
cluded below. 

Mediastinal Tumor. Characteristics. As a rule, tumors in this area which produce 
obstruction of the superior vena cava with the signs noted above are malignant 
(teratoma, lymphoblastoma, malignant thymoma, leukemia, etc.). Nonmalignant 
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tumors, however, may at times attain sufficient size to obstruct neighboring structures, 
including the superior vena cava (dermoid cyst, fibroma, hydatid cyst, mediastinal 
abscess, sarcoid, silicosis, etc. ). 

Chief Signs. See page 394. 

Aneurysm of the Arch of the Aorta. Characteristics. One side of the chest may 
show dilated and tortuous veins with the current flowing from above downward. This 
is due to obliteration of the subclavian, jugular, or innominate vein, usually the left, 
from pressure. Obliteration of the superior vena cava is very rare (see above). 

Chief Signs. See page 413. 

Cirrhosis of the Liver (Portal). Characteristics. With portal obstruction, the 
mammary, calcarine, and also the epigastric veins may be enlarged. Distended 
venules in the lower thoracic zone along the attachment of the diaphragm may be 
present but not especially marked. 

Chief Signs. See page 581. 

Congestive Heart Failure. Characteristics. There may be a fringe of dilated veins 
along the costal arch due to dilatation of the right ventricle. 

Chief Signs. See page 389. 

Intrathoracic Goiter. Characteristics. The veins of the neck and upper chest may 
be dilated. 

Chief Signs. Feeling of suffocation on exertion or when lying down or asleep; husky 
or metallic quality of the voice; dyspnea on exertion; cyanosis of the face; may or 
may not be visible and palpable tumor in the lower neck disappearing beneath the 
sternum; dullness over the upper sternum; x-ray. 

Pregnancy. Characteristics. As the breasts enlarge (usually after the second 
month) a delicate tracery of bluish veins appears just beneath the skin of the 
mammae. This condition persists throughout lactation. 

Chief Signs. See page 559. 

Empyema (Purulent Pleurisy). Characteristics. The network of subcutaneous 
veins may be very distinct on the side of the disease. 

Chief Signs. See page 454. 

Carcinoma of the Lung. Characteristics. The superficial veins of the thoracic wall 
and neck may be distended abnormally in consequence of pressure upon the superior 
vena cava and internal mammary vein. 

Chief Signs. See page 393. 

Tuberculous Adenitis (Tracheobronchial). Characteristics. The veins of the neck 
and upper part of the chest may be enlarged. 

Chief Signs. See page 435. 

Less Common Causes. Hodgkin’s disease; chronic fibrous mediastinitis (rheu- 
matic, luetic, tuberculous, etc.); portal obstruction or thrombosis; thrombosis of the 
superior vena cava; thrombosis of the innominate veins; carcinoma of the breast; 
sarcoma Of the breast. 


PAIN IN THE BREAST 


Pregnancy, either intra-uterine or ectopic, is a common cause of pain and soreness 
of the breasts, accompanied by some swelling; these phenomena occur early. During 
menstruation there may be some pain and soreness of the breasts. Therapy with estro- 
gen is often associated with the development of sore, painful breasts. Trauma is an 
obvious cause of pain. 
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Mastodynia (Neuralgia of the Breast). Characteristics. The pain is associated 
with hyperesthesia of the skin and deep tenderness of the gland, but no organic 
changes can be detected. It is most common in young, unmarried women. 

Acute Mastitis. Characteristics. There is at first a feeling of weight in the affected 
breast. This is followed by pain which may become very acute. 

Chief Signs. Occurrence usually during lactation; shivering and fever; heat, red- 
ness, and swelling of the gland. 

Abscess of the Breast. Characteristics. The local symptoms of acute mastitis are 
greatly aggravated with foci of suppuration occurring which may become confluent. 
Ultimately an abscess may form and rupture. 

Chief Signs. History of preceding acute mastitis; swelling, edema, heat, redness, 
fluctuation; enlargement of the cervical and axillary nodes; may be discharge of pus 
from the nipple or from an abscess; incision ( pus). 

Chronic Cystic Mastitis (Cystic Disease of the Breast; Schimmelbusch’s Disease; 
Chronic Interstitial Mastitis). Characteristics. The patient has slight pain at times in 
the diffusely nodular or lumpy breast, and it is often tender. At times a single lump 
may be present. Pain, ache, and tenderness are apt to be more severe just before and 
during menstruation. 

Chief Signs. See page 420. 

Carcinoma of the Breast. Characteristics. Pain is absent at first, but in the final 
stages becomes agonizing owing to the involvement of the axillary nerves. It is lanci- 
nating and neuralgic in character, and is not brought on or increased by handling. 

Chief Signs. See page 420. 

Cracked Nipple (Mammilitis ). Characteristics. Nursing is painful. 

Chief Signs. See page 421. 

Caked Breast (Mammary Engorgement). Characteristics. At any time during lac- 
tation one segment of the breast may become hard and somewhat tender without 
other signs of inflammation. The condition usually subsides spontaneously but may 
give rise to suppuration. 

Chief Signs. Swollen, firm segment of the breast; lactation; absence of inflammation 
initially but possibly suppuration later. 

Hysteria. Characteristics. Pain may be complained of in the breast, more com- 
monly the left, accompanied by hyperesthesia. This is really a form of mastodynia. 

Chief Signs. See page 341. 

Less Common Causes. Sarcoma of the breast; tuberculosis of the breast (slight 
pain); lactation; onset of puberty; nipple inflammation; subacute mastitis; galacto- 
cele (occasionally slight pain); heart disease; indigestion; pressure from clothing or 
other objects; empyema necessitatis under the breast; chronic mastitis; adenoma 
(occasionally painful) ; Paget’s disease of the nipple; fat necrosis of the breast. 


SWELLINGS OF THE BREAST 


Swelling of the breast in pregnancy and lactation is normal and physiologic. Both 
breasts are enlarged equally, and feel tender and nodular. 

Acute Mastitis. Characteristics. The gland is swollen, tender, and painful. The 
skin of the breast is reddened. Abscess may develop. 


Chief Signs. See above. 
Abscess of the Breast. Characteristics. The enlargement is accompanied by inflam- 


matory symptoms, such as edema, pain, swelling, fluctuation. 
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Chief Signs. See page 419. 

Cysts of the Breast. Characteristics. Occasionally large single cysts of the breast 
are encountered which, while their contents are serous, feel very firm because the 
fluid therein is under so much pressure. A lacteal cyst or galactocele is a rounded, 
fluctuating, at times slightly painful tumor, which occurs soon after delivery and in- 
creases in size during nursing. As a rule such cysts empty spontaneously, but at times 
they do not; the contents then become inspissated. 

Chronic Cystic Mastitis (Cystic Disease of the Breast; Schimmelbusch’s Disease, 
Chronic Interstitial Mastitis). Characteristics. The condition is characterized by the 
presence of a diffusely nodular breast which at times may in one portion or another 
evidence greater local prominence or nodulation than the rest of the parenchyma. 
The basic pathologic alterations giving rise to this type of disease consist in: 1, hyper- 
plasia of the ducts and acini; 2, fibrosis around the ducts and acini (adenofibrosis) ; 
and 3, cyst formation, small or large, due to a combination of hypersecretion and 
obstruction of the ducts. When fibroadenosis is the major pathologic aberration there 
is a diffuse induration and hardening of the breast lobules which may be either seg- 
mental or diffuse. The segmental variety of fibroadenosis is commoner in young 
women and usually involves the upper outer quadrant or axillary tail with a swelling 
which is firmer than the normal breast and which is often tender and slightly painful, 
especially just before and during menstruation. The diffuse variety of fibroadenosis 
affects the entire breast and is usually bilateral. It tends to occur in older women and 
is characterized by general nodulation of a rubbery consistency of both breasts. When 
cyst formation is the predominant pathologic alteration one breast, or at times both, 
becomes filled with cysts of varying size, some microscopic, others as large as a wal- 
nut. Such cysts are usually round and elastic, but at times they may feel very firm if 
the contained fluid is under pressure. 

Chief Signs. Tenderness of the breast; moderate pain in the breasts tending to be 
cyclic; discharge from the nipple in approximately 10 per cent of the cases (serous 
or sanguineous); nodulation or shotty sensation on palpation; may be lumps, single 
or multiple; incision and biopsy (frozen section). 

Benign Tumor of the Breast (Fibroadenoma; Cystadenoma). Characteristics. A 
fibroadenoma is hard, slightly nodular, freely movable, generally painless, and not 
associated with impairment of the general health, axillary involvement, or retraction 
of the nipple. It occurs between puberty and the age of 30. A cystadenoma is hard, 
nodular, encapsulated, movable, generally painless, and may attain a large size, and 
be attended with a bloody discharge from the nipple; there is no infiltration or glandu- 
lar involvement. It occurs between 30 and 40. 

Chief Signs. Biopsy (frozen section). 

Malignant Tumor of the Breast (Carcinoma; Sarcoma). Characteristics. Carci- 
noma is by far the most common form and may be of the medullary, scirrhous, or 
adenocarcinoma type, depending mainly on the relative proportion of fibrous and 
epithelial elements. Medullary carcinoma is a cellular and in general rapidly growing 
tumor which is rather soft and circumscribed. Scirrhous carcinoma is composed 
largely of fibrous tissue which gives the tumor a “‘stony-hard” feel on palpation. It is 
more slowly growing and metastasizes much later than the medullary variety and 
tends to oceur in women of more advanced age. Adenocarcinoma is characterized by 
rapid growth and early metastases. The tumor in general is more bulky than the 
scirrhous variety and often invades the skin early, leading to extensive ulceration 
even before it produces metastases. A sarcoma tends to be soft, vascular, and quickly 
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growing, with eventual infiltration of the skin and ulceration. In its early stages it 
may be difficult to differentiate from fibroadenoma which is enlarging rapidly because 
of a cyst or intracystic growth. Early metastases are common. It generally occurs in 
women under the age of 40. 

Chief Signs. Presence of a definite palpable lump; tumor consistency usually hard; 
retraction of the skin (or nipple if of recent origin) overlying the tumor (due to 
shortening of the fibrous skeleton, Cooper’s ligaments) ; “pig skin” or “orange peel” 
appearance of the skin over a tumor; regional lymph node enlargement (axillary, 
supraclavicular); discharge from the nipple (in five per cent of the cases bloody or 
serous ) ; edema in the tumor area without inflammation; necrosis and ulceration over 
the tumor; biopsy (frozen section). 

Diffuse Hypertrophy of the Breast. Characteristics. There is swelling of one or 
both breasts to a considerable proportion, beginning at puberty, without inflamma- 
tory signs. The breast is usually of normal consistency but is sometimes of diffuse 
firmness. 

Less Common Causes. Actinomycosis; gumma; tuberculosis of the breast; hydatid 
cyst; endothelioma; colloid or myxomatous carcinoma; gynecomastia; lipoma; duct 
papilloma (enlargement near the nipple); local fat necrosis; chronic mastitis; em- 
pyema necessitatis under the breast; chondroma; puberty; fibroadenosis of the new- 
born; rib deformities; Klinefelter’s syndrome (gynecomastia, aspermatogenesis ). 


DISCHARGE FROM THE NIPPLE 


A milky discharge comes normally from the breast in pregnancy and lactation, 
and occasionally under other but unimportant circumstances. 

Mammilitis (Cracked Nipple). Characteristics. The discharge is slight in amount; 
the ulceration not unusually bleeds when the nipple is nursed by the child. 

Chief Signs. Occurrence in nursing women; localized inflammation; severe pain. 

Abscess of the Breast. Characteristics. Pus may run from the nipple. 

Chief Signs. See page 419. 

Chronic Cystic Mastitis. Characteristics. A watery or sanguineous discharge from 
the nipple may occur in chronic cystic mastitis. 

Chief Signs. See page 420. 

Carcinoma of the Breast. Characteristics. When a scirrhous cancer originates in or 
invades the nipple, the nipple becomes retracted, shrunken, and fixed, and occasion- 
ally exudes a thin, bloody discharge. 

Chief Signs. See page 420. 

Papillary Cystadenoma (Intracanalicular Papilloma). Characteristics. There may 
be a bloody discharge from the nipple as the result of an intracystic hemorrhage. 

Chief Signs. Occurrence between 30 and 40 years; presence of a hard, nodular, 
painless, movable growth in or near the nipple. 

Epithelioma of the Nipple. Characteristics. A foul, red, sanious and fetid discharge 
comes when ulceration occurs, which is early. 

Chief Signs. Presence of a new growth beginning as an indurated area in the areola 
or as an excoriation of the nipple; early infiltration of the gland; early subclavicular 
and axillary lymph node involvement. 

Sarcoma of the Breast. Characteristics. There is frequently a bloody discharge. 

Chief Signs. See page 420. 

Paget’s Disease of the Nipple (Malignant Dermatitis). Characteristics. There is a 
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moist desquamation at the beginning which is followed by a copious, sticky, yellow- 
ish discharge with the formation of crusts, beneath which the surface is red and raw; 
the nipple may be retracted or destroyed; the condition occurs in women past middle 
life. 

Less Common Causes. Tuberculous mastitis; suppurating sebaceous cyst; Buhl’s 
disease; chancre of the nipple; comedo mastitis. 


SKIN AFFECTIONS OF THE CHEST WALL 
(See also Skin Affections of the Axilla, page 322.) 


The rashes of the exanthemas appear upon the trunk. The general distribution and 
character of the rash are distinctive. These eruptions are described under the various 
skin lesions in the section on General Symptoms. 

Syphilis. Characteristics. The majority of the secondary skin lesions occur on the 
chest, but as a rule are not confined to it, occurring also upon the abdomen and limbs 
and to a lesser extent upon the face. The ordinary macular syphilis presents roseolus 
spots, large or small, pinkish to dark purplish red, sometimes becoming annular. The 
maculopapular eruption resembles urticaria somewhat, the lesions being pale pinkish 
in color, oval in shape, well defined, and about | cm. in length. They also may become 
annular. The miliary papular eruption consists of small conical papules situated at 
the mouths of the hair follicles, sometimes forming circles. Lenticular papules may 
occur widely distributed over the entire body but tending to group formation. An- 
other variety is the large, discoid, flat, disseminated syphilid. Suppuration may invade 
the papular eruption, forming pustules. The nodular lesions of late syphilis may also 
develop upon the trunk and may form circinate or serpiginous patches. Gummas may 
occur upon the chest and may break down into deep, punched-out ulcers, which may 
at times be covered by thick laminated crusts. The color of the syphilodermas is a 
dingy or dull red, often coppery. They are usually unaccompanied by subjective 
symptoms. 

Chief Signs. See pages 203 and 204. 

Acne Vulgaris. Characteristics. The shoulders and back are frequently affected, as 
is also the upper part of the chest. There is an aggregation of papules, pustules, and 
comedones, the papules and pustules being either superficial or deep-seated. The 
pustules rupture spontaneously, usually without scar formation, but when the lesions 
are deep there may be scarring. 

Chief Signs. Onset at puberty; involvement of the sebaceous glands; chronicity. 

Herpes Zoster. Characteristics. Groups of vesicles suddenly appear along the 
course of the intercostal nerves, at first discrete, later confluent. They are filled with 
clear fluid and surrounded by a red areola. The vesicles dry up and become scabby 
by the end of 10 days to 2 weeks. The condition is unilateral. 

Chief Signs. Marked burning or neuralgic pain along the course of the nerve pre- 
ceding, accompanying, and following the attack; regional adenitis; sometimes dis- 
figuring scars. (See Herpes Zoster below for various causes. ) 

Pityriasis Rosea. Characteristics. A widespread eruption suddenly manifests itself, 
most profuse upon the trunk (face, hands, and feet always spared). The eruption is 
macular, maculopapular, or distinctly papular. The lesions are oval, scaly, bright 
rosy red, varying in size from a half to one inch in length, and have their long axes 
parallel to the ribs. In a few days the centers become yellow while the edges remain 
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rosy. The lesions of the maculopapular and papular are smaller than those of the 
macular type. 

Chief Signs. Herald patch, usually on the flank; sore throat and malaise; sudden 
spread of the eruption; duration several weeks to a few months. 

Seborrheic Dermatitis (Eczema Seborrhoeicum). Characteristics. The chest, 
when involved, is usually affected in the sternal and midscapular regions, where there 
are heavy, yellow, greasy scales mounted upon circumscribed erythematous bases. 
There may be some itching. 

Psoriasis. Characteristics. Slightly elevated plaques are present, covered thickly 
with imbricated, bristling, whitish scales which, when removed, leave minute bleed- 
ing points. The lesions are sharply defined, from one inch to many inches in diameter. 

Chief Signs. Chronicity; presence of lesions on the extensor surfaces and scalp; 
improvement in summer. 

Tinea Versicolor (Pityriasis Versicolor). Characteristics. The chest and back are 
chiefly affected. The disease begins as fawn-colored macules covered with furfura- 
ceous scales, at first discrete, but soon coalescing as a rule. The lesions are 4 or 5 
mm. in diameter before coalescence. 

Chief Signs. Presence of spores, arranged like bunches of grapes, and the myce- 
lium of Malassezia furfur in the scraping. 

Urticaria (Hives). Characteristics. There are wheals of various sizes varying from 
white to pale red. Factitious urticaria and dermographia designate urticarial response 
to external injury of the skin from scratching, striking, rubbing, or pricking. 

Chief Signs. Often an allergic etiology, sometimes idiopathic; may be psychic fac- 
tors; acute onset; intense itching; disappearance usually within a few hours (except in 
the fixed form caused by drugs); relief by an injection of epinephrine and/or anti- 
histaminic drugs. 

Seborrheic Keratoses. Characteristics. These are at first slightly raised, rough, yel- 
lowish brown to almost black lesions which grow in circumference and thickness. They 
may occur on the face, trunk, and frequently on the scalp, singly or in great numbers. 

Chief Signs. Occurrence usually in middle life or later; benign nature. 

Acquired Hemangiomas. Characteristics. These are small circinate red papules 
ranging in size from pinpoint to 0.5 cm. They are slightly elevated and blanch on pres- 
sure, which petechiae do not. There may be one to many scattered over the trunk. 

Nonvascular Nevi (Moles). Characteristics. There are several varieties of moles: 
1, pigmented macules and patches (nevus spilus) ; 2, soft moles of a number of types, 
some hairy; 3, hard and verrucous nevi (nevus verrucosus) ; and 4, blue nevus (Mon- 
golian spot). Many of these may occur on the chest. The Mongolian spot is located in 
the sacral region. 

Congenital Hemangioma (Nevus Vasculosus). Characteristics. In hemangioma 
simplex (port-wine mark) the lesion is irregular in outline, flat, and livid red. These 
nevi vary in size from very small to very large. In hemangioma hypertrophicum (straw- 
berry mark) the nevus is an elevated, dusky red or bright red tumor of variable size. It 
may grow rapidly in size during the first few months, but spontaneous regression later 
is common. Hemangioma cavernosum is a deep-seated tumor, often nodular or lobu- 
lated, usually of a bluish hue and with the skin thinned by the pressure of the lesion. 
These nevi are of variable size, grow slowly, and rarely regress after attaining their in- 
dividual size. 

Miliaria Rubra (Prickly Heat). Characteristics. There are bright red acuminate 
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papules closely grouped together and interspaced with vesicles and pustules. The sites 
of predilection are the covered parts of the body. 

Chief Signs. Occurrence during hot weather following profuse sweating; itching and 
burning sensation; tendency to eczematization. 

Petechiae. Characteristics. There are minute hemorrhages into the skin. They are at 
first bright red but change to brown and light yellow, fading in a few days. They do not 
blanch on pressure. There may be a few or many, occurring in crops. They may appear 
anywhere and occur in subacute bacterial endocarditis, some other infectious diseases, 
and purpura hemorrhagica (see Petechiae, Purpura and Ecchymoses, page 902). 

Purpura. Characteristics. Like the petechiae this is a hemorrhage into the skin, but 
purpuric spots are purplish macules of various sizes and shapes. Like petechiae, the 
blood color does not disappear under diascopic pressure. In time the lesions undergo 
resolution, with the color changes seen in bruises. Bruises or ecchymoses occur in 
many of the diseases causing purpura (for causes see Petechiae, Purpura and Ecchy- 
moses, page 902). 

Spider Nevi (Spider Angiomas ). Characteristics. These star-shaped telangiectases 
occur most often on the neck and shoulders but may appear on the upper part of the 
thorax. They have a central arteriole with wavy branches, and after being blanched by 
pressure they fill from the center to the periphery. They rarely become more than a 
centimeter in diameter. They are practically pathognomonic of portal cirrhosis but 
occur also in pregnancy. 

Sudamina (Miliaria Crystallina). Characteristics. After excessive sweating during 
the course of febrile diseases there suddenly appear on the trunk numerous pinhead- 
sized, discrete, transulcent vesicles without subjective symptoms. 

Drug Eruptions (Dermatitis Medicamentosa). Characteristics. Different types of 
eruptions occur, mainly due to allergy. They may be erythematous, purpuric, herpeti- 
form, pustular, or resemble lichen planus, erythema multiforme, or erythema nodo- 
sum. The hypersensitivity may be confined to a single drug or may include a group of 
similar chemical compounds. 

Chief Signs. History of drug use; disappearance of rash on cessation of use. 

Papulonecrotic Tuberculid (Acuta Necrotica). Characteristics. The back of the 
chest is more often affected than the front. The lesions vary in number from three or 
four to a score. They occur as nodules in the corium and usually around the hair fol- 
licles. The center becomes necrotic and a small ulcer appears, healing with scar tis- 
sue. 

Chief Signs. Occurrence usually in young subjects; absence of comedones; scars of 
previous attacks; limited distribution; disappearance in four to six weeks; successive 
crops. 

Less Common Causes. Lichen planus; eczema; molluscum pendulum; pediculosis 
vestimentorum,; favus; mycosis fungoides; lichen scrofulosus; scleroderma; keloid; 
sarcoidosis; nail-polish dermatitis; contact dematitis; vitiligo; pityriasis lichenoides and 
varioliformis acuta; keratosis follicularis; actinodermatitis; neurotic excoriations; 
factitial dermatitis; dermatomycosis; hypertrichosis; alopecia; ordinary telangiectasia; 
papular urticaria; parapsoriasis; morphea; cutaneous carcinoma and sarcoma; dema- 
tofibroma; basal cell epithelioma; lupus vulgaris; tinea circinata; lupus erythematodes; 
frambesia; coccidioidomycosis; blastomycosis; leprosy; leishmaniasis; pinta; cutane- 
ous moniliasis; exfoliative erythrodermas; erythema infectiosum; infectious allergy; 
lymphoblastoma; leukemia cutis; malignant melanoma; pemphigus vulgaris; hydroa 
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vacciniforme; lymphangioma; epidermolysis bullosa; von Recklinghausen’s neuro- 
fibromatosis; erythema multiforme; scleredema; Kaposi’s sarcoma. 


HERPES ZOSTER 
(Shingles; Zona) 


The reason for listing herpes zoster as a symptom is that it may be secondary or 
symptomatic of certain conditions which should not be overlooked in its presence. 
This caption refers to the condition as confined chiefly to the chest. 

Acute Posterior Ganglionitis (Herpes Zoster per se). Characteristics. Herpes zos- 
ter may occur as an idiopathic or primary condition. It is commonest on the trunk 
and is usually unilateral, most frequently occurring on the right side. The eruption is 
distinctive. It consists of groups of vesicles, arising from an erythematous base, in 
an area supplied by a dorsal nerve root, occurring in crops, and containing fluid. 
This may be clear, or in severe cases blood-stained; and in others it may be purulent. 
The vesicles may break down and form ulcers. From the fifth to the tenth day after 
their appearance the vesicles begin to dry up and form scales. White scars may 
result and persist. The patient feels ill, suffers considerable malaise and pain, and 
the temperature is elevated, before the eruption appears. Usually severe local pain 
and sometimes hyperesthesia precede the eruption, and neuralgic pain of a severe 
character may persist after the rash has disappeared. A second attack rarely occurs. 

Chronic Arsenic Poisoning. Characteristics. Herpes zoster is one of the character- 
istic cutaneous manifestations. The other most common skin lesions are cutaneous 
pigmentation and keratosis. 

Chief Signs. See page 26. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. Herpes zoster 
may occur in different parts of the body. Other skin eruptions are common (pete- 
chiae, erythema nodosum, erythema, dusky mottling, hyperemic spots, urticaria, 
ecthyma, pemphigus, and sometimes gangrene of the skin). 

Chief Signs. See page 94. 

Syringomyelia (Spinal Gliosis). Characteristics. A vesicular eruption may occur 
in certain nerve areas, lasting for a few days, without pain or irritation, and often 
confined to the analgesic zones. 

Chief Signs. See page 342. 

Neurosyphilis. Characteristics. Herpes zoster sometimes occurs. 

Chief Signs. See page 105. 

Less Common Causes. Spinal caries; carcinoma of the vertebrae; tumor of the 
spinal cord; fracture-dislocation of the spine; Weil’s disease (hemorrhagic herpes); 
smallpox; leukemia; subarachnoid hemorrhage; disseminated sclerosis; intradural 
spinal cyst; myelitis; chronic bismuth poisoning; Hodgkin’s disease. 


IMPAIRED MOBILITY OF THE CHEST, UNILATERAL 
OR BILATERAL 


(Including Litten’s Phenomenon) 


A general deficiency in the expansion of the chest, or shallow breathing, may be 
simply a personal peculiarity, and hence is without definite import. Feeble expansion 
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is best illustrated by the thoracic immobility incident to such conditions as collapse, 
acute syncope, trance, and the adynamia of acute febrile diseases. 

Unilateral deficiency of expansion is demonstrated by inspection, by palpation, 
by percussion of the lower edge of the lungs posteriorly during quiet breathing and 
after a deep inspiration, by the fluoroscope, and by Litten’s sign. The so-called dia- 
phragm phenomenon, or Litten’s sign, is shown most distinctly by placing the patient 
in the dorsal decubitus with the feet toward a window and the arms extended above 
the head, the observer standing behind or at the side of the bed. The normal inspira- 
tory descent of the diaphragm is recognized as a faint but appreciable shadow which 
travels vertically down the lower axilla during each full inflation of the lungs from 
the sixth to the eighth or ninth intercostal spaces, an extent of 3 or 4 inches. This 
phenomenon, when present and equal on the two sides, shows that the excursions of 
the diaphragm, the lungs, and the pleura are unrestricted. 

Circumscribed deficiency of expansion, showing a local patch of immobility upon 
the chest wall, is easily seen by oblique illumination, or if not distinctly visible, may 
be determined by palpation. 

When the impairment is unilateral, the expansion of the opposite side is usually 
compensatorially increased. 

In the senile the respirations are shallow and expansion generally deficient, due to 
ossification of the costal cartilages. 

Lobar Pneumonia (Croupous or Fibrinous Pneumonia). Characteristics. The chest 
movements are limited on the affected side, especially in extensive consolidations 
(massive pneumonia), and in those accompanied by widespread pleurisy. On the 
unaffected side there are vicariously exaggerated respiratory movements, and the 
same thing is noticed over the upper lobe of a lung extensively consolidated at its 
base. The diaphragm excursions on the side of the lesion are restricted or absent, 
especially when there is basal consolidation or diaphragmatic inflammation. 

Chief Signs. See page 390. 

Bronchopneumonia (Lobular Pneumonia). Characteristics. The thoracic expan- 
sion is bilaterally restricted. If there is extensive consolidation at the bases the upper 
portion of the chest expands more than the lower portion. 

Chief Signs. See page 387. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Tuberculous pul- 
monary fibrosis may produce either localized or generalized unilateral thoracic con- 
traction and defective expansion depending on the extent of the underlying pathology. 
In chronic apical tuberculosis there is often limitation of motion and contraction in 
the supraclavicular and infraclavicular area on the affected side. In extensive fibroid 
phthisis the thoracic wall is flat and depressed; the shoulder droops; the clavicular 
areas are unduly deep; the interspaces are narrowed or even effaced by the crowding 
together and overlapping of the ribs; the diaphragm is elevated on the affected side; 
and expansion is markedly and progressively diminished with restriction of Litten’s 
shadow on the affected side. 

Chief Signs. See page 390. 

Hypertrophic Emphysema. Characteristics. During respiration the thorax rises 
and falls en masse in a vertical direction, but fails to expand normally. Litten’s 
shadow begins at a lower level and is shorter than in the healthy chest. 

Chief Signs. See page 409. 

Pleurisy with Effusion. Characteristics. The respiratory excursions of the affected 
side are considerably restricted, and the diaphragm shadow is correspondingly 
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abolished, depending on the amount of effusion, while the opposite side of the thorax 
shows exaggerated expansion as a matter of compensation. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy ). Characteristics. As in pleurisy with effusion (see 
above). 

Chief Signs. See page 454. 

Hydrothorax. Characteristics. As in pleurisy with effusion (see p. 426). 

Chief Signs. See Congestive Heart Failure, page 429, and Uremia, page 431. 

Pleurisy. Characteristics. The respiratory movements are shallow and the dia- 
phragm shadow is obscured, especially on the pleuritic side, due to the severe pain. 

Chief Signs. See page 391. 

Fracture of the Ribs. Characteristics. Mobility is restricted on account of pain. 

Chief Signs. See page 404. 

Intercostal Neuralgia. Characteristics. Mobility is restricted on account of pain. 

Chief Signs. See page 403. 

Intercostal Fibrositis (Pleurodynia). Characteristics. Expansion is limited on ac- 
count of the pain. 

Chief Signs. See page 407. 

Acute Pneumothorax. Characteristics. The affected side is distended and immo- 
bile and the diaphragm shadow abolished, while in contrast to this the opposite half 
of the thorax shows exaggerated respiratory movements. 

Chief Signs. See page 405. 

Bronchial Asthma. Characteristics. During the paroxysm the chest is fixed in com- 
plete inspiration. 

Chief Signs. See page 389. 

Chronic Adhesive Pleurisy. Characteristics. In the average case there is slightly 
impaired mobility of the chest on the affected side, but when the pleurae are exten- 
sively implicated the affected side expands but little. The diaphragm shadow is re- 
stricted or abolished. 

Chief Signs. See page 410. 

Fibroid Phthisis. Characteristics. There is deficient expansion of the affected side, 
sometimes to the point of practical obliteration. Litten’s phenomenon is correspond- 
ingly diminished. 

Chief Signs. See page 392. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia; Cirrhosis of the Lung). 
Characteristics. Similar to fibroid phthisis (see above ). 

Chief Signs. See page 392. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. In the fully developed 
case, in which the dilatations have attained considerable size, there is impairment of 
expansion and of the diaphragm shadow on the corresponding side. Peribronchial 
pneumonitis and fibrosis are responsible. 

Chief Signs. See page 388. 

Tracheal or Bronchial Stenosis. Characteristics. If a principal bronchus is ob- 
structed, the respiratory movements are restricted on the affected side and the dia- 
phragm shadow diminished. In stenosis above the tracheal bifurcation there is defi- 
cient expansion ot both lungs. 

Chief Signs. See page 431. 

Atelectasis (Collapse of the Lung). Characteristics. If extensive the expansion of 
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the thorax is materially diminished on the affected side and the diaphragm shadow 
is correspondingly affected, while in contrast to this the opposite half of the thorax 
shows exaggerated respiratory movements. 

Chief Signs. See page 455. 

Carcinoma of the Lung. Characteristics. The respiratory mobility of the affected 
side is sometimes restricted. The diaphragm shadow is limited or abolished if the 
neoplasm is in the lower part of the thorax, or if the pleura is extensively involved, 
or if there is a large pleural effusion. 

Chief Signs. See page 393. 

Splenomegaly. Characteristics. If the spleen is greatly enlarged it will cause a left- 
sided restriction of expansion and an ill-defined diaphragm shadow. 

For causes see page 584. 

Hepatomegaly. Characteristics. The same result may follow as in splenomegaly if 
the liver is much enlarged, the limitation of expansion being on the right side. 

For causes see page 579. 

Less Common Causes. Atrophic emphysema; pulmonary syphilis; acute pneu- 
monic tuberculosis; postdiphtheritic paralysis (involving the intercostal muscles and 
diaphragm) ; mediastinal tumor; exophthalmic goiter (with ossification of the costal 
cartilages); acute pericarditis; chronic adhesive pericarditis; subphrenic abscess; 
ascites; tympanites; large abdominal tumor; foreign body in a bronchus; rheumatism; 
epilepsy; spasm of the glottis; tetanus; strychnine poisoning; diaphragmatic hernia; 
diaphragmatic pleurisy; peritonitis; paralysis of the diaphragm; pulmonary infarc- 
tion; epidemic pleurodynia. 


DYSPNEA 


(Including Polypnea) 


(See also Orthopnea, page 859; Slow Respiration, page 435; Stridor, page 436; 
Stertorous Respiration, page 438; and Cheyne-Stokes Respiration, page 438.) 


The term dyspnea is a subjective complaint and implies difficult, labored, or un- 
comfortable breathing, which is by no means always a symptom of disease. It may 
occur normally under emotional stress, after violent exercise, and in some obese 
individuals; the level of physical activity producing the symptom varies widely with 
age, sex, body build, physical fitness, psychologic factors, and altitude. The symptom 
indicates disease only when it occurs at levels of activity below those expected to be 
usually tolerated. Objective signs of abnormality usually accompanying the subjective 
complaint include obviously embarrassed respiratory movements and in severe cases 
overaction of the accessory muscles of respiration with anxious facies, dilated pupils, 
moist skin, dry lips and tongue, open mouth, dilated alae nasae, and acrocyanosis. 

Dyspnea is an important cause of disability in cardiac and pulmonary disease, but 
because of the subjective nature of the symptom no single specific measurable ab- 
normality in cardiac or pulmonary function has been found to apply to all examples 
of the complaint. Many factors contribute to the symptom (disruption or disturb- 
ance of the anatomical integrity of the respiratory system; disturbances in the me- 
chanics of breathing; deviations in the chemical, mechanical, physical, cortical, and 
metabolic mechanisms and factors which influence total ventilation), but the relative 
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importance of each is difficult to assess. At the present time most investigators be- 
lieve that dyspnea is primarily related to the ventilatory component of pulmonary 
function rather than to the function of gas exchange. The ventilatory component of 
pulmonary function may be evaluated by measurement of the maximum breathing 
capacity (ventilatory capacity), which is the maximum volume of air that can be 
breathed voluntarily in one minute. Such determinations vary normally with body 
size, age, and sex, and thereafter depend on the integrity of the complex apparatus 
which goes into making the chest function as a bellows. The severity of dyspnea and 
its ease of production by exertion is fairly well correlated with the degree to which 
ventilatory capacity is impaired. Dyspnea is invariably experienced when the ventila- 
tion required to support an activity or metabolic state reaches 30 to 40 per cent of 
the ventilatory capacity (dyspnea threshold), but exceptions to this rule occur, no- 
tably in pulmonary emphysema and heart disease. In the former the patient may have 
50 per cent or more of his ventilatory capacity lost without experiencing dyspnea, 
while in the latter the loss of less than 30 per cent of the ventilatory capacity may 
evoke the complaint of shortness of breath. 

The special varieties of dyspnea, such as stridulous, stertorous, and Cheyne-Stokes, 
are considered under special captions which follow. 

Congestive Heart Failure. Characteristics. At first there is dyspnea only on exer- 
tion, later dyspnea at rest as well, and still later, the exaggerated form known as 
orthopnea, in which the patient must remain propped up in order to breathe. The 
breathing may be asthmatic (cardiac asthma), and paroxysms of asthmatic breath- 
ing may occur. In chronic valvular disease, especially mitral, breathlessness on 
exertion may occur long before there is actual decompensation. 

Chief Signs. Edema; cyanosis; oliguria; enlarged liver; distention of the jugular 
veins; cardiac murmurs and arrhythmias; cardiac hypertrophy and dilatation; basal 
pulmonary rales; increased venous pressure. 

Lobar Pneumonia (Croupous or Fibrinous Pneumonia). Characteristics. Dyspnea 
is an almost constant symptom; even early the respirations may be 25 a minute, later 
increasing to 40; in children they may reach 60 or more. The respirations are shallow, 
labored and restrained, and are frequently accompanied by an expiratory grunt. The 
alae nasae dilate with each inspiratory effort, and the accessory muscles of respiration 
are obviously working excessively. Inverted rhythm is not uncommon in children. 

Chief Signs. See page 390. 

Bronchial Asthma. Characteristics. During the paroxysm and as a result of mucosal 
and submucosal swelling, contraction of the bronchial musculature, and excessive 
bronchial secretion, there is narrowing of the bronchi with obstruction to both the 
inspiratory and expiratory phases of pulmonary ventilation. Inspirations are reduced 
in frequency, sometimes to one-half normal; they are jerky in character and much 
shortened in duration, the normal ratio between inspiration and expiration being 
reversed in extreme cases. The accessory muscles of respiration are in play; the chest 
scarcely moves from its hyperinflated position; expiration is prolonged; and the lungs 
become progressively distended with resultant acute emphysema. 

Chief Signs. Onset commonly under 10 years, persisting to old age; recurring 
paroxysms. Paroxysm: sudden onset, frequently nocturnal; violent respiratory move- 
ments with all the accessory muscles; short inspiration with long, wheezy expiration, 
slow respirations, cold sweat, small pulse, hyperresonance, numerous rales and 
noises; cough at the end with expectoration of viscid sputum containing Cursch- 
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mann’s spirals, eosinophils, and Charcot-Leyden crystals; eosinophilia. Interval: 
may be bronchitis and emphysema; may be associated hay fever. 

Pulmonary Emphysema. Characteristics. Chronic obstruction of the small intra- 
pulmonary airways leads to dyspnea on exertion. The dyspnea is not apt to be marked 
unless there is a superimposed bronchial or pulmonary infection or asthma. Then 
the respirations are harsh and wheezy, rales are elicited, and expiration is prolonged, 
noisy, and laborious. 

Chief Signs. Barrel-shaped chest; harsh, wheezy, respiration with prolonged ex- 
piration; cyanosis; chronic bronchitis; diminished vocal fremitus; general pulmonary 
hyperresonance; feeble heart sounds; coarse rales and sibilant rhonchi, usually bi- 
lateral. 

Pulmonary Edema. Characteristics. The breathing is rapid, with dyspnea or or- 
thopnea. 

Chief Signs. Incessant short cough; copious frothy or blood-tinged expectoration; 
pallor; sweat; full pulse; dullness posteriorly at the bases; piping, bubbling rales; 
presence of concomitant cause, such as infectious, kidney, heart, or arterial disease, 
angioneurosis, pregnancy, epileptic fit. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Dyspnea is usually 
indicative of advanced disease, pleural effusion, or pneumothorax, and is usually 
present only on exertion. 

Chief Signs. See page 390. 

Bronchopneumonia. Characteristics. Dyspnea gradually becomes a pronounced 
feature; expiration may be jerky and grunting and followed by a pause. The rate is 
often as high as 60 or more. Retraction of the lower ribs and sternum during inspira- 
tion points to deficient lung expansion and is a serious sign. 

Chief Signs. See page 387. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. Dyspnea is usually a 
prominent symptom when there is advanced pulmonary fibrosis and emphysema. 

Chief Signs. See page 388. 

Acute Miliary Tuberculosis (Pulmonary Form). Characteristics. At the onset of 
the disease the respiratory rate is normal, but eventually dyspnea develops which is 
almost always out of proportion to the intensity of the physical signs. 

Chief Signs. Possible history of tuberculosis; weakness; malaise; fever; rapid pulse; 
slight cough early, later becoming disturbing; scanty mucopurulent sputum, occa- 
sionally rusty; cyanosis of the lips and fingertips, marked in late stages of the disease; 
negative physical examination of the chest; occasionally tubercle bacilli in the spu- 
tum; may be tubercles in the retina on ophthalmoscopic examination; x-ray (often 
negative in early stages of the disease). 

Pleurisy with Effusion. Characteristics. There may be dyspnea at the onset due to 
fever and pain; later it is due to compression. In the cases with very rapid effusion 
dyspnea may be very marked. When, however, the fluid is suffused slowly, dyspnea 
may not be present except on exertion. 

Chief Signs. See page 454. 

Acute Pneumothorax. Characteristics. Dyspnea is perhaps the most characteristic 
feature and is so extreme in some cases as to produce a feeling of impending suffoca- 
tion. 

Chief Signs. Agonizing pain in the side; collapse; small, rapid pulse; immobility 
and enlargement of the affected side; displacement of the apex beat away from the 
affected side; absent tactile fremitus, tympany, absent or distant breath sounds, metal- 
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lic quality to vocal resonance; coin test; may be rales (metallic tinkling) and cough; 
later, succussion splash and signs of shifting fluid; x-ray. 

Uremia (Renal Insufficiency). Characteristics. The dyspnea may be continuous, 
paroxysmal, or alternating. It is frequently nocturnal, and the patient may sit up, gasp 
for breath, and evince as much distress as in true asthma. Occasionally the breathing 
is noisy and stridulous. The Cheyne-Stokes type may occur and persist for weeks or 
months. 

Chief Signs. History of renal disease or severe essential hypertension; mental dull- 
ness and apathy; twitching of the muscles of the face and hands; headache; vomiting; 
oliguria with edema, or polyuria with dehydration; albuminuria, cylindruria, hema- 
turia; high blood urea; anemia; retinitis (ophthalmoscopy). 

Diabetes Mellitus (Acidosis; Coma). Characteristics. Loud and deep inspirations 
and expirations may occur (the air-hunger of Kussmaul). A not unduly rapid respi- 
ration with an acyanotic dyspnea is one of the first indications of acidosis; it may 
come on without premonition and the patient may awake from sleep with the dyspnea. 

Chief Signs. See page 371. 

Laryngeal, Tracheal, or Bronchial Stenosis. Characteristics. Inspiratory dyspnea 
is constant. 

Chief Signs. History of presence of severe adequate cause of obstruction or pres- 
sure either intrinsic or extrinsic to the upper air passages of neoplastic or inflamma- 
tory nature. Larynx: repeated attacks of asphyxia; stridor may be inspiratory or 
inspiratory and expiratory, and is worse in sleep and on exertion; cyanosis; hoarse, 
low-pitched voice or aphonia; occasionally dysphagia; head held backward; diminu- 
tion of breath sounds over both lungs; laryngoscopy, direct or indirect. Trachea: 
prolonged inspiration and overactivity of respiratory muscles; stridor best heard at 
open mouth or over site of stenosis; cyanosis or pallor; diminished breath sounds on 
both sides; laryngotracheoscopy; x-ray. Bronchus: signs of pneumonitis and atelec- 
tasis; often a wheeze and occasionally crepitant rales; bronchoscopy; x-ray. 

Foreign Body in the Air Passage. Characteristics. Sudden great dyspnea occurs if 
the foreign body is not large enough to block the air passages; the breathing is slow 
as compared with lung disease. Inspiration is prolonged and difficult, with retraction 
of the lower ribs. 

Chief Signs. History of entrance; violent cough; lividity of the face; writhing; partial 
insensibility; recurrence of symptoms after a lull; respiratory murmur diminished or 
absent on the corresponding side if in the bronchus; may be palpable vibrations or 
sounds if in the trachea; bronchoscopy; x-ray. 

Aneurysm of the Arch of the Aorta. Characteristics. Particularly when involving 
the transverse arch, dyspnea, due to pressure on a bronchus, the trachea, or the re- 
current laryngeal nerve, may occur with marked stridor. The shortness of breath may 
occur only on exertion or in paroxysms. 

Chief Signs. See page 413. 

Coronary Heart Disease. Characteristics. Paroxysmal dyspnea may be a promi- 
nent symptom. The paroxysms are often nocturnal and asthmatic. Anginal attacks 
may or may not be associated. 

Chief Signs. See Hypertensive and Arteriosclerotic Forms of Heart Disease, page 
496. 

Hypostatic Congestion of the Lungs. Characteristics. Dyspnea is usually slight at 
the onset but may become marked. 

Chief Signs. Occurrence in enfeebling conditions, especially in old age and fevers; 
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may be cyanosis; basal rales, impaired basal resonance, diminished breath sounds, 
later feeble bronchial breathing. 

Mediastinal Tumor. Characteristics. Dyspnea is one of the earliest and most con- 
stant symptoms (due to tracheal, laryngeal, nerve, or heart pressure, lung involve- 
ment, or pleural effusion). It is often severe with paroxysms. 

Chief Signs. See page 394. 

Congenital Heart Disease. Characteristics. Dyspnea may be a marked feature; it 
may occur only as a result of overexertion or it may be paroxysmal in character. 

Chief Signs. Onset of symptoms at or soon after birth; cyanosis; clubbed fingers; 
usually a systolic murmur with maximum intensity and conduction not corresponding 
to acquired murmurs; usually hypertrophy of the right heart; erythremia. 

Edema of the Larynx. Characteristics. Dyspnea of varying degrees is present de- 
pending on the nature of the disease initiating the process. In angioneurotic edema 
of the larynx, dyspnea is of rapid onset and its degree may be severe. In collateral 
laryngeal edema there is a gradual onset of dyspnea which may, however, at times 
become rapidly severe producing air hunger, even sudden asphyxia, due to the loose- 
mess of the submucosa in the area which permits rapid increases in swelling. True 
inflammatory edema of the larynx is manifested by increasing dyspnea which may 
quickly become so severe as to produce asphyxia. Passive edema in the area is 
productive, as a rule, of only slight dyspnea. 

Chief Signs. Angioneurotic edema (see page 57). Collateral edema: presence of 
an edematous and inflammatory lesion in the pharynx or neck (peritonsillar abscess, 
pharyngomaxillary face infection, Ludwig’s angina, deep cervical node suppuration) ; 
inspiratory stridor; muffling of the voice; dysphagia; cough; may be cyanosis; air 
hunger or sudden asphyxia. True inflammatory edema: rapid onset; stridor; cough; 
cyanosis; pain on phonation; dysphagia; fever; malaise; prostration; presence of an 
etiologic factor (laryngeal abscess, perichondritis, erysipelas of the larynx, etc.). 
Passive edema: muffled voice; difficult, painless swallowing; stridor during sleep; 
cough; presence of an etiologic factor (nephritis, heart failure, cirrhosis, tumor of the 
neck or mediastinum interfering with circulation, aneurysm of the great arteries of 
the neck) ; direct and indirect laryngoscopy. 

Laryngeal Diphtheria. Characteristics. With membrane formation and local edema 
the symptoms of laryngeal obstruction begin with inspiratory dyspnea and stridor, 
and with the inspiratory movement there is indrawing of the supraclavicular and in- 
fraclavicular spaces, the epigastrium, and the lower intercostal spaces. If unrelieved, 
there is increasing dyspnea and stridor and eventually asphyxia with exhaustion. 

Chief Signs. Occurrence usually in children; hoarseness; harsh cough; cyanosis and 
croup; fever rarely high; marked prostration; cervical adenitis; faucial membrane; 
culture of the throat (Klebs-L6ffler bacillus) ; laryngoscopy (see page 283). 

Acute Membranous Laryngitis. Characteristics. Similar to laryngeal diphtheria 
(see above). 

Chief Signs. Presence of an etiologic factor (severe laryngotracheobronchitis, 
measles, scarlet fever, influenza, fusospirochetal infection in the pharynx, steam in- 
halation, inhalation of gases or fluids, surgical implementation) ; laryngoscopy; nega- 
tive smear and cultures of the throat (Klebs-Loffler bacillus). 

Pericarditis with Effusion. Characteristics. Dyspnea is a common and important 
symptom, which later may increase to orthopnea associated often with a dusky, 
anxious countenance. 
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Chief Signs. See page 394. 

Carcinoma of the Lung. Characteristics. Dyspnea may be an early symptom, and 
intense dyspnea may occur out of all proportion to the amount of damage demon- 
strable in the lungs. The difficulty in breathing is usually constant but may be paroxys- 
mal. 

Chief Signs. See page 393. 

Acute Laryngitis (in Children). Characteristics. Dyspnea is not uncommon and 
may occur in spasmodic attacks and become urgent if there is much edema of the 
glottis. 

Chief Signs. Dry cough; huskiness or aphonia; painful deglutition; laryngoscopy 
(cords red and swollen). 

Retropharyngeal Abscess. Characteristics. Noisy dyspnea, often spasmodic, is 
usually present, the difficulty being noted on inspiration. The head is drawn far 
backward and with the mouth open. 

Chief Signs. Occurrence in infancy or childhood; fever; malaise; restlessness; re- 
gional adenopathy; difficulty in swallowing; nasal voice; peculiar short cry; inspiratory 
and expiratory stridor, worse during sleep; external swelling; digital examination 
(retropharyngeal swelling). 

Acute Secondary Anemia (Hemorrhage). Characteristics. Dyspnea accompanies 
or follows a severe hemorrhage (air hunger). 

Chief Signs. Obvious bleeding or signs of internal hemorrhage; rapid heart action; 
faintness; marked pallor; subnormal temperature; blood examination after some 
hours (diminution of red cells and hemoglobin, low color index, polynuclear leuko- 
cytosis, moderate anisocytosis and poikilocytosis, few normoblasts). 

Chronic Secondary Anemia. Characteristics. There is shortness of breath on 
exertion. 

Chief Signs. Presence of some chronic infection, intoxication, repeated hemor- 
rhage, or inanition; palpitation; faintness and weakness; giddiness; swelling of the 
feet; anorexia, constipation, dyspepsia; pallor; headache and irritability; soft, small, 
rapid pulse; hemic murmurs; menstrual disturbances or amenorrhea; blood examina- 
tion (diminution of red cells and hemoglobin, may be poikilocytosis). 

Pernicious Anemia. Characteristics. There is breathlessness and faintness on exer- 
tion; as the disease progresses the dyspnea, faintness, and palpitation are produced 
by the most trifling exertion or emotion. 

Chief Signs. Insidious onset usually after the age of 45 years; great weakness; pallor 
without emaciation; gastrointestinal disturbances; faintness; palpitation; edema of 
the feet; tingling and numbness of the feet or hands; may be symptoms of posterior or 
posterolateral sclerosis (loss of deep sensibility, spasticity); blood examination (low 
red cell count, color index one plus, volume index one plus, deformity of the erythro- 
cytes, polychromatophilia, normoblasts, megaloblasts). , 

Pulmonary Embolism. Characteristics. Sudden dyspnea occurs, with signs of 
collapse when a large pulmonary artery is occluded. . 

Chief Signs. Occurrence in persons with thrombophlebitis or disease of the heart; 
sudden onset; cough with hemorrhagic sputum; may be thoracic pain; cyanosis; 
sweating; may be fever and leukocytosis; may be signs of pulmonary infarction (dull- 
ness, friction rub, bronchial breath sounds, moist rales) ; X-ray. Bs 

Hyperventilation Syndrome (Psychogenic Dyspnea). eC harac teristics. In _ the 
milder cases the patient complains of shortness of breath, difficulty in getting a breath, 
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or need to take a deep breath often (sighing respiration). In more severe cases the 
patient may take deep breaths so frequently that dizziness or even syncope results. 

Chief Signs. Occurrence in tense, neurotic, or hysterical persons; chest pain; dizzi- 
ness; headaches; palpitation; numbness and tingling of the extremities; hot and cold 
flashes; gastrointestinal symptoms; dilated pupils; tremor; tachycardia; cold, clammy 
skin. 

Chronic Myeloid Leukemia. Characteristics. Shortness of breath may be one of the 
earliest signs. 

Chief Signs. Occurrence usually between 25 and 40 years; insidious onset; enlarge- 
ment of the abdomen (by the spleen) ; wasting; retinal hemorrhages; cough; attacks 
of diarrhea; periods of fever; deafness, often sudden; edema of the legs; may be 
palpable liver; may be various hemorrhages (especially from the nose and gums); 
blood-cell examination (greatly increased leukocytes; myelocytes, myeloblasts, and 
transitional white cells; increase of granulocytes; normoblasts and megaloblasts ). 

Hodgkin’s Disease. Characteristics. Swelling of the mediastinal glands may bring 
about dyspnea with cough and even cyanosis. 

Chief Signs. Enlargement of the lymph nodes, beginning with the cervical, discrete 
and hard; progressive anemia; may be enlarged spleen; bronzing of the skin; moder- 
ate fever; biopsy; x-ray of chest. 

Less Common Causes. Laryngeal abscess; acute subglottic laryngitis; atrophic 
laryngitis; benign laryngeal growth; malignant laryngeal growth; malignant tracheal 
growth; bilateral recurrent nerve palsy; chronic subglottic laryngitis; congenital laryn- 
geal stridor; congenital web of the larynx; laryngeal injury; laryngitis sicca; perichon- 
dritis; spasm of the glottis; subglottic laryngitis; syphilis; tuberculosis (tracheobron- 
chial); Ludwig’s angina; cervical tumor (neoplastic glands, carcinoma of the 
thyroid, thyroid apoplexy, large colloid goiter, bronchial adenoma; bronchial stenosis; 
fibrinous bronchitis; carcinoma of the bronchus; acute bronchitis; bronchospasm; 
pertussis; cystic disease of the lung (including vanishing lung); atelectasis; chronic 
bronchitis; excessive pulmonary resection; thoracoplasty; pulmonary fibrosis (pneu- 
moconiosis, postinfectious, tuberculous); alveolar capillary block syndrome (sar- 
coidosis, beryllium, scleroderma, lymphangitic carcinomatosis, Rich-Hammond’s 
syndrome ); hemothorax; hydrothorax; empyema; diaphragmatic paralysis; pulmon- 
ary infarction; acute pleurisy; diaphragmatic pleurisy; lung abscess; pleurodynia; 
constrictive pericarditis; vascular ring; malignant hypertension; effect of poison gases; 
acute dilatation of lung cyst; bacterial endocarditis; cardiac aneurysm; anoxia (moun- 
tain climbing, flying, caisson disease); influenza (pulmonary form); tuberculous 
pneumonia; echinococcus cysts of the lung; pulmonary gangrene; thrombosis of the 
pulmonary artery; arteriovenous fistula; rupture of an aneurysm into the pulmonary 
artery; developmental lung abnormalities; pregnancy; advancing age; heat stroke; 
idiopathic hypochromic anemia; chlorosis; acute leukemia; ascites; tympanites; ab- 
dominal tumor; diaphragmatic hernia; peritonitis; esophageal tumor; liver abscess; 
dilatation of the stomach; splenomegaly; hepatomegaly; paralysis of the esophagus; 
trichinosis; Pott’s disease; thoracic deformity; intercostal neuralgia; thoracic trauma; 
syringomyelia; epidemic encephalitis (respiratory form); ascending paralysis; polio- 
myelitis; myasthenia gravis; tetanus; tetany; tabes dorsalis (laryngeal crisis); trans- 
verse myelitis (cervical) ; cerebrospinal meningitis; effort syndrome; hysteria; hypo- 
chondriasis; hyperthyroidism; Addison’s disease; myxedema; superior vena caval 
syndrome; pulmonary alveolar proteinosis; carcinoid syndrome; farmer’s lung; spleno- 
sis (cave disease—probably histoplasmosis); tracheopathica osteoplastica; Robin’s 
syndrome. 
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SLOW RESPIRATION 
(Oligopnea ) 


Oligopnea or bradypnea occurs in many conditions of coma, collapse, and shock 
from various causes. Old people tend to breathe much more slowly than young unless 
there is shortness of breath from emphysema, bronchitis, or myocardial affection. 
In addition, it may be marked in the following conditions. 

Cerebral Concussion. Characteristics. In the stage of collapse with unconsciousness 
the respirations are slow and shallow, but as the stage of reaction sets in they become 
deeper. 

Chief Signs. See Head Injury, page 106. 

Cerebral Compression (From Any Cause). Characteristics. In the stage of irrita- 
tion, in which there may be headache, vertigo, restlessness, delirium, convulsions, 
vomiting, tinnitus, contracted pupils, choked disk, slow pulse, and elevated blood- 
pressure, the respirations are more rapid and deeper than normal; but as stupor and 
coma set in in the stage of fully developed compression, the breathing becomes slow 
and stertorous; while in the final stage the respirations are rapid, irregular, and of the 
Cheyne-Stokes variety. 

Chief Signs. Those of the primary lesion, whether depressed fracture of the skull, 
meningeal hemorrhage, cerebral hemorrhage, hydrocephalus, cerebral tumor, or 
cerebral abscess. 

Diabetes Mellitus. Characteristics. The air hunger of diabetic coma is character- 
istic. There is extremely deep, slow breathing with a maximum respiratory excursion 
both in the intake and in the output of air. The rate begins to fall with the onset of 
coma progressively from 18 to 16, to 14, and down perhaps to even 6 to a minute. 
There is a long pause between breaths, and then inspiration starts and without hurry, 
the stuporous patient goes on drawing air deeper and deeper into his lungs until he 
can take in no more; the head is thrown slowly back during the process and the mouth 
opens wider and wider. There is a pause at the height of inspiration before an equally 
deep, slow, solemn expiration follows, and the head comes forward and the mouth 
closes partially until the next slow, deep inspiration begins. This breathing (Kuss- 
maul’s) is always a sign of grave danger. In some cases respiration is rapid instead of 
slow. 

Chief Signs. See page 371. 

Uremia. Characteristics. In some cases of uremic coma bradypnea is pronounced. 

Chief Signs. See page 431. 

Acute Alcoholism. Characteristics. During the stupor the respirations are deep, 
rarely stertorous, and may be very slow. 

Chief Signs. See page 38. 

Opium Poisoning. Characteristics. During the coma of acute poisoning the respira- 
tions become slower and slower, reaching as low as 10 per minute. 

Chief Signs. See page 108. 

Meningitis. Characteristics. In a child, Biot’s type of breathing may occur, in 
which 2 or perhaps 3 short respirations occur in quick succession, followed by a very 
long pause. It occurs in those who are approaching death. 

Chief Signs. See page 94. 

Tuberculous Adenitis (Tracheobronchial). Characteristics. Delicate children with 
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caseous bronchial glands may have a respiratory rate as low as 12 or even 10 per 
minute for weeks or months even while they are well enough to go to school. 

Chief Signs. Occurrence in children; stridulous cough and wheezing; substernal 
dullness if massive; may be atelectasis or pneumonitis; positive tuberculin test; X-ray. 

Less Common Causes. Epilepsy (during the seizure); hysteria; catalepsy; trance; 
chloroform narcosis; effect of chloral, Veronal, Sulfonal, Trional, tetronal; Medinal, 
aconite, antimony, aniline poisoning; bronchial asthma (paroxysm); malaria (hot 
stage). 


STRIDOR 
(Stridulous Breathing) 


This type of respiration is characterized by a medley of harsh, hissing, or whistling 
vibratory sounds especially audible during inspiration. In general it denotes obstruc- 
tion so placed that all the air going into the lungs must pass it. When the obstruction is 
more than slight, stridor is accompanied by confirmatory signs such as inspiratory 
recession of the intercostal spaces and the use of the accessory muscles of respiration. 
Respiration through a tracheotomy tube produces a rasping sound not unlike that 
made by filing the teeth of a saw (stridor serraticus). 

Foreign Body in the Air Passages. Characteristics. If the body stops in the larynx, 
there is an initial laryngeal spasm with marked stridor. Following this there is more or 
less laryngeal wheezing, a croupy cough, and varying degrees of impairment of 
phonation. A similar stridor occurs when the body lodges in the trachea, cough 
occurs at once, and the patient can usually feel the object move. A sudden shutting 
off of the expiratory blast with aphonia and a paroxysm of cough is almost pathogno- 
monic of a movable foreign body in the trachea. A foreign body passing into a bron- 
chus may or may not cause symptoms of laryngeal spasm. The nearer the obstruction 
is to the larynx, the greater will be the spasmodic up and down movements of the 
thyroid cartilage and the stridor. 

Chief Signs. See page 431. 

Edema of the Larynx. Characteristics. Inspiratory stridor may be marked in col- 
lateral, inflammatory, and angioneurotic edema. Stridor during sleep is common in 
passive edema. 

Chief Signs. See page 432. 

Laryngeal Diphtheria. Characteristics. Inspiratory stridor and dyspnea make their 
appearance with the onset of membrane formation and swelling from edema, associ- 
ated with recession of the supraclavicular and infraclavicular spaces, the intercostal 
spaces, and epigastrium. 

Chief Signs. See page 432. 

Acute Membranous Laryngitis. Characteristics. As in laryngeal diphtheria. 

Chief Signs. See page 432. 

Acute Subglottic Laryngitis (False Croup of Children). Characteristics. The child 
awakens from early sleep with a harsh cough and dyspnea with crowing inspiratory 
stridor and cyanosis. There is recession of the epigastrium, supraclavicular spaces, 
and suprasternal fossa during inspiration. (See also page 391.) 

Chief Signs. See page 280. 

Stenosis of the Larynx. Characteristics. During the development of the stenosis 
there are repeated suffocative attacks due to increases in swelling or accumulated 
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secretion. Stridor, either inspiratory or inspiratory and expiratory, is also present and 
1s Worse on exertion and during sleep. 

Chief Signs. History of injury or disease of the larynx which was productive of 
tissue destruction (trauma, high tracheotomy, retained foreign body, especially in- 
tubation tube, inhalation of caustics, laryngofissure, lupus, syphilitic gumma, 
scleroma, leprosy, etc.) ; dyspnea; cyanosis; hoarseness or aphonia; weak cough, 
thick, gummy sputum; direct or indirect laryngoscopy. 

Laryngismus Stridulus. (Spasmodic Croup; Infantile Laryngeal Spasm). Charac- 
teristics. Respiration ceases, with a period of apnea, during which the child struggles 
for breath. The seizure terminates with a high-pitched crowing inspiration as the 
spasm relaxes. 

Chief Signs. Occurrence about 18 months; frequent association of rickets, tetany, 
or adenoids; onset at night or early morning; absence of cough and hoarseness; 
cyanosis; may be convulsions or carpopedal spasm; may be frequent attacks. 

Stenosis of the Trachea. Characteristics. When stenosis is well marked and near 
the larynx the symptoms are those of laryngeal stenosis (see above). Deeper, severe 
tracheal stenosis causes dyspnea and air hunger with prolonged inspirations and over- 
action of the respiratory muscles, stridor being best heard at the open mouth or over 
the site of the stenosis. 

Chief Signs. Presence of cicatricial stenosis (tertiary syphilis or surgery), or com- 
pression stenosis (enlarged thyroid gland, especially substernal, aortic aneurysm, 
mediastinal tumors, especially malignant, tuberculosis, leukemic lymphadenopathy, 
lymphogranulomatous lymphadenopathy, metastatic lymphadenopathy, esophageal 
carcinoma or large diverticulum, growths of the left main bronchus); dyspnea; 
cyanosis or pallor; cough, especially in compression stenosis; laryngoscopy; broncho- 
graph. 

Congenital Laryngeal Stridor. Characteristics. Respiration is noisy and inspiration 
is accompanied by marked croaking, or crowing sounds, and with recession of the 
soft parts of the chest wall; yet there is no cyanosis and no subjective distress. The 
stridor diminishes when the child is quiet but usually does not quite disappear even in 
sleep. 

Chief Signs. Onset in the first few days of life; disappearance by the end of the 
second year; may be malformation of the epiglottis. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Laryngeal crises may occur. 
If severe, there is pain, stridor, and a feeling of suffocation and impending death, the 
lips become livid and the skin pale, and there is indrawing of the chest and substernal 
region. The attack begins and ends suddenly. 

Chief Signs. See page 519. 

Less Common Causes. Abscess of the larynx; acute laryngotracheobronchitis; be- 
nign and malignant new growths of the larynx, bilateral recurrent nerve palsy; benign 
and malignant new growths of the trachea; retropharyngeal abscess; laryngeal peri- 
chondritis; spasm of the glottis; hysteria; bronchial stenosis; abductor paralysis; con- 
genital webs of the glottis; injuries of the larynx; acute arthritis of the cricoarytenoid 
joint; laryngocele (internal form); atrophic laryngitis; chronic laryngitis (large 
swellings, hypoglottic form); Ludwig’s angina; infections of the pharyngomaxillary 
space and neck; peritonsillar abscess (if collateral laryngeal edema); elongation of 
the uvula (may produce a tendency to spasm of the glottis); benign and malignant 
tumors of the laryngopharynx (large or advanced); acute simple laryngitis (infants 
and children) ; bulbar or pseudobulbar palsy; rabies; tetanus; acute laryngitis (strep- 
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tococcus, staphylococcus, pneumococcus, irritant gases); erysipelas of the throat; 
iodism; strychnine poisoning. 


STERTOROUS RESPIRATION 


Snoring or stertorous respiration is a well-known sign of profound sleep in many 
healthy persons who sleep with the mouth open. It occurs also in most cases of deep 
coma (see Coma, page 758). In the following conditions it occurs during sleep: 

Adenoids. Characteristics. At night the child’s sleep is greatly disturbed; the respi- 
rations are loud and snorting, and there are sometimes prolonged pauses, followed by 
deep, noisy inspirations. The breathing is done with the mouth open. 

Chief Signs. See page 409. 

Hypertrophied Tonsils. Characteristics. In a marked case the most prominent 
symptoms are those of adenoids, namely, mouth breathing, disturbed sleep accom- 
panied by snoring, and nasal voice. 

Chief Signs. See page 259. 

Nasal Obstruction (Polyps; Spurs; Septal Deviations; Vasomotor Rhinitis; Allergic 
Sinusitis; Turbinate Thickening; Bony Ridges; Chronic Rhinitis). Characteristics. 
There is inability to breathe freely through the nose. This is worse at night and often 
causes mouth breathing and snoring. 

Chief Signs. See page 170. 

Peritonsillar Abscess (Quinsy). Characteristics. The type of breathing seen in 
adenoids may occur due to the postnasal obstruction. 

Chief Signs. See page 253. 

Retropharyngeal Abscess. Characteristics. The noisy snoring which occurs in this 
condition has been called hen-cluck stertor. 

Chief Signs. See page 433. 

Postdiphtheritic Paralysis. Characteristics. There may be stertorous breathing due 
to paralysis of the soft palate. 

Chief Signs. See page 269. 


CHEYNE-STOKES RESPIRATION 


(and Irregular Respiration) 


Simple irregularity, often temporary, in the rhythm of the respiratory movements 
is not necessarily pathologic, since it is often attributable to trivial psychic disturb- 
ances. It is, however, a sign of grave import in states of collapse and shock. Cheyne- 
Stokes respiration is characterized by periodic disturbances of the respiratory rate, 
thythm, and volume, alternating with periods of apnea, these two contrasting phases 
recurring in regular cycles. The quiescent interval is followed by slow and shallow 
respirations, which progressively increase in both frequency and in volume until they 
reach an acme, after which they gradually become shallower and slower until, having 
ceased entirely, another period of apnea begins. This type of breathing may occur in 
ordinary sleep in infants and old people. In disease, it invariably has a grave, although 
not necessarily fatal, significance. Meningeal, or Biot’s, respiration consists of re- 
curring periods of apnea, ringing from 5 or 10 to 20 or 30 seconds’ duration, and 
separated by intervals marked by irregularity of rhythm and of force. Jerky respira- 
tion, characterized by a series of spasmodic interruptions of inspiration and expira- 
tion, is another type of irregularity met with. 
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In infants regular rhythmic respiration is not fully established before the end of the 
second year. 

Coma. Characteristics. Cheyne-Stokes type of periodic breathing may accompany 
almost any profound comatose state, but its presence especially suggests factors such 
as apoplexy, cerebral softening, cerebral tumor, meningitis, uremia, diabetes mellitus, 
opium poisoning, and heart failure. 

For causes see page 758. 

Uremia (Renal Insufficiency). Characteristics. Cheyne-Stokes breathing may oc- 
cur even without coma. It may persist for weeks or months. Recovery may follow 
even after its duration for a long period. 

Chief Signs. See page 431. 

Cerebral Arteriosclerosis. Characteristics. Cheyne-Stokes respiration may be the 
outstanding feature, denoting progressive softening of the medulla oblongata. It may 
occur in simple senile degeneration. 

Chief Signs. See page 330. 

Left Ventricular Failure (Congestive Heart Failure). Characteristics. Cheyne- 
Stokes breathing may occur. It was first described by John Cheyne in a case of fatty 
heart. 

Chief Signs. Presence of an etiologic factor: 1, peripheral disease, such as (a) 
essential hypertension, (b) hypertension secondary to renal disease (acute glomeru- 
lonephritis, subacute glomerulonephritis, chronic glomerulonephritis, congenital 
polycystic kidneys, severe atrophic pyelonephritis, intercapillary glomerulosclerosis) , 
(c) hypertension secondary to endocrine diseases (toxemia of pregnancy, paroxys- 
mal hypertension, adrenogenital syndrome, hyperthyroidism, myxedema), (d) ab- 
normal vascular communications or formations (arteriovenous fistula, patent ductus 
arteriosus, severe acute Paget’s disease, coarctation of the aorta), (e) collagen dis- 
eases (disseminated lupus erythematosus, polyarteritis nodosa), or (f) disease of the 
blood and blood-forming organs (anemia, leukemia); 2, valvular disease, including 
(a) mitral insufficiency, (b) aortic insufficiency, (c) aortic stenosis, and (d) rup- 
tured valve; or 3, myocardial disease, including (a) coronary artery disease, and 
(b) specific myocarditides. Edema; cyanosis; oliguria; enlarged liver; distension of 
the jugular veins; arrhythmias; cardiac hypertrophy and dilatation; basal pulmonary 
rales; increased venous pressure. 

Tuberculous Meningitis (Basilar Meningitis ). Characteristics. The respiration is at 
first of normal frequency, but a careful observation during sleep or perfect quiet will 
often show a distinct irregularity which is very significant. In the stage of coma the 
respiration is almost always irregular. A very characteristic type consists in the move- 
ments becoming deeper and deeper until there is a sigh, followed by a complete arrest 
of respiration for several seconds, when the phenomenon is repeated. Biot’s menin- 
geal type of respiration is also commonly observed, in which two or three deep respira- 
tions are followed by a period of apnea of varying duration. 

Chief Signs. See page 94. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. Respiration is 
disturbed very early in the disease when it is often irregular and may be slow or rapid. 
Throughout the greater part of the attack it may be nearly normal. Occasionally it is 
of the typical Cheyne-Stokes variety. Sighing respirations are met with in some 
instances. 

Chief Signs. See page 94. 
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Typhoid Status. Characteristics. In the terminal stages Cheyne-Stokes respiration 
may develop. 

For causes see page 942. 

Neurosis (or Hysteria). Characteristics. Jerky respiration may occur. 

Chief Signs. See page 558. 

Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. Paroxysms of 
panting and of hard expiration may occur. Simple irregularity and jerky respiration 
are also observed. 

Chief Signs. See page 46. 

Less Common Causes. Aneurysm of the arch of the aorta (Cheyne-Stokes) ; cais- 
son disease (Cheyne-Stokes) ; general paresis (Cheyne-Stokes ) ; severe hemorrhages, 
cerebral anemia (Cheyne-Stokes); hydrocephalus (Cheyne-Stokes) ; internal spinal 
meningitis (Cheyne-Stokes); septicemia (Cheyne-Stokes); pulmonary fibrosis 
(Cheyne-Stokes ) ; sunstroke (Cheyne-Stokes ) ; bronchial asthma (jerky inspiration) ; 
hemiplegia (jerky inspiration); hydrophobia (jerky inspiration); intercostal neu- 
ralgia (jerky expiration) ; fracture of the ribs (jerky expiration) ; acute pleurisy (jerky 
expiration); pleurodynia (jerky expiration); laryngismus stridulous (jerky inspira- 
tion); myasthenia gravis (jerky respiration); lobar pneumonia (postinspiratory 
pause ); atelectasis (postinspiratory pause); neurasthenia (jerky respiration ) ; aniline 
poisoning (irregular breathing); lesion of the medulla (irregular breathing) ; rupture 
or perforation of an abdominal viscus (irregular respiration); brain tumor (espe- 
cially of the pons and medulla); epidemic encephalitis; obesity. 


INCREASED VOCAL OR TACTILE FREMITUS 


Vocal fremitus is the tactile vibration appreciated by the palm of the hand applied 
to the chest wall while the patient is speaking aloud or repeating in a deep voice, 
“ninety-nine” or “one, two, three.” The intensity of the vibrations depends upon the 
loudness and pitch of the voice and upon the conducting qualities of the structures 
between the larynx and the palpator’s hand. It is more intense in adults than in 
children, in men more than in women, in persons of loud, low-pitched, harsh voice, 
and in thin, spare individuals. Normally it is relatively exaggerated over the follow- 
ing areas: 1, on the right side, especially over the upper lobe (the trachea being in 
immediate contact with the lung apex on this side); 2, posteriorly between the 
scapulae (the large bronchi are in close proximity); 3, in the second right inter- 
costal space (closeness of the bronchiobifurcation) ; and 4, in the intercostal spaces 
as compared to over the ribs. Fremitus is normally feeble as a result of overlying 
fat or mammary glands and is absent over the areas of immediate contact of the 
heart, liver, and spleen to the thorax. It is pathologically increased, generally speak- 
ing, in the following conditions: 1, over areas of pulmonary consolidation; 2, in 
cases of atelectasis; and 3, over pulmonary cavities (as a rule) due to the almost 
invariable presence of surrounding consolidation. Decreases in fremitus, generally 
speaking, are encountered in the following conditions: 1, bronchial obstruction 
(asthma, compression, occlusion); 2, increased reflection or diffusion (thickened 
pleura, effusions, pneumothorax); 3, cavitation not surrounded by consolidation; 
and 4, aphonia. \ 

The vibrations of coarse bronchial and tracheal rales are sometimes felt upon the 
surface of the chest, especially during inspiration. The variety is known as rhonchal 
fremitus. It occurs in bronchitis and asthma. 
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Lobar Pneumonia (Croupous Pneumonia). Characteristics. During the stage of 
engorgement there may be no change in vocal fremitus, but it is greatly increased 
over the involved lobe or lobes once consolidation occurs. Occasionally a friction or 
thonchial fremitus may be felt. If the bronchi are filled with thick secretion, or if, as 
in massive pneumonia, the main bronchus is filled with a fibrinous exudate, the 
vibrations may be diminished. The patient should be made to cough before the test 
is made, in order, if possible, to clear out the bronchi. A coexisting pleural effusion 
also prevents the increase of tactile fremitus. 

Chief Signs. See page 390. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In incipient pul- 
monary tuberculosis tactile fremitus is usually normal. In the second or moderately 
advanced stage fremitus is usually increased over the area of tuberculous infiltration 
if it is not too deep-seated or too effectively covered by emphysema, atelectasis, or 
thickened pleura. In the third or advanced stage the tactile fremitus will vary; at the 
apex Over a cavity it may be increased or diminished. In other portions of the chest 
it will be increased or not according to the amount of underlying infiltration. Oc- 
casionally in this stage of the disease a rhonchial fremitus may be felt. In view 
of the relative increase of vocal fremitus at the right apex, it follows that equal 
fremitus at both apices denotes either undue increase on the left side or abnormal 
decrease on the right. In general, the more compact the infiltration the better its 
conduction of the voice vibrations. 

Chief Signs. See page 390. 

Pulmonary Infarction. Characteristics. An infarct which has a peripheral extent 
of over 5 sq. cm. gives rise to increased tactile fremitus over the local area of con- 
solidation. 

Chief Signs. See page 391. 

Compensatory Emphysema. Characteristics. In the simple acute form vocal fremi- 
tus may be slightly increased on the emphysematous side, although usually it is 
normal. 

Chief Signs. See page 411. 

Less Common Causes. Acute congestion of the lungs; massive collapse of the 
lung (when the larger tubes become patent, collapse more or less persisting, or in 
the presence of a consolidation) ; syphilis of the Jung (at times may be diminished) ; 
bronchiectasis (when associated with pulmonary fibrosis); pulmonary fibrosis (at 
times may be diminished); bronchopneumonia (occasional rhonchofremitus early, 
usually over areas of consolidation when confluent and superficial) ; acute pneumonic 
tuberculosis (lobar form); abscess of the lung (with or without cavitation); acute 
bronchitis (rhonchofremitus); chronic bronchitis (rhonchofremitus) ; fibroid phthi- 
sis (at the apex); mycotic infection of the lung; acute pulmonary edema (may be 
rhonchofremitus); pulmonary artery thrombosis; hernia of the lung; intrathoracic 
neoplasm (when dense and situated near a bronchus); atrophic emphysema (more 
often slight diminution); tuberculous bronchopneumonia (in scattered patches). 


DIMINISHED VOCAL OR TACTILE FREMITUS 
(See also the caption note under Increased Vocal or Tactile Fremitus, page 440. ) 


Pleurisy with Effusion. Characteristics. Tactile fremitus is greatly diminished or 
abolished below the level of the fluid, though the voice vibrations may be transmitted 
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through the fluid by bands of adhesions or by a bronchus dislocated against the chest 
wall, while in other cases they may travel, via an over-resilient parietes, from the 
sound to the affected side. In children there may be much effusion with retention of 
fremitus. With small effusions there may be only enfeeblement. Absence of voice 
vibrations is, however, one of the most convincing signs of a collection of fluid 
within the pleura. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. Similar to pleurisy with effusion 
(see above). 

Chief Signs. See page 454. 

Acute Pneumothorax. Characteristics. The fremitus is diminished or entirely lost 
over the air-distended pleura, though toward the apex there may be intense voice 
vibrations referable to pulmonary compression on consolidation. 

Chief Signs. See page 455. 

Hypertrophic Emphysema. Characteristics. There is usually some enfeeblement 
over both lungs universally. When severe bronchitis coexists there is rhonchal fre- 
mitus. 

Chief Signs. See page 454. 

Chronic Bronchitis. Characteristics. Vocal fremitus is feebler than normal due to 
the associated emphysema. A rhonchofremitus may be detected at times at different 
points. 

Chief Signs. See page 388. 

Pulmonary Edema. Characteristics. Palpation over the waterlogged, inelastic 
lungs detects little or no vocal fremitus, while above the edematous bases rhonchal 
vibrations are frequently felt. 

Chief Signs. See page 455. 

Hydrothorax. Characteristics. Similar to pleurisy with effusion (see above). 

Chief Signs. See Cardiac or Renal Insufficiency, page 462. 

Chronic Adhesive Pleurisy. Characteristics. Tactile fremitus is ordinarily enfeebled 
or abolished over areas of simple pleural thickening but may be clearly conducted to 
the surface by bands of pleuropulmonary adhesions. 

Chief Signs. See page 455. 

Compensatory Emphysema. Characteristics. In long-standing cases the fremitus 
is enfeebled as in hypertrophic emphysema. 

Chief Signs. See page 411. 

Bronchial Asthma. Characteristics. During the paroxysm the pulmonary overdis- 
tention and the bronchial obstruction together enfeeble, if not abolish, vocal fremitus. 
At the same time, however, pronounced rhonchal fremitus is a familiar tactile sign. 

Chief Signs. See page 389. 

Tracheal or Bronchial Stenosis. Characteristics. Vocal fremitus is diminished or 
absent over the distribution of the obstructed tube, the alteration in intensity being 
bilateral in tracheal stenosis, and unilateral in bronchial obstruction. 

Chief Signs. See page 431. 

Atelectasis (Pulmonary Collapse). Characteristics. Extensively collapsed, tone- 
less pulmonary tissue, being a poor conductor of vibrations, weakens vocal fremitus, 
though if consolidated, the fremitus is clearly transmitted if not exaggerated. 

Chief Signs. See page 455. 

Carcinoma of the Pleura, Characteristics. The pleural involvement and the usu- 
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ally coexisting exudative pleurisy dampen the voice vibrations to the point of abo- 
lition. 

Chief Signs. See page 463. 

Mediastinal Tumor. Characteristics. Tactile fremitus is usually abolished over the 
growth and its infiltrative extensions. 

Chief Signs. See page 394. 

Chronic Passive Congestion of the Lungs. Characteristics. In simple cases tactile 
fremitus is enfeebled over the bases posteriorly, though it is increased if much fibrosis 
has developed. 

Chief Signs. Evidence of cardiac decompensation with cardiac enlargement and 
dependent edema; dyspnea; may be cough; dullness, impaired breath sounds, and 
rales at the bases; may be hemoptysis. 

Less Common Causes. Bronchiectasis (if emphysema is present) ; acute bronchitis 
(when the bronchi are plugged); fibroid phthisis (if there is pleural thickening, 
emphysema, bronchial obstruction, or lung retraction); pulmonary fibrosis (with 
pleural thickening); bronchopneumonia (with widely disseminated infiltration sur- 
rounded by emphysema); lobar pneumonia (with bronchial obstruction or pleural 
exudation); pneumonoconiosis; pulmonary neoplasm (variable); hydatid cyst of the 
lung; interlobar pleurisy; hemothorax; chylothorax; pericarditis with effusion; sub- 
phrenic abscess (axillary region); massive atelectasis (postoperative); congenital 
cystic disease of the lung; traumatic diaphragmatic hernia. 


PLEURAL FRICTION FREMITUS 


(See also Friction Fremitus over the Precordium, page 474.) 


Pleural friction fremitus applies to the tactile vibrations which feel superficial and 
have a fine, rasping, or even creaking quality. It is appreciated most easily during 
deep inspiration and by pressure upon the intercostal spaces, but it may disappear 
temporarily after a few deep inspirations. It is most frequently encountered in the 
infra-axillary and lower mammary regions. 

Acute Pleurisy. Characteristics. Distinct friction fremitus is sometimes palpable 
over the inflamed pleural surfaces, but disappears if fluid accumulates. If the pleural 
inflammation involves the portion of the visceral pleura which overlies the pericar- 
dium, the friction fremitus assumes the pleuropericardial type. 

Chief Signs. See page 404. 

Chronic Adhesive Pleurisy. Characteristics. Friction fremitus of a coarse, grating 
quality is appreciable over patches of mobile pleural thickening. 

Chief Signs. See page 455. 

Less Common Causes. Interlobar pleurisy; encysted pleurisy; carcinoma of the 
pleura; fibroid phthisis; chronic interstitial pneumonia. 


DULLNESS OR FLATNESS ON PERCUSSION 


The note obtained by percussing the normal chest varies a great deal in different 
areas. The percussion sound is somewhat less resonant in the right infraclavicular 
region than in the left and, to a minor degree, also is less resonant in the right 
supraclavicular region than in the left. Anteriorly, on the right side the dulling effect 
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of the liver is encountered in the midclavicular line below the fourth rib and in the 
anterior axillary line below the sixth rib. On the left side, below the fourth rib, the 
dullness of the heart modifies the percussion sound within the midclavicular line, 
while between this line and the axilla the influence of gastric tympany is apparent 
below the fifth rib. On both sides resonance is obscured over the site of the great 
pectoral muscles and the mammary glands. Laterally, hepatic dullness on the right 
side and gastric tympany (perhaps, also, splenic dullness) on the left side modify 
the resonance of the lower axillas. Posteriorly, the percussion sound is nowhere so 
resonant as it is anteriorly, especially above and over the scapulae and over the spine. 
The lower border of the lungs extends normally, in quiet respiration, to the tenth 
rib in the scapular line, while on deep respiration, the resonant area descends about 
one inch. In early childhood the lower pulmonary borders are higher, and in advanced 
life lower than they are in the intervening periods. Resonance is generally less marked 
in the obese and the muscular and in those who possess a rigid thorax. In the lateral 
decubitus the dependent side is relatively dull on percussion. Light percussion gives 
better results than heavy. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In early phthisis 
impaired resonance at one apex, in the clavicular, supraspinous, and interscapular 
regions, may be obtained. This evidence of moderate infiltration becomes gradually 
accentuated as the consolidation increases in density and in extent, until finally the 
sound becomes frankly dull and the resistance extreme. Impaired resonance over 
the apex of the other lung is then usually obtainable as the other lung becomes in- 
volved. As the tuberculosis spreads through the lungs, the dullness correspondingly 
extends, acquiring, over areas of dense fibrous and pleural thickening, a character- 
istic wooden quality quite different from the dullness of airless lung. 

Chief Signs. See page 390. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. When the lung is 
hepatized the percussion note is dull, varying from a note with a tympanitic quality 
to absolute flatness. There is not, however, the wooden flatness of effusion, and the 
sense of resistance is not so great. The area of dullness corresponds to the lobe or 
lobes consolidated. 

Chief Signs. See page 390. 

Pleurisy with Effusion. Characteristics. In small effusions there may be only a 
narrow zone of basal flatness posteriorly; as the effusion increases its earliest effects 
are the substitution of flatness for normal hepatic dullness if on the right side, and 
for normal tympany if on the left side. Over a moderate effusion reaching to the 
fourth rib anteriorly the upper level of flatness follows an undulating line curving 
from behind forward (Ellis’s S-shaped line). The percussion sound changes from 
impaired resonance to dullness and finally to flatness of a high-pitched wooden 
quality as the exudate increases, and there is a woodenlike resistance to the finger. 
Posteriorly in moderate or large effusions, Grocco’s paravertebral triangle of dull- 
ness on the opposite side is practically a constant indication of free fluid within the 
pleural sac. It is found from the ninth to the twelfth ribs with the apex up and its base 
2 to 5 cm. in width. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. The physical signs are similar to 
those of pleurisy with effusion (see above). In encapsulated or encysted empyema, 
the area of dullness is circumscribed. In interlobar empyema there may be circum- 
scribed dullness bordered by skodaic hyperresonance localized in the interlobar line 
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(usually between the right upper and middle lobes) near the levels of the fourth and 
fifth ribs anteriorly or posteriorly. 

Chief Signs. See page 454. 

Hydrothorax. Characteristics. The physical signs are essentially those of pleurisy 
with effusion, without, however, the initial pleural friction sound. Occasionally 
limited to the right side of the thorax (especially if of cardiac origin), the effusion 
is often bilateral (when of renal origin), but is invariably greater on the right side. 

Chief Signs. See Congestive Heart Failure, page 429, and Uremia, page 431. 

Chronic Passive Congestion of the Lungs. Characteristics. Percussion elicits slight 
basal dullness, and above it a general hyperresonance may be found. 

Chief Signs. See page 443. 

Pulmonary Edema. Characteristics. Dullness and increased resistance are elicited 
over the bases posteriorly, with progressive upward extension as the process spreads 
(in cases of fulminating edema, however, there may be general hyperresonance). 

Chief Signs. See page 455. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. If large there may be diminished resonance or dullness over a sharply cir- 
cumscribed area commonly situated posteriorly over a lower lobe. 

Chief Signs. See page 451. 

Bronchopneumonia. Characteristics. As the infiltrations grow and extend toward 
the surface of the lung, scattered patches of impaired resonance, sometimes amount- 
ing to actual dullness, may be made out; though coexisting areas of emphysema may 
ingraft their quality upon the bronchopneumonic sound so that dull hyperresonance 
is elicited. 

Chief Signs. See page 451. 

Atelectasis (Pulmonary Collapse). Characteristics. In stenosis or obstruction of 
a principal bronchus, the percussion note is dull over the area of distribution of the 
bronchus, or over the entire lung. In minor degrees of stenosis, however, the note may 
be hyperresonant due to compensatory emphysema adjacent to the area of atelectasis. 
Deeply seated areas of atelectasis fail to yield dullness. 

Chief Signs. See page 455. 

Fibroid Phthisis. Characteristics. Percussion of the apex on the diseased side elicits 
impairment of resonance owing to retraction of the pulmonary apex. In cases with 
extensive pleural thickening the percussion note is impaired and there is a marked 
sense of resistance as appreciated by the pleximeter finger. 

Chief Signs. See page 392. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia). Characteristics. As a rule, 
percussion of the thorax over the area of the retracted lung yields a dull or flat note. 
The superior limit of the pulmonary resonance is diminished on the side of the 
disease as a result of retraction of the apex of the lung. Similarly, in involvement of 
the right lung the lower border of pulmonary resonance is elevated, the liver pushing 
the diaphragm upward; whereas in left-sided disease the tympany of Traube’s semi- 
lunar space extends to an abnormally high level. 

Chief Signs. See page 392. 

Chronic Adhesive Pleurisy. Characteristics. The percussion note is strikingly dull 
and the resistance to the pleximeter marked in cases with obliteration of extensive 
portions of the potential pleural cavity. 

Chief Signs. See page 455. 
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Carcinoma of the Lung or Pleura. Characteristics. Dullness is produced by a large, 
diffuse, superficial tumor, and wooden flatness by extensive pleural implication. 

Chief Signs. See page 463. 

Cardiac Hypertrophy or Dilatation. Characteristics. The lung area is encroached 
on by the increased cardiac dullness, depending on the part of the heart affected. 
There is also encroachment on Traube’s semilunar space (left) and obliteration of 
Ebstein’s cardiohepatic angle (right). 

Chief Signs. See Cardiac Enlargement, page 476. 

Aneurysm of the Arch of the Aorta. Characteristics. An aneurysm of the ascend- 
ing portion produces dullness to the right of the manubrium; of the transverse arch, 
in the middle line; of the descending portion, in the left interscapular and scapular 
regions near the spine. An unnaturally broad zone of supraclavicular dullness, with 
increased tactile resistance, is sometimes appreciable long before other physical 
signs appear. 

Chief Signs. See page 470. 

Aortitis. Characteristics. When the aorta has become weakened so that dilatation 
results, there is dullness beneath the manubrium. 

Chief Signs. See page 502. 

Pericarditis with Effusion. Characteristics. There is increased precordial percus- 
sion flatness of irregular pear-shape with its broad base downward and its apex up- 
ward toward the manubrium. The diameter of flatness in the second interspace is 
greater when the patient is supine than when he is sitting. There may be dullness in 
the left infrascapular region. The normal acuteness of the cardiohepatic angle oc- 
casionally becomes obtuse, and the upper limit of Traube’s space may be encroached 
upon. 

Chief Signs. See page 394. 

Intrathoracic Goiter. Characteristics. On percussion there is dullness over the 
upper portion of the sternum and this may extend to either side, upward and toward 
the clavicles. 

Chief Signs. Sense of suffocation on exertion or when lying down; husky or metal- 
lic voice; dyspnea on exertion; swelling of the veins of the neck; cyanosis of the face; 
presence of goiter disappearing beneath the sternum; x-ray. 

Mediastinal Tumor. Characteristics. There may be an area of dullness or flatness 
often silent on auscultation, corresponding to the site of the tumor, in the immediate 
neighborhood of which hyperresonance is the rule. Abnormal modifications of the 
percussion sound are also likely to be found over other parts of the thorax when as- 
sociated pulmonary or pleural lesions exist. Ordinarily, however, a tumor deep within 
the mediastinum is far beyond the reach of percussion. A patch of irregularly shaped 
dullness or flatness may be delineated in the interscapular region. The basal flatness 
of an intrapleural effusion may also be present. 

Chief Signs. See page 472. 

Tuberculous Adenitis (Tracheobronchial). Characteristics. There may be dullness 
at the upper part of the sternum under occasional circumstances. Extension of the 
normal dullness over the upper four thoracic vertebrae to the fifth and sixth is im- 
portant and there may be prevertebral dullness on delicate percussion. 

Chief Signs. See page 435. \ 

Enlarged Thymus. Characteristics. There is a triangular area of dullness easily de- 
termined by median percussion over the sternum. The dullness extends beyond the 
edges of the sternum and is nearly always more marked to the left than the right. On 
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the left the dullness can be elicited in the first and second interspaces and occasionally 
in the third, and it may merge into the heart dullness below; on the right it is elicited 
in the first interspace and less frequently in the second. The dullness is more marked 
in the prone position. 

Chief Signs. X-ray; exploratory thoracotomy and biopsy. 

Splenomegaly. Characteristics. Vertical left axillary dullness is present often with 
palpable enlargement below the left costal margin. Palpation, however, is a more 
effective method of determining moderate splenic enlargement, as the organ descends 
with inspiration. 

For causes see page 584. 

Hepatomegaly. Characteristics. Dullness is increased over the liver area, often with 
palpable enlargement below the right costal margin. 

For causes see page 579. 

Less Common Causes. Acute miliary tuberculosis of the lungs (scattered patches 
over the bases in children); acute pneumonic tuberculosis (lobar dullness when 
fully developed, preceded by hyperresonance, in the lobar form; scattered patches 
of dullness in the bronchopneumonic form); aneurysm of the descending thoracic 
aorta (left subscapular region); mediastinal abscess (interscapular); dissecting 
aneurysm of the thoracic aorta; chronic mediastinitis (sternal and parasternal); pul- 
monary syphilis (in patches or with signs of consolidated lung); abscess of the lung 
(when large and superficial); cystic disease of the lung (when large, superficial, and 
fluid filled); subphrenic abscess (in the mammary or midaxillary line or the right 
base); pulmonary mycosis (actinomycosis, streptothricosis, blastomycosis, coccid- 
ioidomycosis, cryptococcosis, histoplasmosis, sporotrichosis, aspergillosis, and 
moniliasis ) ; Friedlander’s pneumonia; psittacosis; tularemic pneumonia; pulmonary 
distomatosis; bronchiectasis (where surrounded by condensed lung tissue); gangrene 
of the lung (where large and superficial); massive atelectasis (postoperative ) ; fecal 
accumulation (Traube’s space); hydatids of the lung (when superficial); hydro- 
pneumothorax (shifting with position); pneumonoconiosis (especially interscapular 
area); renal tumors (over the lower ribs and upper part of the loin) ; Veronal poison- 
ing (patches); fibrinous bronchitis (with plugged bronchus); atrophic emphysema; 
hemothorax; chylothorax; Hodgkin’s disease (with mediastinal involvement) ; 
lymphatic leukemia; constrictive pericarditis (associated pleurisy); sarcoidosis 
(sternum and interscapular area if superior mediastinal and peribronchial nodes are 
greatly enlarged) ; eosinophilic pneumonia (slight dullness) ; virus pneumonia (slight 
dullness late in the disease); lipoid pneumonia; foreign body in the air passage (if 
atelectasis results). 


HYPERRESONANCE OR TYMPANY ON PERCUSSION 


Hyperresonance is an increase in the normal vesicular resonance characterized by 
an abnormal clearness of the percussion sound; tympany represents the acme of 
hyperresonance, percussion yielding a drumlike sound. Several varieties of hyper- 
resonance and tympany occur. Skodaic tympany or resonance differs from tympany 
in that the pitch is uniform and not altered upon opening or closing the mouth or 
upon changes of posture. Wintrich’s change of sound occurs when percussion is 
performed over a superficial pulmonary cavity with the patient’s mouth closed and 
with it open; the tympany is of higher pitch with the mouth open. Wintrich’s inter- 
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rupted change of sound occurs when a pulmonary cavity contains fluid which is 
freely mobile and shifts position readily with change of posture, alternately occluding 
and leaving unoccluded the bronchial communication of the cavity. Friedreich’s 
respiratory change of sound occurs when a superficial pulmonary cavity with patent 
bronchial communication possesses a higher pitch during inspiration than during 
expiration. Gerhardt’s change of sound denotes a change of pitch with change of 
posture when a superficial pulmonary cavity is partially filled with mobile fluid, 
and when its vertical and horizontal diameters are unequal. In hydropneumothorax 
Biermer’s phenomenon is noted, namely a lower pitched tympany in the recumbent 
posture and a higher pitched note when sitting. Williams’ tracheal tone applies to the 
tympany imparted by the trachea when percussion is performed over an apical con- 
solidation. Amphoric resonance is a tympanitic note of clanging, echoing, metallic 
quality of longer duration than pure tympany. It is elicited over superficial pulmonary 
cavities of irregular configuration and with smooth, tense walls which are free from 
secretion. The cracked pot sound is usually produced over a superficial and empty 
pulmonary cavity from which air is suddenly expelled by the percussion stroke; it 
has a peculiar clinking quality, similar to that produced by clasping the hands palm 
to palm so as to enclose an air space which communicates with the outer air through 
a chink left open, and then striking the under hand against the knee. Bell tympany 
applies to a distinctive metallic echo elicited by auscultating over the lower thorax 
posteriorly while an assistant percusses at the same level anteriorly, using the edge of 
one large silver coin as a plexor and the flat surface of another as a pleximeter. The 
lung reflex denotes a change from resonance to hyperresonance after prolonged and 
vigorous percussion. Pulmonary hyperresonance commonly accompanies the ex- 
tremes of life. In scoliosis circumscribed patches of conpensatory hyperresonance 
may be found opposite to the vertebral convexity. 

Hypertrophic Emphysema. Characteristics. Percussion yields a hyperresonant 
note over both lungs; and the limits of pulmonary resonance are extended in all direc- 
tions, upward into the root of the neck, anteriorly, encroaching upon the cardiac dull- 
ness, and inferiorly over the areas of hepatic and splenic dullness. The respiratory 
excursion of the lungs, as determined by percussing the lower borders of the lungs 
during expiration and inspiration, is greatly diminished, rarely exceeding half an inch. 

Chief Signs. See page 454. 

Compensatory Emphysema. Characteristics. There is hyperresonance over the 
sound side with dulling of the note over the crippled lung. 

Chief Signs. See page 411. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. If emphysema accom- 
panies the condition there will be hyperresonance. If there is a large superficial cavity 
which has been emptied by a paroxysm of coughing, it yields tympany or a cracked 
pot sound upon percussion. In suitably situated cavities all of the signs of pulmonary 
cavity, such as Wintrich’s change of sound, Friedreich’s respiratory change of sound, 
and the change of sound of Gerhardt, may be elicited. These signs disappear and re- 
appear due to filling and emptying of the cavity, which is usually at the base of the 
lung. 

Chief Signs. See page 388. 

Bronchial Asthma. Characteristics. The quality of the percussion note varies from 
a moderate hyperresonance during mild paroxysms to a nearly tympanitic note in 
severe attacks in emphysematous subjects. The limits of pulmonary resonance are 
extended in all directions. . 
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Chief Signs. See page 429. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. During the stage of 
engorgement, exaggerated resonance, commonly of a skodaic quality, is found over 
the affected lung, and a similar hyperresonance is also elicited later above the level of 
a hepatized area. If an upper lobe is consolidated, Wintrich’s sign is frequently de- 
monstrable, and a cracked pot percussion sound is not uncommon. In extensive uni- 
lateral consolidations the opposite lung is vicariously hyperresonant. 

Chief Signs. See page 390. 

Chronic Pulmonary Tuberculosis. (Phthisis). Characteristics. A tympanitic note 
elicited during the stage of advanced phthisis is usually indicative of tuberculous or 
bronchiectatic cavity formation. A similar tympanitic note may, however, be pro- 
duced by an area of superficial consolidation which is immediately superimposed 
upon a large bronchus. The cracked pot sound and amphoric jug sound are also to be 
sought for, as well as the several special tonal changes described by Wintrich, Wil- 
liams, Friedreich, and Gerhardt. Signs of cavity in the upper lobes point strongly to 
tuberculosis rather than to a bronchiectatic origin. It is sometimes possible to empty 
an apical cavity, which, when full, yields dullness on percussion, by gently rapping 
upon the overlying chest wall with a hard instrument, the effect being to excite a 
coughing fit which expels the secretion and thereby develops cavernous signs (Erni’s 
sign). Cavity tympany is elicited in about 70 per cent of cases in which excavation 
exists. 

Chief Signs. See page 451. 

Acute Pneumothorax. Characteristics. Generally, the percussion sound is unduly 
loud, sonorous, and hyperresonant, though sometimes it is dull, muffled, and toneless, 
and exceptionally it is tympanitic or even amphoric. Cracked pot resonance with 
Wintrich’s sign may be elicited over a pneumothorax communicating with a patulous 
bronchus. The percussion resistance varies from a sort of air cushion sensation to one 
of boardlike resistance. The opposite side may give the hyperresonance of emphy- 
sema. 

Chief Signs. See page 430. 

Pleurisy with Effusion. Characteristics. Over the compressed and vicariously dis- 
tended lung above the effusion skodaic resonance is obtained. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. Skodaic resonance is elicited 
above the level of the pus. In interlobar empyema, the interlobar area of dullness, if 
obtainable, may be bordered by a similar skodaic sound. 

Chief Signs. See page 454. 

Hydrothorax. Characteristics. As in pleurisy with effusion (see above). 

Chief Signs. See pages 429 and 431. 

Pulmonary Edema. Characteristics. Over the anterior surface of the chest in the 
infraclavicular and mammary regions, skodaic resonance is not infrequently en- 
countered. 

Chief Signs. See page 455. 

Bronchopneumonia. Characteristics. Coexisting emphysematous territories about 
the consolidated patches may engraft their quality upon the bronchopneumonic 
sound so that dull hyperresonance is elicited. Above the site of consolidation the 
sound is likely to be typically hyperresonant. 

Chief Signs. See page 451. 

Abscess of the Lung. Characteristics. When the abscess has recently discharged 
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a considerable portion of its purulent contents, and is superficially located, the sound 
elicited by forcible percussion of the region is tympanitic or amphoric. If the abscess 
cavity possesses a patent bronchial communication the cracked pot sound or the 
phenomena of Wintrich, Friedreich or Gerhardt may be elicited. The area about the 
angle of the scapula is the most frequent site of cavity signs. 

Chief Signs. See page 391. 

Less Common Causes. Hemothorax (above the effusion and in the presence of 
free air, gas bacillus infection, or elevated diaphragm) ; chylothorax (above the effu- 
sion); pulmonary neoplasm (with cavity from degeneration ) ; acute pulmonary con- 
gestion; fibroid phthisis (hyperresonance on the emphysematous side and over cir- 
cumscribed patches adjacent to the seat of fibrosis); pulmonary fibrosis (as in fibroid 
phthisis ); pulmonary gangrene (over a large superficial cavity); subphrenic abscess 
(if gas is present in the cavity); pulmonary mycosis (if large superficial cavitation 
is present); pneumoconiosis (when emphysematous); atelectasis (hyperresonance 
on unaffected side and over uninvolved lobe on the same side); atrophic or senile 
emphysema; crying fit in children; chronic bronchitis (when there is much accom- 
panying emphysema, especially at the bases); bronchiolitis (when there is accom- 
panying emphysema); acute miliary tuberculosis, pulmonary form (at times); con- 
genital cystic disease of the lung (expansile balloon cysts); evacuated hydatid cyst; 
pneumocele; dilatation of the stomach; pulmonary syphilis (with large cavitation) ; 
perforation of the stomach or bowel; transposition of viscera (precordium ) ; distended 
colon; diaphragmatic hernia (amphoric resonance from pneumothorax and air-con- 
taining viscera); eventration of the diaphragm; mediastinal tumor (in the immediate 
neighborhood of the tumor); pericarditis with effusion (midaxillary region from 
compression of the left lung). 


BRONCHIAL BREATHING 


(Tubular Breathing) 


(See also Cavernous and Amphoric Breathing, page 452.) 


Bronchial breathing is distinguished by its loud, blowing, tubular quality, high 
pitch, and the distinct interval of silence between inspiration and expiration. Expira- 
tion is generally more intense, higher pitched, and more distinctly tubular than in- 
spiration. The duration of the respiratory phases is about equal, though expiration 
may be longer. It is merely the unmodified sound of the laryngotracheal murmur. 

Bronchovesicular breathing is a mixture of the bronchial and vesicular murmurs, 
and is normally audible over and alongside the sternum at the level of Louis’s angle, 
over the interscapular spaces on each side of the spine at the level of the third or 
fourth thoracic vertebra, and in the right supraclavicular and infraclavicular re- 
gions. The sound is louder and decidedly more bronchial in tone on the right side, 
especially anteriorly. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. In the stage of red 
hepatization the respiration over the area of the consolidated lobe or lobes is tubular, 
similar to that heard in health over the large bronchi. It is heard first with expiration 
and is soft and of low pitch. Gradually it becomes more intense and finally presents 
an intensity unknown in any other pulmonary affection; it is then of high pitch, per- 
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fectly dry, and of equal length with inspiration and expiration. It is absent, however, 
in those rare cases of massive pneumonia in which the larger bronchi are completely 
filled with exudation, and in cases of central pneumonia. When resolution sets in 
mucous rales of all sizes can be heard. Usually within a week or 10 days the breath 
sounds become normal. In cases of delayed resolution, however, the tubular breath- 
ing, flatness, and rales persist for several weeks. 

Chief Signs. Acute onset with rigor and fever; pain in the side; cough with blood- 
tinged, tenacious sputum; short, rapid respiration with expiratory grunt; face flushed 
and eyes bright; herpes; pulse full and bounding (pulse-respiration ratio often 2 to 1); 
temperature around 104° F.; physical signs of lobar consolidation (dullness, bron- 
chial breathing, broncophony ); later rales redux; leukocytosis. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In the incipient 
stage of beginning apical infiltration the inspiratory murmur may be either feeble and 
distant or loud and harsh, but as the infiltration extends the respiration becomes 
bronchovesicular. At times bronchial breathing eventuates, but this is not common in 
tuberculosis, its presence or absence depending on the density of the infiltration. 
Laennec’s veiled puff, recognized as an abrupt bronchial tone toward the end of an 
inspiration which begins as a vesicular sound, is a somewhat distinctive early sign. 
Over a small cavity the breathing is tubular, while over a large one cavernous and 
amphoric sounds are usually audible (see Cavernous and Amphoric Breathing, 
page 452). 

Chief Signs. Insidious onset; loss of weight, strength, and appetite; persistent 
cough, worse in the morning; may be hemoptysis; night sweats; pallor; afternoon 
pyrexia; rapid pulse; crepitant rales at one apex brought out by coughing (incipient 
stage), with changes in the breath sounds and slightly impaired resonance; diminished 
expansion; later signs of consolidation or cavitation, and extension to the other apex; 
tubercle bacilli in the sputum; tuberculin test in children; x-ray. 

Bronchopneumonia. Characteristics. When numerous foci consolidate, the breath- 
ing becomes tubular; in smaller disseminated patches the breathing is more harsh 
than blowing, and is of a bronchovesicular quality. 

Chief Signs. Preceding bronchitis, acute fever, debility, or chronic disease (may be 
primary under two years); gradual onset; rapid respiration; rapid pulse; cough with 
mucopurulent or blood-tinged sputum; fever 102° to 104° F.; bilateral fine rales, but 
no definite dullness; later, louder rales; leukocytosis; x-ray. 

Pleurisy with Effusion. Characteristics. Loud bronchovesicular or bronchial 
breathing is produced by the compressed lung above the upper limit of the effusion. 
On the unaffected side there is a compensatory exaggeration of the breath sounds. In 
children, distant though distinct tubular or even amphoric respiration may be heard 
through the effusion. 

Chief Signs. See page 454. 

Empyema (Purulent Pleurisy). Characteristics. Occasionally in children with a 
large effusion and often in cases of streptococcal empyema the breathing may be loud 
and bronchial in character. 

Chief Signs. See page 454. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. Bronchial breathing is heard over a sharply defined, circumscribed area 
commonly situated posteriorly over a lower lobe if the infarct is large. 

Chief Signs. Presence of disease of the heart, phlebitis, or previous operation, 
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sudden sharp pain in the side; cough; abrupt rise of fever and pulse rate; pleural fric- 
tion; if large, impaired resonance and tubular breathing. 

Atelectasis (From Effusion, Neoplasm, Aneurysm, or Bronchial Stenosis). Char- 
acteristics. The respiratory murmur is generally suppressed or quite lost, but over a 
dense peribronchial patch bronchovesicular or bronchial breathing may be heard. 

Chief Signs. See page 455. 

Acute Pneumonic Tuberculosis (Lobar Form). Characteristics. In the stage of 
consolidation bronchovesicular breathing is succeeded by bronchial breathing, usu- 
ally over an upper lobe and exceptionally over an entire lung. 

Chief Signs. Acute or subacute onset; symptoms and physical signs of lobar pneu- 
monia without crisis; irregular temperature; rapid pulse; rapid wasting; prostration; 
persistence of consolidation followed by cavitation; tubercle bacilli in the sputum; x- 
ray. 

ie Tuberculous Bronchopneumonia (Galloping Consumption). Character- 
istics. Auscultation reveals scattered patches, especially apical, over which bron- 
chovesicular or even tubular breathing with bronchophony and small moist rales are 
heard. 

Chief Signs. See page 392. 

Pericarditis with Effusion. Characteristics. In massive effusions the breath sounds 
below the angle of the left scapula may be bronchial, with other signs of consolida- 
tion due to compression of the lung and bronchi. 

Chief Signs. See page 394. 

Fibroid Phthisis. Characteristics. At the apices there may be bronchovesicular or 
even bronchial or amphoric breathing if there is a compact area of fibrosis or a cavity. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia; Cirrhosis of the Lung). 
Characteristics. As in fibroid phthisis (see above). 

Chief Signs. See page 392. 

Carcinoma of the Lung. Characteristics. Ordinarily the breath sounds are absent, 
but if the new growth communicates with or surrounds a large bronchus, bronchial 
breathing may be heard. 

Chief Signs. See page 393. 

Less Common Causes. Bronchiectasis; pulmonary abscess (when of large size and 
superficial) ; pulmonary gangrene (when extensive and near the surface) ; pulmonary 
mycoses (histoplasmosis, moniliasis, blastomycosis, cryptococcosis, coccidioidomy- 
cosis, sporotrichosis, aspergillosis, actinomycosis, streptothricosis); pulmonary 
syphilis; mediastinal tumor; hydrothorax; hemothorax; chylothorax; pneumothorax 
(at times); sarcoma of the lung; enlarged bronchial glands; subphrenic abscess (at 
times ) ; sarcoidosis (bronchial to bronchovesicular) ; benign tumors of the lung (ate- 
lectasis); pulmonary form of miliary tuberculosis (over patches of consolidation). 


CAVERNOUS AND AMPHORIC BREATHING 


These are two subvarieties of bronchial respiration afforded by cavities. Cavern- 
ous breathing is distinguished by its deep and hollow quality and low pitch, and am- 
phoric breathing by its characteristic musical, metallic, echoing quality. A minor 
subvariety, known as Seitz’s metamorphosing respiration, is distinguished by an in- 
spiratory murmur beginning as a tubular sound and ending as either a cavernous or 
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an amphoric tone. This change of quality is afforded by a cavity having a small 
patent bronchial outlet. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. These modifications 
of bronchial breathing are audible over an empty cavity of fair size, while over a small 
cavity the breathing is more likely to be purely tubular. Tuberculous cavities are usu- 
ally found in the upper portion of the chest. 

Chief Signs. See page 451. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. Cavernous or am- 
phoric breath sounds are audible over an accessible empty bronchiectatic cavity, 
with moist cavernous rales and gurgles. These sounds disappear when the dilatation 
becomes filled with secretion or when the communicating bronchus becomes ob- 
structed, to reappear when the cavity is emptied and the tube cleared, as by a 
paroxysm of coughing. Bronchiectatic cavities are usually found at the base. 

Chief Signs. See page 388. 

Abscess of the Lung. Characteristics. Sounds are audible only when the cavity is 
of comparatively large size, empty, and superficially situated. The abscess is usually 
located in a lower lobe but may be anywhere. 

Chief Signs. See page 391. 

Less Common Causes. Pulmonary fibrosis; fibroid phthisis; pulmonary syphilis; 
pulmonary gangrene (when the gangrenous area is extensive and near the surface) ; 
carcinoma of the lung (broken down); pulmonary mycoses; pneumothorax (dis- 
tinctly amphoric or bronchial when a patch of compressed lung abuts against an open 
bronchial tube); lobar and bronchopneumonic tuberculosis (breakdown and evacua- 
tion of caseous areas); hydatid disease of the lung (cyst evacuated); subphrenic 
gaseous abscess; pleurisy with effusion; empyema; lobar pneumonia. 


PROLONGED HARSH EXPIRATION 


This is physiologic over the upper part of the right lung. 

Hypertrophic Emphysema. Characteristics. A low-pitched, notably prolonged, 
harsh, and wheezy expiratory with an indistinct inspiratory murmur is distinctive. 
The duration of expiration equals or exceeds that of inspiration. These findings are 
audible over the greater part of both lungs. 

Chief Signs. See page 454. 

Bronchial Asthma. Characteristics. During the attack inspiration is short and 
quick, expiration prolonged and dotted with rales. In chronic cases, in which emphy- 
sema has developed, there is, between attacks, the harsh, prolonged expiration of 
emphysema. 

Chief Signs. See page 389. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. The expiratory mur- 
mur is rough, harsh, and prolonged over a patch of beginning infiltration; this is espe- 
cially suggestive when occurring at the left apex. 

Chief Signs. See page 451. 

Chronic Bronchitis. Characteristics. Auscultation reveals an undue expiratory pro- 
longation with a confusing commingling of normal, feeble, and harsh breathing, and 
various sized dry and moist bronchial rales. 

Chief Signs. See page 388. 

Less Common Causes. Bronchiectasis; fibrinous bronchitis; acute pulmonary con- 
gestion; chronic pulmonary congestion. 
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PUERILE OR EXAGGERATED BREATHING 


This type of respiration is physiologic in children below the age of puberty, being 
more pronounced the younger the child; in the healthy adult it is audible above and 
below the right clavicle, and frequently also at the left base posteriorly. It may occur 
in any individual who is breathing hard after strenuous physical activity. A thin, 
elastic chest wall magnifies the vesicular murmur, while a thick, rigid chest blocks the 
transmission of the sound. Puerile breathing differs from bronchovesicular in that 
puerile breathing is untainted by the bronchial tone and is not attended by any dis- 
turbance in the normal inspiratory-expiratory ratio. 

Dyspnea. Characteristics. There is usually an abnormal intensity and harshness 
of the breath sounds. 

For causes see page 428. 

Compensatory Emphysema. Characteristics. A harsh, puerile respiratory murmur, 
with little or no prolongation of the expiratory phase, is noted over the vicariously 
overacting lung. This condition develops in consequence of crippling of the opposite 
lung by a wide-spread congestion, fibrosis, infiltration, effusion, or neoplasm. 

Chief Signs. See page 411. 

Less Common Causes. Acute bronchitis; pleurisy with effusion (in the infraclavic- 
ular region); bronchopneumonia; pulmonary form of miliary tuberculosis (at 
times). 


WEAK OR ABSENT BREATH SOUNDS 


Enfeeblement of the vesicular murmur, or senile breathing, is common in the aged 
and in states of asthenia and debility. Normal lungs may emit suppressed, distant 
sounds simply because the subject breathes so quietly that the vesicles are improperly 
inflated in inspiration. Fat or edematous chest walls conduct the breath sounds less 
intensely than thin ones. 

Hypertrophic Emphysema. Characteristics. General enfeeblement of the respira- 
tory murmur with low-pitched and prolonged expiration and short, silent inspiration 
is distinctive. 

Chief Signs. Barrel chest; dyspnea; harsh, wheezy respirations with prolonged ex- 
piration; cyanosis; chronic bronchitis; diminished vocal fremitus; general pulmonary 
hyperresonance; feeble heart sounds; coarse rales and sibilant rhonchi, usually bi- 
laterally. 

Pleurisy with Effusion. Characteristics. Partial or complete suppression of the re- 
spiratory murmur is the rule below the upper limit of the effusion. In children this 
sometimes does not hold true. 

Chief Signs. May be friction rub and pain early in the course; displacement of the 
apex beat toward the opposite side; wooden dullness or flatness on percussion, ab- 
sence of tactile fremitus, Grocco’s paravertebral area of dullness, skodaic resonance 
above the limit of the effusion; aspiration (straw-colored serum) ; X-ray. 

Empyema (Purulent Pleurisy). Characteristics. Enfeeblement is the rule, although 
at times, and especially in children, the sounds may be increased and of a tubular 
quality. 

Chief Signs. May be pain in the side of the chest; slight cough; sweats and irregular 
fever; pallor and weakness, especially in a child; diminished excursion of the chest; 
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heart and liver displacement; physical signs those of pleurisy with effusion; high 
leukocytosis; aspiration (pus) ; x-ray. 

Hydrothorax. Characteristics. As in pleurisy with effusion, though more commonly 
bilateral. 

Chief Signs. See Congestive Heart Failure, page 429, and Uremia, page 431. 

Acute Pneumothorax. Characteristics. The respiratory murmur is suppressed over 
the distended pleura, often to the point of absolute silence. The breathing, if heard at 
all, possesses a distant amphoric tone or a bronchial quality if the sound is trans- 
mitted by way of a patch of compressed lung adjoining an open bronchial tube. This 
suppression of breath sounds maintains when fluid or pus accumulates in the empty 
pleural sac. 

Chief Signs. Agonizing pain in the side; extreme dyspnea; collapse; small rapid 
pulse; immobility and enlargement of the affected side; displacement of the apex beat 
away from the affected side; absent tactile fremitus, tympany, metallic quality to 
vocal resonance; coin test; may be rales (metallic tinkling) and cough; later succus- 
sion splash and signs of shifting fluid; x-ray. 

Pulmonary Edema. Characteristics. The breath sounds and the voice sounds are 
enfeebled, especially at the bases posteriorly. 

Chief Signs. Presence of cardiac, renal, or other cause; dyspnea; basal dullness; 
liquid rales; cough; abundant serous, often blood-tinged expectoration. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. The respiratory mur- 
mur ordinarily is slightly suppressed early during the stage of engorgement. It is also 
enfeebled in those forms of massive pneumonia in which a fibrinous exudate blocks 
a large part of the bronchial lumen. 

Chief Signs. See page 450. 

Atelectasis (Pulmonary Collapse). Characteristics. The respiratory murmur is 
generally suppressed during the early stages. 

Chief Signs. Presence of cause of lung compression or bronchial occlusion when 
large areas are affected; otherwise capillary bronchitis or recent operation; may be 
dyspnea; diminished expansion; sunken chest on affected side; diminished vocal 
fremitus (may be exaggerated); dullness on percussion if large and superficial; may 
be signs suggestive of cavity if overlying a large bronchus. 

Bronchial Stenosis. Characteristics. The respiratory murmur and vocal resonance 
are enfeebled or abolished over the lung beyond the site of the constriction of the 
bronchus. 

Chief Signs. Inspiratory dyspnea; paroxysmal cough; diminished tactile fremitus; 
loud sibilant and sonorous rales at the site of the constriction; presence of an etio- 
logic factor within or without the tube. 

Foreign Body in the Air Passages. Characteristics. Over the lung beyond the ob- 
struction the respiratory murmur is enfeebled or abolished. If the body lodges in the 
larynx or trachea the enfeeblement will be bilateral. 

Chief Signs. See page 431. 

Chronic Adhesive Pleurisy. Characteristics. The respiratory murmur and vocal 
resonance are enfeebled, especially at the base, in proportion to the degree of pleural 
thickening, of respiratory restriction, and of vesicular obliteration. 

Chief Signs. History of previous lung disease; thoracic deformity and immobility; 
wooden flatness at one base; coarse friction murmur. 

Mediastinal Tumor. Characteristics. Silence is noted over the dull region of the 
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tumor; neither lung nor heart sounds are transmitted. If hydrothorax develops, the 
absence of sounds becomes more extensive. 

Chief Signs. See page 472. 

Carcinoma of tne Lungs or Pleura. Characteristics. A moderately disseminated 
growth will give suppressed breathing unless there is excavation. 

Chief Signs. See page 463. 

Less Common Causes. Acute bronchitis (if the lumen of a tube is blocked by se- 
cretion); chronic bronchitis (due to emphysema); fibrinous bronchitis; acute and 
chronic pulmonary congestion; pulmonary fibrosis (at the bases); acute tuberculous 
pneumonia (in the early stages); chronic ulcerative tuberculosis (sometimes over a 
patch of beginning infiltration); fibroid phthisis (at the bases); hydatid cyst; acute 
fibrinous pleurisy (from restriction of breathing because of pain); pleurodynia (re- 
striction of respiration from pain); diaphragmatic pleurisy (at the base); diaphrag- 
matic hernia (from atelectasis); trauma of the chest (from restricted movement or 
evisceration); sarcoma of the lung; subphrenic abscess (axillary region); chylo- 
thorax; pneumoconiosis; pulmonary distomatosis; eventration of the diaphragm; 
pertussis (following “whoop”); pulmonary mycoses (suppressed bronchovesicular 
breath sounds); bronchopneumonia (early); congenital cystic disease of the lung; 
pulmonary gangrene (at times in early stages). 


BRONCHOPHONY 


(Increased Vocal Resonance ) 


The bronchial voice is an exaggeration of vocal resonance seemingly produced just 
below the chest wall and similar to the normal resonance audible over the trachea 
and primary bronchi. Pectoriloquy is the transmission of articulate speech to the sur- 
face of the thorax, the syllables being clearly and distinctly audible; and whispering 
pectoriloquy is a similar conduction of the articulate whisper through the chest wall. 
Egophony is bronchophony of a peculiar quavering nasal tone comparable to the 
bleating of a goat. Caverniloquy and amphoriloquy are modifications of bronchoph- 
ony afforded by cavities. 

Lobar Pneumonia. (Croupous Pneumonia). Characteristics. Bronchophony and 
perhaps whispering pectoriloquy are heard over the consolidated lobe or lobes, and 
less commonly egophony. Whispering pectoriloquy is a more accurate index in de- 
limiting the consolidated area than bronchophony. Usually bronchophony cannot be 
detected over a deep-seated central consolidation, nor is it audible if the bronchi be 
occluded as by a large fibrinous plug or by the generalized obstruction of a massive 
pneumonia. 

Chief Signs. See page 450. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Vocal resonance is 
increased over an infiltrated and excavated area of the lung, and of the latter, whis- 
pering pectoriloquy is one of the most constant physical signs, though it may be 
symptomatic of a dense peribronchial solidification. Clear pectoriloquy is very com- 
monly heard in this condition when the stethoscope is applied to the tips of the upper 
thoracic vertebrae. 

Chief Signs. See page 451. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. Bronchophony is audible over a sharply defined area of dullness commonly 
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situated posteriorly over a lower lobe, but may be dampened by the presence of 
flooded bronchi and masked by the crepitation of loud rales. 

Chief Signs. See page 451. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. Over an accessible 
empty cavity, usually basal, bronchophony or even clean-cut whispering pectoriloquy 
may be heard. These signs disappear and reappear, however, with filling and empty- 
ing of the cavity. They disappear also if the communicating bronchus becomes ob- 
structed. 

Chief Signs. See page 388. 

Acute Pneumonic Phthisis (Lobar Form). Characteristics. Intense bronchophony 
develops as in lobar pneumonia, usually over an upper lobe. 

Chief Signs. See Acute Tuberculous Pneumonia, page 392. 

Acute Tuberculous Bronchopneumonia (Galloping Consumption). Characteris- 
tics. Bronchophony may be detected over scattered patches, usually in the apical re- 
gion. 

Chief Signs. See page 392. 

Fibroid Phthisis. Characteristics. Various degrees of bronchophony and even 
pectoriloquy are audible over an area of compact fibrosis or a cavity, more marked 
at the apices than at the bases. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Chronic Interstitial Pneumonia; Cirrhosis of the Lung). 
Characteristics. As in fibroid phthisis (see above ). 

Chief Signs. See page 392. 

Pleurisy with Effusion. Characteristics. Bronchophony, though distant, may some- 
times be elicited below the level of the fluid, especially below the outer angle of the 
scapula. Egophony is rare but does occur. These signs are more common in children 
than in adults. 

Chief Signs. See page 454. 

Bronchopneumonia. Characteristics. In the presence of considerable consolida- 
tion bronchophony and whispering pectoriloquy are present. 

Chief Signs. See page 451. 

Tuberculous Adenitis (Tracheobronchial). Characteristics. The glandular masses 
may exaggerate the bronchial sounds, combining bronchophony and intensified 
breath sounds with sternal dullness. 

Chief Signs. See page 435. 

Less Common Causes. Atelectasis (over a dense peribronchial patch or a dense 
area of compression); pulmonary syphilis; pulmonary abscess; pulmonary gangrene; 
pneumoconiosis; pulmonary neoplasm (when infiltration by small tumor masses is 
extensive, or over a large compact infiltration adjacent to a bronchus); empyema (in 
children) ; mediastinal tumor; aneurysm of the arch of the aorta (compression atelec- 
tasis); pericarditis with effusion (below the left scapula); pulmonary mycoses; hy- 
datid cyst (cyst emptied); streptococcal empyema; pneumothorax (pectoriloquy). 


RALES 


Rales or adventitious sounds heard over the lungs may be divided for practical 
purposes into dry and moist. The first are dry, snoring, whistling, or musical sounds 
of variable pitch, intensity, and quality, arising within the bronchi and larger air pas- 
sages as the result of constriction of their lumen. Sibilant rales are dry rales distin- 
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guished by a shrill, high-pitched quality or by a soft cooing tone, and are produced 
within the smaller bronchi. Sonorous rales are coarse, loud, low-pitched snoring 
sounds arising within the large and medium-sized tubes. Moist rales are the various 
moist, crackling, bubbling, or gurgling sounds produced in the air tubes and pulmo- 
nary parenchyma by the movement of air through collections of fluid or by the separa- 
tion of agglutinated vesicular and infundibular walls. They are classified as crepitant, 
subcrepitant, or mucous. Crepitant rales are delicate crackling sounds due to separa- 
tion of the alveolar walls on inspiration. Subcrepitant rales are moist bronchial sounds 
audible during both inspiration and expiration, and are coarser than crepitant rales. 
Mucous rales are large, medium-sized, or small bubbling and explosive sounds aris- 
ing in the bronchi containing fluid. 

Acute Bronchitis. Characteristics. In the early stage there are crackling rales every- 
where, appearing and disappearing with cough and forcible breathing. Later bubbling 
or gurgling rales become audible also. 

Chief Signs. See page 387. 

Chronic Bronchitis. Characteristics. During the active stage the lungs are usually 
filled with crackling and bubbling rales, and at one time or another they are heard 
everywhere throughout both lungs; crepitant rales at the bases may be detected 
should there be patches of alveolar congestion in these areas. 

Chief Signs. See page 388. 

Influenza (La Grippe; Grip). Characteristics. There are numerous rales of bron- 
chitis, which may be fairly generally distributed but are commonly limited to the 
base of the lungs posteriorly. They may be crackling in character, but commonly 
bubbling or gurgling rales are also present. 

Chief Signs. See page 387. 

Hypertrophic Emphysema. Characteristics. lf bronchitis or asthma coexist with 
the emphysema, expiration, which is prolonged, is wheezy, harsh, and more or less 
masked by crackling, bubbling, and sonorous rales. Crepitant rales may sometimes 
be heard at the apex on forced inspiration. 

Chief Signs. See page 454. 

Congestive Heart Failure. Characteristics. Basal subcrepitant pulmonary rales are 
an important sign. More extensive and coarser moist rales indicate pulmonary edema, 
an extreme degree of this condition (see below). 

Chief Signs. Dyspnea; dependent edema; enlarged heart (hypertrophy and dilata- 
tion); enlarged liver; evidence of an etiologic factor (hypertension, valvular disease, 
coronary atherosclerosis, etc.); increased venous pressure; prolonged circulation 
times (heart-to-lung, heart-to-tongue ). 

Pulmonary Edema. Characteristics. Numerous fine crackling rales of a distinctive 
liquid quality are first heard over the dependent parts of the lungs; as the edema 
spreads they are diffused throughout the lungs. Later these crackling rales are masked 
by coarse bubbling or gurgling rales when the larger bronchi are filled with transu- 
date. 

Chief Signs. See page 455. 

Hypostatic Congestion of the Lungs. Characteristics. Subscrepitant rales are heard 
in the dependent portions of the lungs, shifting with change of position. 

Chief Signs. Evidence of senility or a debilitating disease; occurrence in asthenic, 
bedridden patients. 

Primary Atypical Pneumonia. Characteristics. Fine or medium rales are usually 
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present and may be the only abnormal sign; as the disease progresses they frequently 
become coarse and moist. Rhonchi are sometimes heard. 

Chief Signs. See page 389. 

Bronchopneumonia. Characteristics. Moist, crackling, subcrepitant rales at both 
bases are the most typical auscultatory findings of the disease. Crepitant rales are 
also detected as long as the lobular consolidation is not complete, and in many in- 
stances there are numerous bubbling or gurgling rales of a concomitant bronchitis. 

Chief Signs. See page 451. 

Bronchial Asthma. Characteristics. During the height of the attack the vesicular 
murmur is usually inaudible, and instead a to-and-fro wheezing sound is heard. As 
the attack begins to subside, innumerable rales are heard throughout the chest. At 
first the rales are sonorous in character. Later crepitant, crackling and bubbling rales 
are heard, especially over the lower portions of the lungs. 

Chief Signs. See page 389. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. Crepitant rales are 
audible very early in the disease at the end of inspiration as a series of minute crack- 
lings, heard close to the ear, when a full breath is drawn (crepitus indux). During the 
stage of red hepatization no extraneous sounds are produced. With the onset of gray 
hepatization crepitant rales are again heard (crepitus redux), and these are later as- 
sociated with loud crackling and at times bubbling rales. In children crepitations are 
difficult to appreciate. 

Chief Signs. See page 450. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In the incipient stage 
persistent crepitant rales may be heard on deep inspiration at one apex. The detec- 
tion of post-tussive rales which persist and which are repeatedly heard at the same 
spot is of the greatest importance in early diagnosis since these may be detected prior 
to any other auscultatory findings. As the softening progresses and secretion accumu- 
lates within the larger bronchi, crackling rales become audible. Over a cavity con- 
taining liquid there are various-sized bubbling or gurgling sounds of cavernous or 
amphoric quality. As the disease extends downward from one apex, rales may be 
heard at the other as it becomes affected. 

Chief Signs. See page 451. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. Numerous crepitant and subcrepitant rales may be heard over a sharply cir- 
cumscribed area, commonly posteriorly over a lower lobe. 

Chief Signs. See page 451. 

Bronchiectasis (Dilatation of the Bronchi). Characteristics. Rales of every de- 
scription may be heard. When bubbling and gurgling in quality they are strongly sug- 
gestive of cavity formation or bronchial dilatation. 

Chief Signs. See page 388. 

Abscess of the Lung. Characteristics. In the absence of cavity there may be crepi- 
tant rales; with cavitation, bubbling or gurgling rales may be audible. 

Chief Signs. See page 391. 

Acute Pneumothorax. Characteristics. A medley of bubbling rales of ringing metal- 
lic quality are developed by the acts of coughing and deep respiration over the upper 
part of the chest, especially in tuberculous cases, if the lung is not completely col- 
lapsed. 


Chief Signs. See page 430. 
Foreign Body in the Air Passages. Characteristics. Very fine crackling rales may be 
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present, softer than those of lobar pneumonia and similar to the crepitations made 
by very fine tissue paper. They are heard only in the cases in which the foreign body 
is metallic. 

Chief Signs. See page 431. 

Bronchial Stenosis. Characteristics. Loud bubbling and sonorous rales are audible 
at the site of the constriction as a result of narrowing of the air passage and the ac- 
cumulation of exudate. 

Chief Signs. See page 455. 

Atelectasis (Pulmonary Collapse). Characteristics. If air enters, a few crepitant 
and subcrepitant rales are audible toward the end of deep inspiration. 

Chief Signs. See page 455. 

Acute Miliary Tuberculosis of the Lungs. Characteristics. There are usually nu- 
merous rales over the lungs, which in the beginning are intense and crackling in 
character, but which later become large, mucous, and sibilant. 

Chief Signs. See page391. 

Acute Bronchopneumonic Tuberculosis (Galloping Consumption). Character- 
istics. At the beginning, rales such as occur in acute bronchitis occur over one or both 
lungs. Later, as patches of infiltration develop, mixed rales are heard, especially the 
fine crackling variety after coughing, usually in the apical and axillary regions. 

Chief Signs. See page 392. 

Acute Pneumonic Tuberculosis (Lobar Form). Characteristics. Crepitant rales 
are heard as in lobar pneumonia. Later as the apical lung tissue breaks down bub- 
bling or gurgling rales are audible. 

Chief Signs. See page 392. 

Pneumoconiosis. Characteristics. Rales are not a constant finding. In the presence 
of intercurrent pulmonary infection rales of a concomitant bronchitis are often pres- 
ent. The presence of rales at an apex in this disease is almost certain evidence of a 
complicating tuberculosis. 

Chief Signs. See page 393. 

Less Common Causes. Fibrinous bronchitis (a peculiar dry bruit de drapeau); 
pulmonary fibrosis; fibroid phthisis; pulmonary syphilis; multiple abscesses of the 
lung; pulmonary gangrene; interlobar empyema; encapsulated empyema; pulmonary 
neoplasm (when there is coexistent bronchitis, congestion, or edema); pulmonary 
mycoses; hydatid cyst of the lung (when empty); chronic mediastinitis; chronic ad- 
hesive pleurisy; mediastinal tumor; typhoid fever; measles; iodism; rickets; whoop- 
ing cough; smallpox; aneurysm (pressing on a bronchus); coronary thrombosis; 
ucute interstitial emphysema of the lung. 


PLEURAL FRICTION SOUND 


This sound varies, according to the degree and extent of the lesion, from that of 
a delicate crepitation to one resembling a silken rustle or at times to that of a loud 
rasping rub. It is superficial, circumscribed, intensified by pressure of the stethoscope, 
uninfluenced by the act of coughing, and audible during both inspiration and expira- 
tion, though it is more likely to be interrupted than continuous. It is generally more 
distinct in the lower axillary region on the affected side and just below the scapular 
angle. A pleuropericardial friction, most commonly about the left border of the pre- 
cordium, causes a rub which is synchronous with the movement of the heart and re- 
lated also to respiratory phases (see Precordial Friction Sound, page 506). 
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Acute Pleurisy. Characteristics. Friction sounds are audible over the site of the 
lesion during the first few days of the disease, after which they subside. The friction 
is usually most distinct during inspiration and resembles vesicular crepitations. Dur- 
ing the first stage of pleurisy with effusion a friction sound is heard which is of greater 
intensity and wider distribution. This disappears with the accumulation of fluid, to 
reappear after absorption and possibly to acquire later a coarse creaking quality. 

Chief Signs. See page 404. 

Chronic Adhesive Pleurisy. Characteristics. Friction sounds are sometimes aud- 
ible. They are loud, leathery, and creaking in character. Adhesions often cause neither 
symptoms nor signs. 

Chief Signs. See page 455. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Pleuritic friction 
sounds are frequently heard during the stage of moderately advanced involvement. It 
is often difficult to distinguish between crepitating rales in the lung and fine pleural 
crepitations. The friction rub may occur on the affected side or it may be heard on the 
opposite side. At times these fine crepitations may be heard over both the upper and 
the lower portion of one lung. 

Chief Signs. See page 451. 

Pulmonary Infarction (Pulmonary Embolism; Pulmonary Thrombosis). Charac- 
teristics. If the infarct is large a localized friction rub may be heard, usually on the 
second or third day and persisting for about a week. 

Chief Signs. See page 451. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. While crepitant rales 
are usually inaudible during the stage of red hepatization, pleural friction sounds are 
not infrequently heard at this time, as well as at the other stages of the disease. 

Chief Signs. See page 450. 

Less Common Causes. Acute miliary tuberculosis (tubercles beneath the pleura 
may give a soft, delicate crepitation) ; acute lobar and bronchopneumonic tubercu- 
losis; diaphragmatic pleurisy (exceptionally dry friction rubs may be audible in the 
region of the diaphragm) ; hepatic abscess; subphrenic abscess (at the xiphoid carti- 
lage); cancer of the liver; perihepatitis (over the lower right thorax); perisplenitis, 
fractured rib; interstitial emphysema (from trauma of the lung); acute mediastinitis; 
pulmonary mycoses; pneumoconiosis (occasional); pulmonary gangrene; strepto- 
coccal empyema (pleuropericardial); herpes zoster; pulmonary abscess; septicopy- 
emia; mediastinal tumor; cancer of the pleura; Asiatic cholera (inspissation of the 
pleura); ornithosis (peripheral bronchopneumonia) ; postmitral valvuloplasty syn- 
drome; disseminated lupus erythematosus; diabetic coma; uremia; primary atypical 
pneumonia; emphysema; bronchitis; tularemia; typhoid fever; Pick’s disease; rheu- 
matic fever; chronic nephritis; pericarditis (extension from); peritonitis (extension 
from); epidemic pleurodynia, pancreatitis (rare) ; bronchiectasis; terminal states of 
chronic and debilitating diseases; polyarteritis nodosa; acute diffuse interstitial pul- 
monary fibrosis; carcinoid syndrome. 


SUCCUSSION SOUND 


On auscultation of the chest, the patient’s body being shaken, a splashing sound is 
heard, which may be audible at a distance (so-called hippocratic succussion splash). 
The sound has a metallic ringing quality. 
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Hydropneumothorax. Characteristics. The succussion splash is considered pathog- 
nomonic of this condition. 

Chief Signs. Those of pneumothorax plus movable fluid. 

Less Common Causes. Diaphragmatic hernia (with the stomach in the thorax); 
chronic pulmonary tuberculosis (large thin-walled cavity); abscess of the lung; pyo- 
pneumothorax; gangrene of the lung; hydropneumopericardium; gastropleural fistula. 


SEROUS EFFUSION IN THE PLEURAL CAVITY (ASPIRATION) 


When the signs of fluid in the pleural cavity exist, exploratory aspiration is indi- 
cated, because the presence of fluid and its character are of great importance in 
diagnosis, treatment, and prognosis. A pleuritic must be distinguished from a pleural 
effusion, an exudative process from a transudate. Flatness, diminished tactile fremitus, 
and diminished or absent breath sounds are the main physical signs in all cases. The 
fluid of exudation is usually grossly clear and serous, but, depending on its fibrinogen 
content and other suspended material, it may be straw-colored, milky, or opalescent. 
Its specific gravity is greater than 1.018, its protein content is 4 per cent or more, and 
it clots on standing. The cellular elements in pyogenic effusions are predominantly 
polymorphonuclear leukocytes, while in nonpyogenic effusions the number of lym- 
phocytes are proportionally higher. Bacteria may or may not be found in stained 
smears in the case of pyogenic effusions. A transudate is a clear, pale, straw-colored 
fluid which fails to clot on standing and has a specific gravity of 1.010 to 1.015 and 
a protein content of 0.5 to 1.5 per cent. Its cellular content consists of desquamated 
endothelial cells and a few lymphocytes. 

Pleurisy with Effusion. Characteristics. Serous effusion (exudative ) is present. The 
diagnosis would not be complete without the determination of the causative lesion 
and organism. Tuberculous pleuritis must always be thought of. 

Chief Signs. See page 454. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. A unilateral pleural 
effusion (exudate) may be present before definite lung signs are elicited. A pleural 
effusion is suspicious in every case. 

Chief Signs. Cough; signs of apical disease; evening pyrexia; night sweats; perma- 
nent coarse apical rales, tubercle bacilli in the sputum; inoculation of pleural fluid in 
a guinea pig (should always be done ) ; x-day. 

Acute Rheumatic Fever. Characteristics. Pleurisy with effusion (exudative ) some- 
times occurs. Other symptoms may be present and definite, or the pleural effusion 
may be the main symptom. 

Chief Signs. See page 316. 

Pneumonias, Characteristics. A pleural effusion (exudative) of some amount, usu- 
ally small, may complicate the pneumonias, but as a rule the virus pneumonias are 
less often so complicated than bacterial pneumonias. 

Chief Signs. See pages 389, 450, and 451. 

Cardiac or Renal Insufficiency. Characteristics. A passive unilateral or bilateral 
serous effusion (transudate) may occur from heart failure or simple edema with or 
without anasarca. A unilateral pleurisy (exudate ) may occur as the result of intercur- 
rent infection. Where the chronic heart disease is the main factor, right-sided hydro- 
thorax may occur, preceding the general edema. Where nephritis is the main factor, 
the hydrothorax may be bilateral, but usually even then predominates on the right 
side. 
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Chief Signs. If cardiac, those of congestive heart failure, see page 429; if renal, 
those of uremia, see page 431. 

Mediastinal Tumor. Characteristics. A pleural effusion (transudate) is often pres- 
ent, usually unilateral, sometimes bilateral. The fluid quickly recurs after tapping and 
may be blood-tinged or contain particles of new growth (detected microscopically 
after centrifugalization ). 

Chief Signs. See page 472. 

Carcinoma of the Lungs or Pleura. Characteristics. Same as above. 

Chief Signs. See below. 

Less Common Causes. Influenza; aneurysm of the arch of the aorta; Hodgkin’s 
disease; myeloid and lymphatic leukemia; splenic anemia; pernicious anemia; ap- 
pendicitis (from extension of inflammation through the diaphragm ) ; acute peritonitis 
(of whatever cause); pelvic peritonitis (of whatever cause); infarction of the lung 
(thrombotic or embolic, when extensive); portal cirrhosis of the liver (right-sided 
hydrothorax ) ; hydatids of the lung; sarcoma of the lung; constrictive pericarditis, 
tumor of the heart or pericardium; ornithosis (rare); tularemia (exudative); L6f- 
fler’s syndrome (rare); radiation pleuropneumonitis (occasional); coccidiodomy- 
cosis; scarlet fever; brucellosis; pulmonary anthrax; polyarteritis nodosa; lupus ery- 
thematosus disseminata; erythema nodosum; primary amyloidosis of the lung; acute 
diffuse interstitial pulmonary fibrosis; Meigs’s syndrome (pelvic tumors); malnutri- 
tion; beriberi; pneumothorax (large); bronchopleural fistula; gout; polyserositis; 
hepatic abscess; perinephric abscess; terminal stages of chronic and debilitating dis- 
eases; salmonellosis. 


BLOODY EFFUSION IN THE PLEURAL CAVITY (ASPIRATION) 
AND HEMOTHORAX 


Care must be taken to exclude the possibility of hemorrhage due to puncture of a 
vessel by the aspiration needle. In this case the blood usually appears at once and 
fades out as more fluid is withdrawn, or it may occur at a second tapping from previ- 
ous injury to the lung or the separation of new adhesions. Penetrating wounds of the 
chest wall may obviously cause hemorrhage into the pleural cavity if a vessel is 
ruptured. An intrinisically blood-stained effusion has as its possible causes the same 
conditions as enumerated under Serous Effusion in the Pleural Cavity above, but the 
possibilities shift somewhat as a result of the presence of this type of fluid. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Blood-stained effu- 
sions are very suggestive of tuberculosis. 

Chief Signs. See page 451. 

Carcinoma of the Lung or Pleura. Characteristics. On tapping, the effusion is usu- 
ally bloody but may at first be clear. A rapidly re-accumulating blood-stained effu- 
sion, which remains so or possibly becomes even more blood-stained, is highly sug- 
gestive of malignant disease involving the pleura. 

Chief Signs. May be little or no cough and very slight dyspnea; progressive emacia- 
tion, weakness, anemia; may be bloody sputum or hemoptysis; involvement of the 
cervical and axillary glands; dullness and absent breath sounds; x-ray. 

Leukemia. Characteristics. There may be a hemorrhagic exudate into the pleura 
as a part of the general hemorrhagic tendency. 

Chief Signs. See page 434. 
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Acute Serofibrinous Pleurisy. Characteristics. A most intense pleurisy occasion- 
ally is accompanied by blood-tinged fluid, pink, red, or brown, when many erythro- 
cytes are present. Such color change is not appreciable until the erythrocytes number 
more than 6,000 to the cu. mm. The fluid will be of high specific gravity, contain 
much albumin, coagulate spontaneously, and show microscopically numerous cells, 
both white and red. 

Chief Signs. See page 404. 

Spontaneous Hemothorax. Characteristics. Aspiration produces pure blood. 

Chief Signs. Sudden chest pain; progressive dyspnea; evidence of shock (pallor, 
sweating, thirst, tachycardia, feeble pulse); flatness; diminished tactile fremitus; 
absent or diminished breath sounds; x-ray. 

Less Common Causes. Chronic nephritis; purpura; splenic anemia; scurvy; hemo- 
philia (from trauma); aneurysm of the thoracic aorta (rupturing into the pleural 
cavity); Hodgkin’s disease; thoracic lipoma; malaria; pulmonary infarction; influ- 
enza; acute infectious fevers; rheumatic fever; pneumococcal pneumonia; smallpox; 
typhoid fever; massive atelectasis; caries of the ribs (causing erosion of an intercostal 
artery); sarcoma of the lungs; tumor of the heart; tularemia; syphilis; trichinosis; 
lupus erythematosus disseminata; plague. (See also Serous Effusion in the Pleural 
Cavity, page 462.) 


PURULENT EFFUSION (PLEURAL EMPYEMA) IN THE 
PLEURAL CAVITY (ASPIRATION) 


The character of the effusion in pleural empyema is exceedingly variable, ranging 
from a thin, moderately opaque, seropurulent liquid of yellowish green hue, to a 
thick, creamy yellow pus. The condition is invariably secondary to some antecedent 
inflammatory lesion in the organs and tissues adjacent to the pleura. The cardinal 
signs of purulent pleurisy, regardless of its exciting cause, include: slight cough; 
sweats and irregular fever; pain in the chest; pallor and weakness, especially in 
children; diminished excursion of the chest; heart and liver displacement; physical 
signs of pleurisy with effusion; high leukocytosis; and positive radiographic findings. 

Bacterial Pneumonia. Characteristics. A purulent effusion may complicate the 
course of any bacterial pneumonia. If the pneumococcus or staphylococcus is the of- 
fending organism, the effusion is typically a thick, creamy, yellowish green exudate. 
If the streptococcus is the agent responsible for the empyema, as a complication of 
streptococcal pneumonia, epidemic influenza, or measles, the effusion is at first sero- 
fibrinous, and thus relatively thin, but with the passage of time it slowly becomes 
converted to a thick, purulent exudate. Pure virus pneumonias are not followed by 
a purulent pleural effusion. 

Chief Signs. See Cough, page 386. 

Pulmonary Suppuration. Characteristics. The purulent effusion which may com- 
plicate a lung abscess or infected bronchiectasis usually results from a mixture of 
organisms, some of which are anaerobic. The pyothorax so produced results in a 
foul and offensive exudate because of the presence of these anaerobes and is referred 
to as a putrid empyema. Should a bronchopleural, fistula be present a pyopneumo- 
thorax results and the patient thus coughs up the same foul material which is found 
on aspiration. 

Chief Signs. See Bronchiectasis, page 388, and Abscess of the Lung, page 391. 
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Tuberculous Empyema. Characteristics. A thin, odorless, grayish pus, which is 
almost always secondary to active pulmonary tuberculosis, and which is seen usu- 
ally as a complication of artificial pneumothorax therapy or spontaneous pneumo- 
thorax, is characteristic of the disease. Ordinary bacterial cultures of the fluid are 
sterile, but tubercle bacilli may be found on direct examination or demonstrated by 
culture or guinea pig inoculation. 

Chief Signs. See Chronic Pulmonary Tuberculosis, page 451. 

Carcinoma of the Lung. Characteristics. The pneumonitis which often occurs 
distal to bronchial obstruction as a result of carcinoma may be complicated bacterio- 
logically by an empyema of any type. 

Chief Signs. See page 463. 

Septic Pulmonary Infarction. Characteristics. A purulent effusion may at times 
occur as a complication of septic emboli arising from such lesions as suppurative 
thrombophlebitis, pyemia, or right-sided bacterial endocarditis. The effusion may 
be bilateral. 

Chief Signs. See page 451. 

Subphrenic Inflammatory Conditions. Characteristics. Subdiaphragmatic and 
hepatic abscess due to the colon bacillus and Entamoeba histolytica respectively 
are infrequently responsible for purulent effusions. Colon bacilli cause a thick, foul- 
smelling exudate, while “anchovy sauce” color may characterize the fluid of an 
amebic empyema. 

Chief Signs. See page 520. 

Less Common Causes. Gangrene of the lung (putrid material) ; hydatids with 
suppuration (hooklets); actinomycosis (greenish with yellow, seedlike bodies); in- 
fected hemothorax (spontaneous or traumatic); missed empyema; aseptic diagnostic 
or therapeutic thoracentesis; infections of the chest wall; rupture of an infected lung 
cyst or abscess (bronchopleural fistula with pyopneumothorax). 


DISPLACED APEX BEAT 


In the healthy adult the apex beat, which is the lowest, outermost point at which 
a distinct cardiac impulse is visible or palpable, is recognized by a rhythmic, feeble, 
local pulsation which covers an area of | or 2 cm. in the fifth left interspace about 1 
cm. internal to the midclavicular line. In infants and young children it is commonly 
observed in the fourth interspace, slightly beyond the midclavicular line. In short- 
chested subjects it may be similarly elevated, and in persons of advanced age and 
those having a long chest it may beat at an abnormally low level. The apex beat is 
actually felt in less than 25 per cent of normal persons. In adults examined in the 
supine position, the apex beat is only exceptionally observed, and then more often 
in thin, flat-chested individuals. When visible or palpable it is slightly depressed by 
deep inspiration and slightly elevated by forced expiration. Turning from the dorsal 
to the lateral decubitus will deflect the beat horizontally, the deflection amounting 
to an inch or two toward the left when the left lateral position is assumed. Chest 
contour, the thickness of lung covering the heart, and obesity influence the manifesta- 
tions of the apical thrust. 

Upward displacement may indicate unduly great subphrenic pressure, in conse- 
quence of which the diaphragm, and with it the heart, rises to a higher level, as in 
ascites, meteorism, gastric distention, and large abdominal tumors. In such cases 
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the cause of the displacement is obvious but does not preclude a search for other 
factors. 

Cardiac Hypertrophy. Characteristics. When the left ventricle is predominatingly 
hypertrophied the apex beat is violent and extensive and is displaced toward the 
left and downward. Although often it remains in the fifth interspace, it may be in the 
sixth or even lower (aortic regurgitation), external to the midclavicular line. If the 
right ventricle is mainly affected, the apex beat is diffused and displaced horizontally 
toward the left with little or no depression. A systolic pulsation is also present in the 
epigastrium and at the left sternal border. 

For causes see page 476. 

Congestive Heart Failure. Characteristics. The apex beat is displaced, especially 
in left ventricular dilatation, downward and to the left, and the precordial impulse 
may be feeble and wavy. 

Chief Signs. See page 497. 

Pleurisy with Effusion (Including Empyema). Characteristics. In right-sided effu- 
sion the apex may be lifted to the fourth interspace or pushed beyond the left nipple 
line even to the axilla. With left-sided effusion the impulse may not be visible, being 
covered by the sternum; or it may be pushed over to the right of the sternum in the 
third or fourth interspace, sometimes almost to the axilla, dextrocardia being simu- 
lated. 

Chief Signs. See page 454. 

Hypertrophic Emphysema. Characteristics. The apex beat may be displaced 
downward, partially as a result of pressure exerted upon the heart by the voluminous 
anterior borders of the lungs, and partially as a result of the inspiratory position of 
the thorax, in which the ribs tend to move upward over the heart. Hypertrophy of 
the right ventricle may cause displacement to the left. 

Chief Signs. See page 454. 

Massive Pulmonary Atelectasis. Characteristics. The heart is drawn toward the 
affected side and may appear to be enlarged. The cardiac impulse many be extensive. 

Chief Signs. See page 455. 

Chronic Adhesive Pleurisy. Characteristics. The heart may be drawn to the right 
or to the left according to whether the traction is exerted by right-sided or left-sided 
adhesions. 

Chief Signs. See page 455. 

Fibroid Phthisis. Characteristics. The heart is greatly displaced, being drawn over 
by shrinkage of the lung to the affected side. When the left lung is affected there 
may be a large area of visible pulsation in the third and fourth interspaces along the 
left sternal border. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Cirrhosis of the Lung). Characteristics. As in fibroid phthisis 
(see above). 

Chief Signs. See page 392. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In the advanced 
stage of the disease more or less displacement of the heart is extremely common. 
The organ is pushed over toward the diseased side by the vicariously hypertrophied 
lung and drawn toward it by adhesions. When the heart is drawn toward the left it 
is apt to be pulled upward toward the axilla. At times the right-sided displacement 
may be so marked as to constitute a dextrocardia. 

Chief Signs. See page 451, 
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Acute Pneumothorax. Characteristics. The visible cardiac impulse is displaced 
toward the sound pleura. 

Chief Signs. See page 455. 

Mediastinal Tumor. Characteristics. When encroached upon by a tumor of the 
posterior mediastinum, the heart appears to be thrust forward en masse with every 
systole so that the cardiac impulse covers the whole of the precordium. In other 
cases the apex beat may merely be tilted outward and downward by the pressure of 
a tumor upon the base of the heart. 

Chief Signs. See page 472. 

Pericarditis with Effusion. Characteristics. The position of the apex beat is not 
constant; if not wholly obscured by the effusion it is visibly enfeebled and displaced 
from its normal position usually outward and an interspace or two upward, though 
sometimes when the effusion is very copious it is displaced downward. 

Chief Signs. See page 394. 

Chronic Adhesive Pericarditis. Characteristics. There is fixation of the apex beat 
rather than displacement when there are extensive adhesions. Change of position 
of the body fails to move the apex beat. 

Chief Signs. See page 413. 

Scoliosis. Characteristics. In cases of marked deformity the apex beat is displaced 
toward the side of the dorsal spinal convexity. 

For causes see page 623. 

Diaphragmatic Hernia. Characteristics. The cardiac impulse is displaced to the 
right (the hernia most always being on the left) due to the left pneumothorax and 
to the pressure of abdominal viscera contained in the thorax. 

Chief Signs. See page 593. 

Transposition of Viscera. Characteristics. The heart is found on the right side 
(dextrocardia) with otherwise normal thoracic findings. The abdominal viscera may 
be likewise transposed. The apex beat is to be looked for in the fifth right interspace 
near the midclavicular line. 

Less Common Causes. Eventration of the diaphragm (upward displacement of the 
apex ); paralysis of the diaphragm (upward displacement of the apex) ; enlarged liver 
(displacement to the left or downward) ; tumor of the right lung (displacement to the 
left); aneurysm of the heart; compensatory emphysema (displacement to the right 
when involving the left lung sufficiently); hydrothorax (as in pleurisy with effusion 
when unilateral) ; hemothorax; chylothorax; aneurysm of the arch of the aorta (rarely 
crowded downward and outward); traumatic hernia of the diaphragm (upward dis- 
placement to the right); pneumonectomy, pleural new growth; sternal depression; 
left subdiaphragmatic abscess; hepatic abscess (left lobe); idiopathic cardiac dis- 
placement; congenital absence of the right lung (displacement to the right). 


FORCIBLE APEX BEAT 


Exercise and emotional excitement cause exaggeration of the apex beat, as also the 
overuse of tobacco, coffee, tea, and alcohol. Indigestion affects the heart in the same 
manner. In the anemic and neurotic, cardiac overaction is noted. Febrile diseases are 
accompanied by a somewhat exaggerated and accelerated impulse in the earlier 
stages. Exaggeration of the apex beat may also be noted in patients with a thin chest 


© . 
wall. A strong impulse does not necessarily mean, however, strong ventricular con- 


tration. 
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Cardiac Hypertrophy. Characteristics. The cardiac impulse in left ventricular hy- 
pertrophy is seen as a circumscribed broad thrust in the apical area which has a dis- 
tinct heaving quality and which is displaced outward and downward. Palpation re- 
veals increased force and lifting power. When enlargement of the right ventricle is 
marked, a heavy precordial pulsation may be noted extending from the left midclavic- 
ular line to the right side beyond the sternum and from the third rib to the epi- 
gastrium. 

For causes see page 476. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The apex beat may be 
heaving and forcible, and the shock of the heart is easily felt in a well-developed case 
(the “overdemonstrative” heart). The same is true in lesser degree of thyrotoxicosis 
due to hyperfunctioning thyroid adenoma. 

Chief Signs. See page 498. 

Fibroid Phthisis. Characteristics. An apparently exaggerated apex beat may be due 
to retraction of the left lung, whereby the heart is uncovered and hence pulsates 
against the chest wall more forcibly and more extensively than in health. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Cirrhosis of the Lungs). Characteristics. As in fibroid 
phthisis (see above). 

Chief Signs. See page 392. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
The apex beat is forcible and jerky. 

Chief Signs. See page 490. 

Less Common Causes. Aneurysm of the descending aorta; mediastinal tumor 
(pressing the heart forward against the chest wall); apoplexy; acute endocarditis; 
cardiac aneurysm; angina pectoris (transient pulsation in the apical area); patent 
ductus arteriosus; paroxysmal hypertension; apical infarction; left bundle-branch 
block. 


FEEBLE OR ABSENT APEX BEAT 


The apex beat is sometimes impalpable in health. Systemic shock and debility ma- 
terially lessen the force of the apex beat. In obesity the chest wall may be so thick as 
to obscure the apex beat; the same may hold true in thick muscular subjects and in 
edema of the thorax. The use of cardiac depressants will cause enfeeblement of the 
heart’s action. 

Congestive Heart Failure. Characteristics. The cardiac impulse may be either quite 
obliterated, or feeble, diffuse, undulatory, and of a distinctly slapping character. It 
may be neither visible nor palpable, or it may be visible and quite impalpable. If the 
right ventricle is dilated there may be pulsation below and on either side of the ensi- 
form cartilage, outside the right sternal border between the fourth and seventh costal 
cartilages, and close to the left sternal margin between the second and fifth cartilages. 
Gallop rhythm in the presence of congestive failure due to myocardial damage is 
manifested by a characteristic pulsation in the precordial area consisting in a de- 
creased force of the apical thrust coupled with a diastolic pulsation of almost equal 
magnitude and force, giving rise to what may appear as a tremor of the precordial 
region. 

Chief Signs. See page 497. 

Hypertrophic Emphysema. Characteristics. The true apex beat is often obscured 
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by the covering of the heart by the emphysematous lung; epigastric pulsations are 
common. 

Chief Signs. See page 454. 

Chronic Constrictive Pericarditis (Chronic Cardiac Compression). Characteris- 
tics. There is a small, quiet heart, the apical impulse often being neither seen nor felt. 

Chief Signs. See page 481. 

Acute Myocardial Infarction. Characteristics. Enfeeblement of the cardiac im- 
pulse is accompanied by a forceless, empty, and often arrhythmic pulse beat if the 
infarction is massive. 

Chief Signs. See page 398. 

Pleurisy with Effusion. Characteristics. The apex beat is obscured when a left- 
sided effusion pushes the heart beneath the sternum. 

Chief Signs. See page 454. 

Pericarditis with Effusion. Characteristics. A wavy impulse may be seen in the 
third or fourth interspace, but if the effusion is large no impulse may be visible. 

Chief Signs. See page 394. 

Aortic Stenosis. Characteristics. The slow deliberate systole of the left ventricle 
may be so forceless as to give rise to no appreciable impulse in the region of the apex. 

Chief Signs. See page 502. 

Less Common Causes. Acute myocarditis; fibroid phthisis (with contraction of the 
right lung which pulls the apex beneath the sternum); mediastinopericarditis,; tumor 
of the anterior mediastinum (pushing the heart back); pneumothorax. 


DIFFUSE APEX BEAT 


Congestive Heart Failure. Characteristics. The cardiac impulse, if visible or pal- 
pable, may be diffuse, feeble, and undulatory. If the right ventricle is greatly dilated 
there is pulsation below and on either side of the ensiform cartilage, outside the right 
sternal border between the fourth and seventh cartilages, and close to the left sternal 
margin between the second and fifth cartilages. 

Chief Signs. See page 497. 

Cardiac Hypertrophy. Characteristics. If left ventricular hypertrophy predomi- 
nates, the apex beat is strong and unnaturally extensive and is visibly displaced to- 
wards the left and downwards. When the right ventricle is greatly enlarged the apex 
beat is diffused, displaced to the left, and there is marked epigastric pulsation. 

For causes see page 476. 

Acute Rheumatic Carditis. Characteristics. In severe cases the cardiac impulse is 
very diffuse and wavy. 

Chief Signs. See page 491. 

Fibroid Phthisis. Characteristics. In left-sided disease there is frequently a wide 
impulse in the third and fourth interspaces as a result of systolic depression of the 
thoracic wall and loss of the buffering action which the lung exerts between the heart 
and chest wall. 

Chief Signs. See page 471. 

Mediastinal Tumor. Characteristics. In tumors of the posterior mediastinum con- 
siderable significance attaches to the sign noted by Graham Steell, who observed that 
the visible and palpable cardiac impulse covers an area almost coextensive with that 
of the entire heart, the latter appearing to be thrust forward en masse with every 


systole. 
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Chief Signs. See page 472. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
The apex beat may be diffuse, forcible, and jerky. 

Chief Signs. See page 490. 

Less Common Causes. Chronic adhesive pericarditis (undulations from the third 
space to the apex); pericarditis with effusion; aneurysm of the descending aorta; 
muscular exercise (diffuse precordial movements); hypervolemia; arteriovenous 


fistula (diffuse precordial movements ). 


ABNORMAL PULSATIONS IN OR NEAR THE PRECORDIUM 
(See also Displaced Apex Beat, page 465. ) 


Congestive Heart Failure. Characteristics. When the right ventricle is dilated 
greatly, there is an undulatory pulsation below and on either side of the ensiform 
cartilage, outside the right sternal border between the fourth and seventh costal 
cartilages, and close to the left sternal margin between the second and fifth cartilages. 
If the conus arteriosus alone is dilated the pulsation is present in the second left space; 
while a dilated right auricle causes pulsation in the third, fourth, and fifth right 
spaces. 

Chief Signs. See page 458. 

Aneurysm of the Arch of the Aorta. Characteristics. An aneurysm is frequently 
attended by a systolic throbbing on palpation in the first or second right interspace 
near the sternal border (ascending arch); over the angle of Louis at the level of the 
second rib (transverse arch); in the second or third left interspace (descending 
arch). There is often in these sites a shock which is circumscribed and attended by 
bulging of the chest wall and expansile pulsation. 

Chief Signs. May be history of syphilis; pain (mild to anginoid); brassy cough, 
often paroxysmal; hoarseness or aphonia; may be slight hemoptysis; dyspnea, often 
paroxysmal, may be dysphagia; may be edema; inequality of the pupils; inequality 
of the pulses; tracheal tugging; dilated veins; increased area of dullness; diastolic 
shock and sound over the sac; systolic thrill and murmur over the sac; fluoroscopy 
(expansile tumor). 

Pleurisy with Effusion. Characteristics. In a left-sided effusion the cardiac impulse 
may be visible in the epigastrium or to the right of the sternum in the second to the 
fourth interspaces, sometimes as far outward as the neighborhood of the right mid- 
clavicular line. 

Chief Signs. May be friction rub and pain early in the course; displacement of the 
apex beat toward the opposite side; weak or absent breath sounds below the upper 
limit of the effusion; wooden dullness or flatness on percussion; absence of tactile 
fremitus, Grocco’s paravertebral area of dullness, skodaic resonance above the limit 
of the effusion; aspiration (straw-colored serum) ; x-ray. 

Chronic Pulmonary Tuberculosis. (Phthisis). Characteristics. A wide area of im- 
pulse, particularly in the second, third, and fourth left interspaces, often results from 
extensive disease of the left apex. 

Chief Signs. See page 451. 

Exophthalmic Goiter (Graves’ Disease ). Characteristics. In a well-developed case 
the visible area of cardiac pulsation is much increased, the action is heaving and 
forcible, and the shock of the heart sounds is well felt. 
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Chief Signs. See page 498. 

Mitral Stenosis. Characteristics. In children the precordium may bulge forward 
and marked pulsation may be seen in the interspaces to the left of the sternum. 

Chief Signs. See page 472. 

Aortic Regurgitation. Characteristics. In some cases there is a diffuse propulsion 
of the precordial area. In other instances a well-marked systolic depression affecting 
several intercostal spaces or even the entire left chest with extension to the right 
parasternal line is seen. 

Chief Signs. See page 500. 

Mitral Regurgitation. Characteristics. A pulsating propulsion of the right chest 
wall may be observed in cases of extreme left auricular enlargement. The maximum 
intensity of these pulsations as a rule is in the right midclavicular line between the 
fourth and sixth ribs with extension at times to even the right axilla. 

Chief Signs. See page 500. 

Tricuspid Regurgitation. Characteristics. Sometimes there is a widespread systolic 
depression of the chest wall which at times markedly exceeds the actual cardiac area. 
This depression is often most markedly seen on the lateral portion of the left half of 
the wall. As a rule an apical thrust is absent in contrast to the findings of aortic insufh- 
ciency. As a result of the regurgitation of blood into the liver there is a forceful pro- 
pulsion of the right upper and lower portions of the chest which, coupled with the 
left-sided systolic depression, gives a seesaw movement to the chest. 

Chief Signs. See page 505. 

Dilatation of the Aorta. Characteristics. There is often a palpable impulse detect- 
able in the suprasternal notch or a systolic pulsation in the second and third inter- 
spaces to the right of the sternum or over the manubrium. 

Chief Signs. Evidence of arteriosclerosis or syphilis; absence of the signs of true 
aneurysm; aortic systolic murmur propagated into the neck; systolic basic thrill; dull- 
ness over the aortic arch; good volume pulse; accentuation of the aortic second sound; 
may be signs of aortic regurgitation and cardiac hypertrophy; x-ray. 

Acute Aortitis. Characteristics. While pulsation in the suprasternal notch is more 
striking, it should be looked for also in the first and second right and left interspaces, 
especially in the second right interspace. 

Chief Signs. Presence or history of acute infectious disease, syphilis, or chronic 
aortitis; attacks of dyspnea and a sense of oppression in the chest; substernal pain; 
fever; throbbing carotids with upward displacement of the subclavian arteries and 
aorta; dullness on the right of the manubrium; clanging aortic second sound; may be 
systolic or diastolic aortic murmur. 

Acute Pneumothorax. Characteristics. There may be pulsation to the right of the 
sternum in the second to the fourth interspaces in cases of extensive pneumothorax 
on the left side, which displaces the heart to the right. 

Chief Signs. See page 455. 

Fibroid Phthisis. Characteristics. If the left lung is involved there may be an un- 
usually large area of cardiac pulsation in the second, third, and fourth left interspaces 
due to displacement of the heart by the shrunken lung; if the right lung is fibrotic 
there may be a similar pulsation between the second and fourth interspaces between 
the right sternal and midclavicular lines. 

Chief Signs. Chronicity; may be bronchiectasis; cough; hemoptysis; dyspnea on 
exertion; affected side immobile, retracted, shrunken; physical signs of consolidation 
or cavitation (wooden resonance and hyperresonance, bronchophony, bronchial and 
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amphoric breathing, apical rales); cardiac displacement toward the affected side; 
tubercle bacilli in the sputum; x-ray. 

Pulmonary Fibrosis (Cirrhosis of the Lung). Characteristics. As in fibroid phthisis 
(see above). 

Chief Signs. See page 392. 

Scoliosis. Characteristics. The heart may be greatly dislocated and with it the aorta, 
which may pulsate forcibly to the right of the sternum and simulate an aneurysm. 

For causes see page 623. 

Mediastinal Tumor. Characteristics. If a solid tumor erodes and perforates the 
sternum the projecting tumor may pulsate and the heart may be dislocated and its 
impulse much out of place. The pulsation of the tumor rarely has the forcible heaving 
impulse of an aneurysmal sac. A tumor of the posterior mediastinum may push the 
heart against the chest wall, so that the cardiac impulse may cover the whole pre- 
cordium. 

Chief Signs. May be cough; dyspnea; pressure symptoms (dysphagia, stridor, 
dilated veins of the neck and thorax) ; cyanosis of the upper parts of the body; physi- 
cal signs (substernal dullness, absent vocal resonance, effusion); may be history of 
growth elsewhere; x-ray. 

Pulsating Empyema. Characteristics. In a certain proportion of cases there is noted 
a systolic pulsation over the area overlying the empyema (all of one side). In empy- 
ema necessitatis there is an external pulsating tumor on the anterior or lateral chest 
wall, somewhere between the third and sixth interspaces between the left border of 
the precordium and the axilla. 

Chief Signs. Slight cough; sweats and irregular fever; may be pain in the chest; 
pallor and weakness, especially in a child; diminished excursion of the chest; heart 
and liver displacement; physical signs those of pleurisy with effusion; high leukocy- 
tosis; aspiration (pus). 

Less Common Causes. Tumor of the lung (left side) ; cancer of the pleura; cardiac 
aneurysm; mediastinal abscess (above or at the side of the sternum); leukemia (aor- 
tic dilatation in late stages); acute fibrinous pericarditis (second left interspace near 
the sternum, early); pulsating pulmonary artery (second and third left spaces near 
the sternum ) ; tumor of the heart; chronic adhesive pericarditis. 


THRILLS IN THE PRECORDIUM 


(See also Pleural Friction Fremitus, page 443; and Friction Fremitus over the 
Precordium, page 474. ) 


A thrill is the tactile equivalent of a murmur, and like it has a point of maximum 
intensity and a definite incidence in relation to the cardiac cycle. It is a fine or coarse 
vibration resembling the purr of a cat when the hand is placed upon its throat. 

Mitral Stenosis. Characteristics. A presystolic apical thrill is practically pathogno- 
monic. If the hand is placed over the precordium slightly above and to the right of the 
apex beat, there is imparted to it a fine vibration which occurs during all or a por- 
tion of diastole and terminates in the abrupt, sharp shock of the first sound. The thrill 
may not be present constantly in the same case. In some instances it is felt best dur- 
ing expiration, in others it may be brought out by slight exertion, while in still others 
it may be detected by altering the posture of the patient. In the later stages of the 
disease, when compensation becomes broken, the thrill usually disappears. 
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Chief Signs. Occurrence in adolescence or early adult life; rheumatic history (a 
year or more previous) ; presystolic crescendo apical murmur ending in a sharp first 
sound; reduplication of the second sound at the apex; accentuated and often redupli- 
cated second pulmonic sound; increased cardiac dullness to the right and in third left 
interspace; variability of signs; may be auricular fibrillation; dyspnea on exertion; 
may be cough; sometimes hemoptysis; later, failing compensation; x-ray. 

Aneurysm of the Arch of the Aorta. Characteristics. A thrill may be associated 
with the palpable expansile pulsation and diastolic shock. It corresponds with systole 
and has a peculiar vibrating quality. It may be felt over the entire upper and middle 
precordium and usually also in the arteries of the neck and in the episternal notch. 

Chief Signs. See page 470. 

Aortic Regurgitation. Characteristics. Occasionally there is a diastolic thrill in the 
second right intercostal space close to the sternum; more often, however, the thrill is 
most marked in the third left intercostal space close to the sternum. A presystolic 
thrill near the apex may also be palpable, the latter suggestive either of a Flint mur- 
mur or of a true mitral stenosis. 

Chief Signs. See page 500. 

Dilatation of the Aorta. Characteristics. A systolic thrill and a diastolic shock 
localized over the aortic area are not infrequent. 

Chief Signs. See page 471. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. A systolic thrill may be 
felt in the second left interspace at the sternal edge. 

Chief Signs. See page 498. 

Aortic Stenosis. Characteristics. With tolerable constancy a rather coarse systolic 
thrill, most intense in the aortic area (second right intercostal space), is felt. Rarely 
a similar thrill is palpable over the larger arteries near the surface. 

Chief Signs. May be no symptoms until decompensation occurs; heaving apex beat, 
displaced downward; local rough, systolic, aortic murmur, conducted into the carot- 
ids; diminished or absent second aortic sound; pulse slow, small, hard, prolonged. 

Neurocirculatory Asthenia (Effort Syndrome). Characteristics. There is often a 
systolic thrill at the apex. 

Chief Signs. See page 490. 

Anemia. Characteristics. Very occasionally a systolic thrill is felt in the second left 
intercostal space close to the sternum in association with a functional pulmonary 
murmur. 

Chief Signs. Presence of some cause for the anemia; asthenia; pallor; dyspnea on 
exertion; palpitation; edema of the feet; blood examination (low hemoglobin and 
red cell count, irregularity in shape of the red cells, nucleated red cells). 

Congenital Pulmonary Stenosis. Characteristics. A systolic thrill may be felt over 
the base of the heart to the left of the sternum. 

Chief Signs. See page 504. 

Patent Ductus Arteriosus. Characteristics. A systolic thrill is often felt at the base 
of the heart to the left; it may last throughout the cardiac cycle. 

Chief Signs. See page 504. 

Less Common Causes. Atheroma of the aorta; patent interventricular septum; 
pulmonary regurgitation (diastolic thrill in the second left interspace) ; tricuspid re- 
gurgitation (systolic thrill over the xiphoid cartilage and lower sternal region), tri- 
cuspid stenosis (presystolic thrill over the xiphoid cartilage and lower sternal re- 
gion); acute rheumatic fever (systolic thrill at the apex); pericardial friction rub 
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(systolic apical thrill); pleural friction rub (systolic apical thrill); mitral regurgita- 
tion (systolic apical thrill); thickening of the aortic valve (systolic thrill in the aortic 
area); interauricular septal defect (systolic thrill in the second interspace to the left 
of the sternum); subaortic stenosis (systolic thrill in the aortic area); marked left 
ventricular dilatation with rapid blood flow (diastolic thrill at the apex and toward 
the left sternal border) ; arteriovenous aneurysm of the mammary or coronary artery 
or branches of the pulmonary artery (continuous thrill). 


FRICTION FREMITUS OVER THE PRECORDIUM 


Friction fremitus is perceptible as a delicate crackling or coarse crackling sensa- 
tion, more circumscribed and superficial than a thrill. 

Acute Fibrinous Pericarditis. Characteristics. With more or less constancy vibra- 
tions produced by the to-and-fro rub of the roughened pericardial surfaces are felt, 
especially toward the base of the heart. It is a very superficial vibration which does 
not exactly coincide with the heart sounds and bears no definite relation to them. 
It is most distinctly felt between the second and fourth intercostal spaces, at or near 
the left sternal border, and is exaggerated by pressure with the palpating finger and by 
making the patient bend forward. The pericardial friction sound is more common 
than the friction fremitus (see page 506). 

Chief Signs. See page 506. 

Pericarditis with Effusion. Characteristics. The pericardial friction felt on palpa- 
tion may lessen with the effusion, though it often persists at the base. When no longer 
palpable over the right ventricle it may be felt in the erect and not in the recumbent 
posture. 

Chief Signs. See page 394. 

Acute Pleurisy. Characteristics. Pleuropericardial friction fremitus is sometimes 
felt when the pleural surfaces adjacent to the pericardium are roughened. This fric- 
tion fremitus is synchronous with the heart sounds, especially the ventricular con- 
traction. The sensation is most intense along the outer border of the heart between 
the fourth and sixth ribs; it is palpable during either inspiration or expiration, ac- 
cording to the pleural reflection implicated, whether pulmonary or costal. 

Chief Signs. See page 404. 


INCREASED AREA OF CARDIAC DULLNESS 
(See also Displaced Apex Beat, page 465.) 


Cardiac Hypertrophy. Characteristics. In general hypertrophy there is extension of 
the entire cardiac area. In left ventricular hypertrophy, which is the most common 
type, the cardiac area of dullness is increased vertically upward, horizontally out- 
ward to the left, and obliquely downward, the upper limits sometimes reaching to the 
second interspace, the left border extending well beyond the midclavicular line, and 
the lower margin being at the level of the sixth or seventh interspace. In right ven- 
tricular hypertrophy the extension of dullness is in a horizontal direction beyond the 
right sternal border an inch or so to the right of this landmark and encroaching upon 
Ebstein’s cardiohepatic angle. In auricular hypertrophy the extension of dullness is 
in the region of the base horizontally to the right or left according to the chamber in- 
volved. 
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Chief Signs. (In general) full, regular, high-tension pulse; heaving apex beat; dis- 
placement of the apex beat; prolonged muscular, mitral, or tricuspid first sound with 
ringing accentuation of the aortic or pulmonic second sound; electrocardiography; x- 
ray. 

For causes see page 476. 

Congestive Heart Failure. Characteristics. The area of cardiac dullness is extended 
both to the left and to the right not only because of cardiac hypertrophy but also be- 
cause of pathologic dilatation. 

Chief Signs. Dyspnea, first on exertion, later at rest; dependent edema; may be 
serous effusions; basal pulmonary rales; murmurs and arrhythmias; x-ray; electro- 
cardiography. 

Aneurysm of the Arch of the Aorta. Characteristics. By crowding the heart for- 
ward against the chest wall, an aneurysm may cause the heart dullness to be increased. 
The heart is not actually enlarged unless aortic regurgitation exists. 

Chief Signs. See page 470. 

Pleurisy with Effusion. Characteristics. The flat percussion note over the fluid 
often blends with the area of cardiac dullness, so that it may be impossible to dis- 
tinguish the point at which the one begins and the other ends. 

Chief Signs. See page 454. 

Pericarditis with Effusion. Characteristics. An unnaturally large area of cardiac 
flatness is found, roughly pyramidal in outline, with the base downward and the apex 
in the upper sternal region; change in posture causes a change in size and alteration 
in shape of this area. 

Chief Signs. See page 394. 

Fibroid Phthisis. Characteristics. Shrinkage of the left lung may give rise to an in- 
crease in the area of absolute cardiac dullness and draw the heart toward the left 
axilla. The impulse of the heart is frequently visible upon the chest wall from the 
second to the fifth interspaces. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Cirrhosis of the Lungs). Characteristics. As in fibroid phthisis 
(see above). 

Chief Signs. See page 392. 

Mediastinal Tumor. Characteristics. A tumor of the posterior mediastinum, by 
pushing the heart forward against the chest wall, causes an increase in the area of 
cardiac dullness. 

Chief Signs. See page 472. 

Less Common Causes. Subphrenic abscess; carcinoma of the pleura; aneurysm of 
the heart; hydropericardium, hemopericardium, chylopericardium, or pyopericar- 
dium; pneumonic consolidation (about the heart); encysted empyema or pleurisy 
(near the heart); mediastinitis; hydrothorax; hemothorax; chylothorax; chronic ad- 
hesive pericarditis; coronary thrombosis; tumor of the heart or pericardium; cyst of 
the pericardium; abdominal distention from any cause (pregnancy, ascites, perito- 
nitis, ovarian cyst, etc. ). 


DECREASED AREA OF CARDIAC DULLNESS 


Gaseous distention of the stomach normally diminishes the outline of cardiac flat- 


ness from below upward. 
Hypertrophic Emphysema. Characteristics. The encroachment of the hyperres- 
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onance diminishes or entirely obliterates the cardiac dullness, though the heart itself 
is often hypertrophied. 

Chief Signs. See page 454. 

Pneumothorax. Characteristics. When left-sided, the clear tympany encroaches 
upon the triangle of cardiac flatness, obscuring it and perhaps displacing it to the 
right. 

Chief Signs. See page 455. 

Less Common Causes. Dementia praecox, hebephrenic and catatonic types (con- 
genitally small cardiovascular system ); pneumopericardium (a tympany replaces the 
pericardial flatness); chronic dry pleurisy (where adhesions anchor a resonant pul- 
monary border in front of the heart); constrictive pericarditis; Addison’s disease. 


INCREASED INTENSITY OF THE CARDIAC SOUNDS 


The heart sounds are magnified normally by simple cardiac overstimulation, due, 
for example, to transient mental excitement or to the effects of alcohol, coffee, to- 
bacco, and other stimulants. Febrile affections, generally, increase the intensity of the 
sounds in the incipient stages. An apparent accentuation of both cardiac sounds is 
occasionally encountered in subjects with very thin chest walls. 

Cardiac Hypertrophy. Characteristics. There is a loud and prolonged mitral first 
sound at the apex of dull-booming quality, and the aortic second sound may be 
greatly accentuated (general or left ventricular hypertrophy ). 

For causes see below. 

Thyrotoxicosis (Hyperthyroidism). Characteristics. The sounds of the heart may 
be very intense and combined with a loud apical systolic murmur and a loud bruit at 
the base and over the manubrium. This applies to both exophthalmic goiter and toxic 
adenoma, more often the former. 

Chief Signs. See page 498. 

Acute Rheumatic Carditis. Characteristics. The heart sounds are accentuated and 
short and the first sound lacks the normal muscular quality. The second pulmonic 
sound is usually sharply accentuated. Either the first or second sound may be redupli- 
cated. A functional murmur at the mitral area is common, sometimes even diastolic. 

Chief Signs. See page 491. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
The heart sounds are often accentuated. 

Chief Signs. See page 490. 

Less Common Causes, Fibroid phthisis (the heart being uncovered) ; surgical em- 
physema of the chest wall; cardiac neurosis; pulmonary consolidations (of the lappet 
of lung overlying the heart); carcinoma of the lungs (with infiltration of the lappet 
of lung overlying the heart) ; diphtheritic myocarditis. 


CARDIAC ENLARGEMENT 


Cardiac enlargement may be diagnosed upon physical evidence only after the ex- 
clusion of pericardial effusion and displacement of the heart. The most important 
physical signs of cardiomegaly are: 1, a displaced apex beat (see page 465); and 2, 
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an increased area of cardiac dullness (see page 474). Enlargement of the heart may 
be due to cardiac hypertrophy involving the walls of any of its cavities, to dilatation 
of its chambers, or to a combination of these two conditions. Once the conclusion 
has been reached that cardiac enlargement is present an effort must be made to ascer- 
tain not only what particular part is enlarged, but also the cause of such enlargement. 
The present availability of x-ray and electrocardiography has served to supplement 
moderately the information obtained by history and physical examination, and there- 
fore their contribution will be briefly described below. 

Three radiographic views suffice for study of all cardiac chambers. These are the 
conventional postero-anterior and the oblique projections, the left anterior oblique, 
and the right anterior oblique or right lateral position. 

In early left ventricular hypertrophy with little dilatation (concentric hypertrophy) 
there is no appreciable alteration in the dimensions of the cardiac shadow, but the 
shape of the left ventricular border is characteristically altered, becoming increas- 
ingly convex, i.e., rounded. With greater degrees of left ventricular hypertrophy and 
associated dilatation, as occurs especially in aortic insufficiency, there is elongation 
of the left ventricular contour and extension of its border beyond the midclavicular 
line. In such instances posterior enlargement of the left ventricle, best demonstrated 
fluoroscopically, is shown in the left anterior oblique position, the posterior surface 
of the chamber not clearing the spine until rotation is greater than 60 degrees. When 
enlargement is marked the left ventricular border is extended in all directions. 

Right ventricular enlargement is best demonstrated in oblique views. In the right 
anterior oblique projection there is a forward bulge of the outflow tract, and in the 
left anterior oblique view there is a rounding and anterior extension of the lower right 
ventricular border. In the postero-anterior view there is increased prominence and 
convexity of the right cardiac border due to right auricular displacement associated 
with a straightening and increased prominence of the upper left cardiac border in the 
region of the pulmonary artery due to elevation and rotation of that structure re- 
sulting from the enlarging right ventricle. Marked right ventricular enlargement in 
the absence of dilatation produces a characteristic change in the left cardiac border 
consisting in an elevation of the apex which produces a rounding of the lower left 
contour. 

Lesser degrees of left auricular enlargement are best demonstrated in oblique 
views. The earliest evidence of left atrial enlargement is usually obtained in the right 
anterior oblique or right lateral position following the administration of a thick 
barium swallow, the barium-coated esophagus being indented and displaced posteri- 
orly in the retrocardiac space. In the left anterior oblique projection the left atrium 
forms the upper portion of the posterior cardiac border, and normally a free space of 
about 1.5 to 2 cm. exists between this border and the left main-stem bronchus. Atrial 
enlargement in this view will thus first be demonstrated by an obstruction of this 
space, but as the process continues there will be elevation and finally compression of 
the bronchus. Marked degrees of left auricular enlargement are visualized in postero- 
anterior projections as a rule along the right cardiac border and consist in a double 
festoon, the upper arc of which is left atrium and the lower segment right atrium. 
Rarely in cases of marked left atrial enlargement this chamber may project from the 
upper left heart border. 

The right auricle forms the entire right cardiac border, but enlargement of the 
heart to the right as demonstrated in the postero-anterior view is not specific evidence 
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of right auricular enlargement, since it may result from other causes such as peri- 
cardial effusion, massive left auricle, and right ventricular enlargement. Marked right 
auricular enlargement is evident in the left anterior oblique projection as a forward 
bulge of the upper anterior heart border above the right ventricle. 

The electrocardiogram in high-grade hypertrophy of either ventricle often pro- 
duces quite characteristic changes, but in many instances there are no alterations at 
all, or only ones of nonspecific nature. Diagnostic changes are more often observed 
in left than in right ventricular hypertrophy, for right chamber enlargement must be 
exceedingly great to produce electrocardiographic alterations of sufficient degree to 
be recognized. Hypertrophy of both ventricles presents an electrocardiographic pic- 
ture which is seldom recognized. Dilatation of the ventricles may in some cases pre- 
sent the electrocardiographic picture commonly ascribed to hypertrophy. 

In left ventricular hypertrophy the typical electrocardiographic changes en- 
countered are as follows: 


1. Slight prolongation of the QRS interval above the average of 0.08 sec- 
ond, the duration often being 0.10 or even 0.11 second. 

2. The presence in Lead I of a relatively prominent Q wave, a tall R wave, 
downward displacement of the RS-T junction, and an inverted T wave 
whose apex occurs late. 

3. An axis deviation index of plus 30 mm. or more. 

4. A heart in a horizontal or semihorizontal position electrically as deter- 
mined by the unipolar extremity leads. 

5. The presence in leads obtained from the left side of the precordium of ab- 
normally tall R waves with late peaks, preceded by conspicuous Q waves, 
and followed by a slight downward displacement of the RS-T junction, 
downwardly displaced but upwardly convex RS-T segment, and inverted 
T waves. 

6. The presence in leads obtained from the right side of the precordium of 
small, thin, initial R waves followed by deep, wide S waves, and a slightly 
upward displacement of the RS-T junction and segment with upright T 
waves. 

7. A transition zone which is displaced to the left side. 


In right ventricular hypertrophy, while characteristic changes in the electrocardi- 
ogram are rare they are at times encountered when the size of the free wall of the 
right ventricle equals or exceeds that of the left. These include: 


1. The presence in leads obtained from the right side of the precordium of Q 
waves which are followed by tall R waves whose peaks are late, an ab- 
sence of S waves, and inverted T waves. 

2. The presence in leads obtained from the left side of the precordium of 
relatively small initial R waves which are followed by relatively deep S 
waves and an upright T wave. 

3. An axis deviation index of minus 15 mm, or below plus inverted T waves 
in Leads II and III. 

4. Anormal ORS duration. 

5. Abnormally large and broad P waves. 
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Atrial disease, in the presence of a normal sinus rhythm, may at times be sug- 
gested by alterations in the height, contour, and duration of the P wave of the electro- 
cardiogram. 


ENBARCEMENT TOP HE LEFT VENTRICLE 


Essential Hypertension (Arterial Hypertension). Characteristics. This is the com- 
monest cause of cardiac enlargement, due mainly to left ventricular hypertrophy. 
Just as the disease tends to be progressive so also the enlargement of the left ventricle 
of the heart tends to be progressive. The degree of enlargement is, however, not 
strictly determined by the height of the blood pressure or its duration. With the de- 
velopment of failure, which is the most common end-result of hypertension, dilatation 
appears, thus further increasing the size of the left ventricle. In very severe and 
rapidly developing essential hypertension (malignant hypertension) cardiac en- 
largement may occur rapidly, but at times renal failure or vascular accident may 
intervene before the heart has had time to enlarge. 

Chief Signs. Incidence mainly in middle life; absence of symptoms usually until 
late; may be occipital headaches; failure eventually due to cardiac failure, cerebral 
accident, renal insufficiency, or intercurrent disease; eyeground findings; electro- 
cardiogram; x-ray. 

Aortic Regurgitation. Characteristics. Hypertrophy and dilatation reach their limit 
in this condition (cor bovinum); there is downward and outward extension of the 
cardiac area due to hypertrophy of the left ventricle; later the left auricle and right 
ventricle also share in this dilatation and hypertrophy. 

Chief Signs. See page 501. 

Secondary Hypertension. Characteristics. As in essential hypertension, cardiac en- 
largement chiefly of the left ventricular variety will be found whenever the causative 
factor is such as to produce significant protracted blood pressure elevation. 

Chief Signs. Presence of an etiologic factor (gross nephritis, polycystic kidney, 
adrenal tumor, coarctation of the aorta, porphyria, basophil adenoma, thymic car- 
cinoma with Cushing’s syndrome, polyarteritis nodosa, perinephric parenchymal 
constriction, hypercortinism, etc.) ; symptoms and signs of the primary disease; eye- 
ground findings; electrocardiogram; x-ray. 

Mitral Regurgitation. Characteristics. The area of cardiac dullness is increased 
horizontally and downward toward the left owing to bilateral ventricular enlarge- 
ment, and occasionally the enlarged left auricle may be mapped out as an upward 
extension of the basic outline. 

Chief Signs. See page 500. 

Aortic Stenosis. Characteristics. Left ventricular hyperthrophy is denoted by down- 
ward and outward extension of cardiac dullness, but not to so great an extent as in 
aortic regurgitation. 

Chief Signs. See page 473. 

Congenital Heart Disease. Characteristics. Interventricular septal defects, patent 
ductus arteriosus, subaortic stenosis, and coarctation of the aorta may all result in 
varying degrees of left ventricular enlargement. 

Chief Signs. Often typical murmurs and thrills; peripheral findings in coarctation; 
x-ray, including chamber and vessel visualization; cardiac catheterization. 

Less Common Causes. Arteriosclerotic heart disease; arteriovenous fistula; pri- 
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mary endocardial sclerosis (dilated type); aneurysm of the left ventricle; rickets; 
thoracic deformities (cardiac displacement with great vessel compression may in- 
crease the work of the left ventricle). 


ENLARGEMENT OF THE RIGHT VENTRIGIEE 


Mitral Stenosis. Characteristics. The left auricle first undergoes hypertrophy; as 
this fails, the right ventricle partakes of the hypertrophy. With incompetence of the 
latter chamber the right auricle dilates, followed by signs of failing compensation and 
hypertrophy of the left ventricle. The area of cardiac dullness is increased mainly to 
the right of the sternum and in the third left intercostal space, the apex remaining 
usually in its normal position unless failure ensues. 

Chief Signs. See page 472. 

Chronic Cor Pulmonale. Characteristics. Diffuse pulmonary parenchymal disease 
(emphysema both obstructive and nonobstructive, sarcoidosis, pneumoconiosis, 
chronic interstitial fibrosis, bronchiectasis, beryllium poisoning, scleroderma, inter- 
stitial emphysema, carcinomatosis of the lungs, amyloidosis, diffuse adenomatosis, 
chronic pyogenic or tuberculous empyema, etc.) and diffuse pulmonary vascular dis- 
ease (recurrent pulmonary embolism, pulmonary artery thrombosis, sickle cell ane- 
mia, schistosomiasis, thromboangiitis obliterans, disseminated lupus erythematosus, 
polyarteritis nodosa, etc.) will eventually produce hypertrophy and dilatation of the 
right chambers; however, such hypertrophy is practically impossible to identify by 
physical diagnosis. At times the cardiac impulse may be identified, and it is then 
found to be displaced outward more than downward, and there is often an associated 
well-marked epigastric pulsation. 

Chief Signs. Presence of an etiologic factor; accentuation of the second pulmonic 
sound; pulmonary function studies; often secondary polycythemia; electrocardiog- 
raphy; x-ray; cardiac catheterization. 

Congenital Heart Disease. Characteristics. Pulmonary stenosis, tetralogy of Fal- 
lot, Eisenmenger’s complex, auricular septal defects, Lutembacher’s disease, and 
Ebstein’s disease are among the main congenital cardiac lesions productive of en- 
largement of the right ventricle which are compatible with the attainment of adult 
life. 

Chief Signs. Often typical murmurs and thrills; electrocardiography; x-ray exami- 
nation including chamber visualization; cardiac catheterization. 

Less Common Causes. Endocarditis of the pulmonary valve; beriberi; thoracic 
deformities (restricted thoracic motion may cause cor pulmonale, or cardiac dis- 
placement with great vessel compression may increase the work of the right ven- 
tricle ) ; carcinoid syndrome. 


GENERAL ENLARGEMENT OF THE HEART, 


Congestive Heart Failure. Characteristics. In the late stages of cardiac decompen- 
sation regardless of cause there is more or less hypertrophy and dilatation of all 
chambers. 

Chief Signs. See page 475. 

Combined Valvular Lesions. Characteristics. Ax more generalized form of cardiac 
enlargement is manifested in the presence of multiple valvular involvement. 

Chief Signs. See individual valvular lesions, under Cardiac Murmurs, page 498. 
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Hyperthyroidism. (Thyrotoxicosis). Characteristics. In a well-developed case the 
visible area of cardiac pulsation is much increased. The essential feature of the 
goiter heart is enlargement, the hypertrophy for a time being limited to the left ven- 
tricle, but later becoming general. The hypertrophy is always of moderate degree, 
however, the heart appearing larger than it is. 

Chief Signs. See page 498. 

Myocarditis. Characteristics. Myocarditis with moderate generalized cardiac en- 
largement is a common manifestation of acute rheumatic fever. With subsidence of 
the disease the cardiac enlargement may completely disappear; or if there is valvular 
involvement, individual chamber enlargement will gradually replace the initial mod- 
erate generalized cardiac enlargement. A host of other infections are known to pro- 
duce myocarditis, but it is rare for any of these diseases to produce permanent myo- 
cardial damage if the patient survives. 

Chief Signs. Presence of an etiologic factor; may be symptoms and signs of con- 
gestive heart failure; electrocardiogram; x-ray; usually complete recovery with sub- 
sidence of the causative infection except in rheumatic fever. 

Hypothyroidism. Characteristics. Generalized cardiac enlargement is occasionally 
evident in advanced stages of this condition, but much of this enlargement may in 
reality represent a pericardial effusion. 

Chief Signs. See page 493. 

Less Common Causes. Familial cardiomegaly, von Gierke’s disease; amyloidosis; 
hemochromatosis; Friedreich’s disease; Gaucher’s disease; idiopathic cardiac hyper- 
trophy; Fiedler’s myocarditis; acromegaly (especially the left ventricle); chronic 
anemia; mineral poisons (phosphorus, arsenic); marked bradycardia; rhabdomyo- 
matosis; transposition of the great arterial vessels; origin of one or both coronary 
arteries from the pulmonary artery; paroxysmal tachycardia (acute); excessive des- 
oxycorticosterone or cortisone dosage; diphtheria; hemolytic streptococcal infection 
with hemorrhagic nephritis; eclampsia; toxic reaction to burns and exfoliative derma- 
titis; syphilis of the heart (chronic myocarditis ) ; chronic adhesive pericarditis; endo- 
cardial fibroelastosis. 


DECREASED INTENSITY OF THE CARDIAC SOUNDS 


In obesity the chest wall may be so thick as to diminish the intensity of the heart 
sounds. The same holds true in thick-walled, muscular subjects and in edema of the 
thorax. In cardiac asthenia attending conditions of collapse, shock, and great debility 
the heart sounds are weak. Distant heart sounds are often present in the aged. 

Congestive Heart Failure. Characteristics. The tones of the heart are enfeebled, 
muffled, and impure in accordance with the gravity of the existing cardiac asthenia. 
The muscular sound is often indistinct or even inaudible, so that the valvular tic-tac 
quality of the heart sounds predominates. An apical systolic murmur is usually pres- 
ent, whatever the cause of the cardiac failure. 

Chief Signs. See page 475. 

Acute Myocardial Infarction. Characteristics. The heart sounds are frequently 
weakened, especially the first sound at the apex shortly after the infarction sets in; 
sometimes a so-called tic-tac rhythm results, often associated with a protodiastolic 
gallop. 

Chief Signs. See page 398. 

Chronic Constrictive Pericarditis (Chronic Cardiac Compression). Character- 
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istics. The cardiac sounds are reduced in intensity (small, quiet heart), and pulsus 
paradoxus may be associated with this disease. 

Chief Signs. Dyspnea on exertion but not at rest; enlarged liver; often ascites; may 
be pleural effusion; distended veins; may be cyanosis; high venous pressure; electro- 
cardiogram (low voltage, often no change of electrical axis with change of position) ; 
x-ray (pericardial calcification, heart may be fixed, may be misshapen). 

Hypertrophic Emphysema. Characteristics. The heart sounds are usually feeble 
but clear. 


Chief Signs. See page 454. 
Pericarditis with Effusion. Characteristics. The cardiac sounds are often but not 


invariably indistinct, muffled, or inaudible except at the base where increased in- 
tensity of the second sound is the rule. 

Chief Signs. See page 394. 

Pleurisy with Effusion. Characteristics. When the heart is displaced under the 
sternum in a left-sided pleural effusion the heart sounds may be diminished in in- 
tensity. 

Chief Signs. See page 454. 

Less Common Causes. Bacterial endocarditis; myxedema; left pneumothorax; 
pleuropericardium (bruit de Moulin); Addison’s disease. 


ACCENTUATION OF THE FIRST SOUND AT THE APEX 


(See also Increased Intensity of the Cardiac Sounds, page 476.) 


This is likely to be exaggerated by nervous excitement and physical exertion. This 
condition may also maintain in high-strung neurotic persons and in some cases of 
neurocirculatory asthenia. In acute febrile diseases the apical first sound is com- 
monly accentuated and sharp. 

Mitral Stenosis. Characteristics. There is an unusually sharp, clear first sound 
which follows the presystolic murmur. The sound is described as snapping and com- 
municates a very decided shock to the ear. When decompensation sets in, this may 
be the sole auscultatory sign distinguishable at the apex. 

Chief Signs. See page 472. 

Cardiac Hypertrophy. Characteristics. The mitral first sound may be loud, pro- 
longed, and of a booming quality, though it is often muffled and impure. In mild or 
moderate degrees of hypertrophy the sounds may be normal. 

For causes see page 476. 

Less Common Causes. Tricuspid stenosis (rare at the lower end of the sternum) ; 
anemia; action of drugs (atropine, Adrenalin, amy] nitrite); paroxysmal tachycardia; 
auricular flutter; truncus arteriosus. 


ENFEEBLEMENT OF THE FIRST SOUND AT THE 
APEX 


(See also Decreased Intensity of the Cardiac Sounds, page 481.) 


Shock, severe anemia, collapse, and vagus paresis in general cause the first sound 
to be diminished in intensity. 

Congestive Heart Failure. Characteristics. The muscular tone is often indistinct or 
even inaudible so that the valvular quality of the sound predominates, but in terminal 
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cases the valvular tone also may be suppressed so that it is difficult to hear any dis- 
tinct cardiac sounds whatever. 

Chief Signs. See page 475. 

Mitral Regurgitation. Characteristics. At the apex there is a systolic murmur which 
wholly or partly obliterates the first sound. 

Chief Signs. See page 500. 

Myocardial Infarction. Characteristics. A distant first heart sound at the apex may 
be present due to left ventricular failure and shock. 

Chief Signs. See page 507. 


ACCENTUATION OF THE AORTIC SECOND SOUND 


This may arise from purely normal causes such as temporary vasomotor stimula- 
tion, a simple overacting heart, and pregnancy. The aortic second sound is fainter 
than the second pulmonary up to puberty, after which it is louder. In order to be 
termed accentuated it must be louder than it should be at the period of life of the 
patient. Accentuation is a sign of increased arterial tension within the aorta and the 
systemic circulation. 

Essential Hypertension (Arterial Hypertension). Characteristics. A ringing aortic 
second sound is usually but not always present. 

Chief Signs. See page 479. 

Syphilitic Aortitis. Characteristics. The aortic second sound is loud, clear and ring- 
ing, and has atambourlike, metallic, tympanitic, or bell-like quality. 

Chief Signs. See page 502. 

Subacute Glomerulonephritis. Characteristics. The second sound in the aortic 
area may be accentuated along with a hard pulse and increased tension. 

Chief Signs. See page 738. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. The 
aortic second sound is accentuated. 

Chief Signs. See page 738. 

Aneurysm of the Arch of the Aorta. Characteristics. An intense and low-pitched 
diastolic sound may be heard over the aortic area exactly synchronous with the pal- 
pable diastolic shock. This intense sound is sometimes modified by a diastolic mur- 
mur. 

Chief Signs. See page 470. 

Cardiac Hypertrophy. Characteristics. The aortic second sound is greatly accentu- 
ated in left ventricular hypertrophy and is loud, clear, and ringing. Most of the dis- 
eases enumerated above are accompanied by such a hypertrophy. In the hypertrophy 
of aortic stenosis, however, the second aortic sound is diminished or absent, and in 
that due to aortic regurgitation the sound is usually replaced by the murmur. 

Chief Signs. See page 474. 

Less Common Causes. Coarctation of the aorta; acute dilatation of the heart; acute 
aortitis; rigid aortic valves; marked arteriosclerotic dilatation of the aorta. 


ENFEEBLEMENT OF THE AORTIC SECOND SOUND 


General vasomotor relaxation, peripheral circulatory failure or shock (causing 
lowered blood pressure), profound anemia, and debilitating diseases produce en- 
feeblement of this sound. 
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Congestive Heart Failure. Characteristics. Advanced degrees of myocardial de- 
generation cause enfeeblement of this sound due to feeble recoil of the aortic valves 
following the weakened left ventricular contraction. 

Chief Signs. See page 475. 

Mitral Stenosis. Characteristics. The aortic sound becomes progressively enfeebled 
as the stenosis increases. 

Chief Signs. See page 472. 

Mitral Regurgitation. Characteristics. The second aortic sound is somewhat en- 
feebled. 

Chief Signs. See page 500. 

Aortic Stenosis. Characteristics. The aortic second sound is more or less muffled 
and enfeebled, sometimes to the point of actual extinction, and it may be further ob- 
scured by a diastolic bruit. 

Chief Signs. See page 502. 

Aortic Regurgitation. Characteristics. The aortic second sound tends to be re- 
placed by the characteristic murmur of the disease in proportion to the development 
of the insufficiency. 

Chief Signs. See page 501. 


ACCENTUATION OF THE PULMONIC SECOND SOUND 


The second pulmonic sound, heard at the second left intercostal space near the 
sternum, is normally louder than the aortic second sound in children. Accentuation 
may be normally produced by exercise and by deep expiration, particularly if the 
patient is supine. 

Mitral Regurgitation. Characteristics. Accentuation of the second pulmonic sound 
is a valuable corroborative sign of mitral disease. It is due to the pulmonary conges- 
tion incident to the cardiac lesion. 

Chief Signs. See page 500. 

Mitral Stenosis. Characteristics. The pulmonic second sound becomes sharply ac- 
centuated and frequently doubled, especially in the second stage, that of beginning 
failure of the left auricle with hypertension in the pulmonary circuit. The aortic sec- 
ond becomes enfeebled. As decompensation develops (third stage) the accentuation 
of the pulmonic second sound at the base disappears and its aortic equivalent be- 
comes still weaker. 

Chief Signs. See page 472. 

Lobar Pneumonia. Characteristics. So long as the right ventricle reacts adequately 
to the stress of increased pulmonary tension the pulmonic second sound is accentu- 
ated and of unduly high pitch. Enfeeblement forebodes failure of the right heart. 

Chief Signs. See page 390. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Accentuation and 
reduplication of the pulmonic second sound is commonly heard, especially in the 
moderately advanced and advanced stages. 

Chief Signs. See page 451. 

Hypertrophic Emphysema. Characteristics. The pulmonic second sound is accen- 
tuated during the phase of right ventricular hypertrophy but weakens progressively 
as this chamber becomes inadequate and finally dilates. Right ventricular hypertro- 
phy is often observed in this disease. 

Chief Signs. See page 454. 
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Congestive Heart Failure. Characteristics. The second pulmonic sound often be- 
comes louder than the second aortic sound when left ventricular failure predominates, 
although previously the reverse may have been true, as in cases of hypertension. 

Chief Signs. See page 497. 

Fibroid Phthisis. Characteristics. The second pulmonic sound is accentuated and 
ringing unless the right heart dilates. 

Chief Signs. See page 471. 

Pulmonary Fibrosis (Cirrhosis of the Lung). Characteristics. As in fibroid phthisis 
(see above). 

Chief Signs. See page 392. 

Pericarditis with Effusion. Characteristics. Increased intensity of the second pul- 
monic sound is the rule, the apex sounds being muffled. 

Chief Signs. See page 394. 

Less Common Causes. Bronchopneumonia; congestion of the lungs; acute myocar- 
dial infarction (with left ventricular failure); patent ductus arteriosus; interatrial 
septal defect; Lutembacher’s syndrome; chronic cor pulmonale; acute cor pulmonale 
following a large pulmonary embolism; aneurysm of the pulmonary artery; ventricular 
septal defect. 


ENFEEBLEMENT OF THE PULMONIC SECOND SOUND 


Relative Tricuspid Regurgitation (In Cardiac Dilatation). Characteristics. En- 
feeblement of the second pulmonic sound occurs. This enfeeblement progresses as 
dilatation ensues. This lesion is exceedingly common as part of a cardiac decompen- 
sation with dilatation of the right heart. 

Chief Signs. See page 505. 

Organic Tricuspid Regurgitation. Characteristics. The second pulmonic sound is 
enfeebled. This lesion, however, is comparatively uncommon. 

Chief Signs. See page 505. 

Pulmonary Valvular Stenosis. Characteristics. The second pulmonic sound is very 
weak and at times absent. 

Chief Signs. See page 504. 

Less Common Causes. Pulmonary regurgitation; patent ductus arteriosus (rare) ; 
severe pneumonia (sometimes ). 


REDUPLICATION OF THE CARDIAC SOUNDS 


A physiologic third heart sound, presystolic, is sometimes heard in young people 
without heart disease, and in forced expiration. A splitting or reduplication of the 
first sound at the apex or reduplication of the second sound at the base may occur, 
with or without heart disease. Gallop rhythm, commonly accompanied by tachy- 
cardia, is usually of bad omen. Here the extra sound, if there is only one, either fol- 
lows the second sound (protodiastolic gallop) or precedes the first sound (presystolic 
gallop). Both extra sounds may be present. Gallop rhythm may be imitated by “lup- 
durrup,” “lurrup-dup,” or “lurrup-durrup,” according to the timing of the extra 
sound or sounds. Rarely the gallop rhythm is systolic, and this is of no clinical impor- 
tance. Any of these forms of reduplication may occur with fevers, dyspnea, and 


anemia, 
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Mitral Stenosis. Characteristics. The second sound at the apex is occasionally re- 
duplicated, while the pulmonic second sound at the base is frequently doubled (double 
shock sound). Reduplication of the second sound at the apex, when noted, is an early 
and characteristic sign, almost constantly developing in advance of the presystolic 
rumble of the lesion. 

Chief Signs. See page 499. 

Mitral Regurgitation. Characteristics. The second pulmonic sound is often redupli- 
cated. 

Chief Signs. See page 500. 

Cardiac Hypertrophy. Characteristics. In the event of unequal intraventricular 
tension, which is common, the second sound is reduplicated, and in some instances 
the first sound also. Reduplication of the first sound at the apex may be the first inti- 
mation of oncoming dilatation of the left ventricle. This is most commonly true of 
the hypertrophy of essential hypertension, less commonly of that due to the secondary 
hypertension of chronic nephritis. The third sound is most often presystolic. 

Chief Signs. See page 474. 

Congestive Heart Failure. Characteristics. Reduplication in the form of gallop 
rhythm with triple beat may occur no matter what the underlying cause of the cardiac 
weakness. 

Chief Signs. See page 494. 

Acute Rheumatic Carditis. Characteristics. There may be reduplication of the sec- 
ond sound at the base or at the base and apex. 

Chief Signs. See page 491. 

Acute Myocardial Infarction. Characteristics. Gallop rhythm, protodiastolic in 
time, is especially common with left ventricular dilatation and weakness following 
acute coronary artery occlusion. 

Chief Signs. See page 507. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. With the develop- 
ment of tachycardia, even moderately severe, reduplication of the heart sounds is 
frequent, particularly the second pulmonic, less frequently the first sound at the apex. 

Chief Signs. See page 451. 

Pericarditis with Effusion. Characteristics. There may be reduplication of the sec- 
ond sound at the base, or the base and apex. 

Chief Signs. See page 394. 

Less Common Causes. Effort syndrome; hypertrophic emphysema; fibroid phthi- 
sis; pulmonary fibrosis; aneurysm of the arch of the aorta; postural albuminuria; 
bundle-branch block; diphtheritic myocarditis; angina pectoris; auriculoventricular 
block. 


TACHYCARDIA 
(Rapid Heart) 
(See also Cardiac Arrhythmias, Forms of, page 494; and Cardiac Arrhythmias, 
Causes of, page 496. ) 


Five types of tachycardia are described: 1, sino-auricular tachycardia (sinus 
tachycardia), which consists of a regular rapid heart action with rates in the adult of 
between 100 and 160 per minute and which is characterized clinically by gradual 
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onsets and offsets; 2, paroxysmal supraventricular tachycardia (auricular or atrioven- 
tricular nodal), which consists of a rapid regular rhythm with abrupt onset and offset 
at rates usually of 120 to 320 per minute; 3, auricular flutter, which consists of a 
regular or regularly irregular rhythm of abrupt onset and variable duration with a 
ventricular rate of 100 to 200, averaging 150, and an auricular rate as a rule of 
twice these figures; 4, auricular fibrillation, which consists of an absolutely irregular 
ventricular rhythm with a rate which averages 150 prior to treatment and which has 
a sudden onset and variable duration, being paroxysmal (lasting several hours) in 
approximately 25 per cent of the cases; and 5, paroxysmal ventricular tachycardia, 
with a heart rate of 160 to 180 or more and slight irregularity and differences in the 
quality or intensity of the first heart sound. 

Sinus tachycardia is the most common type of tachycardia. Increase in the fre- 
quency of heart action which results from exertion, excitement or other emotion, the 
ingestion of a meal, pain, the application of heat to the body, or the excessive use of al- 
cohol, tobacco or coffee is usually of this variety. Shock, hemorrhage, prolonged stand- 
ing, and collapse likewise are usually productive of this type of tachycardia as a com- 
pensatory reflex reaction to hypotension. The administration of certain drugs, notably 
Adrenalin, atropine, the nitrites, thyroid, amphetamine, BAL, arsenicals, cocaine, 
emetine, methyl and ethyl bromides and chlorides, and ephedrine, is commonly ac- 
companied by a sinus tachycardia. Febrile affections except yellow fever and those ac- 
companied by intracranial hypertension are usually accompanied by a sino-auricular 
tachycardia, the pulse usually increasing 8 to 10 beats to each rise of 1° of temperature; 
in typhoid fever, influenza, and pneumonia, however, the pulse is relatively slow, while 
in sepsis, tuberculosis, scarlet fever, and acute miliary tuberculosis the pulse rate is 
disproportionately high. 

The next most common type of tachycardia is the paroxysmal auricular variety, 
which is found to occur more often in the absence of heart disease than in its pres- 
ence. The rate is very rapid and regular, and may be as high as 200; onset and deferves- 
cence are sudden. The rate is uninfluenced by exercise, posture, etc. The duration is a 
few minutes to a few hours or days. Vagal pressure may suddenly stop an attack. It is 
frequently caused by “indigestion,” overexertion, fatigue, the excessive use of stimu- 
lants, and emotional disturbances. A special, uncommon variety is the Wolff-Parkin- 
son-White syndrome. 

Auricular fibrillation is the most common type of tachycardia associated with or- 
ganic cardiac disease, and it ranks third in frequency as a cause of rapid heart action. 
There is, however, a considerable group of patients who are otherwise healthy and 
who develop paroxysmal or permanent fibrillation without apparent cause. 

Auricular flutter is usually associated with organic heart disease, either valvular or 
myocardial, although it can on rare occasions occur as a purely functional disturb- 
ance. 

Atrioventricular nodal tachycardia is yery rare and an electrocardiographic diag- 
nosis. Its etiology and prognosis are essentially the same as for paroxysmal auricular 
tachycardia. 

Ventricular tachycardia is rare and is usually associated with serious underlying 
diseases, but at times it may occur in normal people. 

The following diseases are accompanied by tachycardia. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Tachycardia is one of 
the cardinal symptoms. The rate may be anywhere from 100 to 200. It is accom- 
panied by general vascular throbbing, forcible heart action, and high pulse pressure. 
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AGE 


Previous His- 
TORY 


ONSET 


MAIN Symp- 
TOMS AND 
SIGNS 


FEVER 


THYROID GLAND 


HEART 


HEART RATE 


ELECTROCARDIO- 
GRAM 


LABORATORY 
STUDIES: 
B.M.R. 


BLOOD 
CHOLESTEROL 


LEUKOCYTE 
COUNT 


SEDIMENTA- 
TION RATE 


X-RAY 


ExoOPHTHALMIC 
GOITER 


25 to 45 


None 


Relatively acute 


Nervousness; 
fine tremor; 
myasthenia; 
increased ap- 
petite; loss 
of weight; 
intolerance to 
heat; palpita- 
tion of the 
heart; fatig- 
ability; gas- 
trointestinal 
crises; exoph- 
thalmos or 
stare; im- 
provement 
with anti- 
thyroid 
therapy 


None, but may 
be present 
during a 
crisis 

Symmetrically 
enlarged, 
granular, 
meaty 


Overdemonstra- 
tive; appar- 
ently en- 
larged; may 
be murmur 


Tachycardia 
even during 
sleep, 100 to 
120 


Sinus tachy- 
cardia or any 
arrhythmia 
(especially 
auricular fi- 
brillation or 
flutter) 


Greatly in- 
creased, +25 
to 100% 


Usually de- 
creased, 120 
mg. or less 


Relative or 
absolute 
lymphocytosis 


Often increased 


Normal-sized 
heart with 
wide excur- 
sions 


DIFFERENTIAL DIAGNOSIS OF NOT ALWAYS 


ADENOMATOUS 
GOITER WITH 
HYPERTHYROID- 
ISM 


45 or over 


Adenomatous 
goiter for 
many years 


Insidious 


Many as in 
exophthalmic 
goiter but in 
milder form; 
no crises or 
eye signs as 
a rule; incom- 
plete response 
to antithyroid 
therapy 


None 


Nodular and 
asymmetrical 
enlargement 


Same as in ex- 
ophthalmic 
goiter 


Tachycardia 
even during 
sleep, 90 to 
110 


Same as in ex- 
ophthalmic 
goiter 


Moderately in- 
creased, +20 
to 50% 


Often decreased, 
120 mg. or 
less 


Normal 


Often increased 


Same as in ex- 
ophthalmic 
goiter 


NEUROCIRCU- 
LATORY AS- 
THENIA 


Young adults 


Possibly undue 
mental or 
physical 
strain previous 
to onset 


Insidious 


Symptoms 
brought on 
by mild ef- 
fort: dyspnea; 
precordial 
pain; palpi- 
tation of the 
heart; sweat- 
ing; flushing; 
weakness 


None 


Not enlarged 
as a rule 


Normal in size 
with labile 
rate; may be 
systolic mur- 
mur 


Tachycardia in 
excess of 
amount of 
exercise or 
emotion, but 
normal dur- 
ing sleep 


Sinus tachy- 
cardia 


Normal 


Normal (120 to 
240 mg.) 


Normal 


Normal 


Negative \ 


NEUROSIS 


Young or mid- 
dle-aged adults 


Numerous and 
varied com- 
plaints for a 
long time 


Insidious 


Anxiety; 
ousness; 
hypochon- 
driasis 


nery- 


None 


Not enlarged 
as a rule 


Normal 


Normal or as 
in neuro- 
circulatory 
asthenia 


Normal or sinus 
tachycardia 


Normal 


Normal 


Normal 


Normal 


Negative 


PAROXYSMAL 
AURICULAR 
TACHYCARDIA 


Young to older 
adults 


Previous attacks 
of rapid beat- 
ing of heart 
with abrupt 
onset and offset 


Acute attacks 


Abrupt onset of 
rapid, forceful 
beating of 
heart; palpita- 
tion of the 
heart 


None 


Not enlarged 


Normal except 
for rapid rate 


Rate 150 to 200: 
absolutely regu- 
lar rhythm; no 
Variation on 
exercise 


P waves present 
followed by 
normal QRS 
complexes; P 
waves often ab- 
normal; P-R 
often shortened 


Normal between 
attacks 


Normal 


Normal 


Normal 


Rapid constant 
heart rate 


OBVIOUS CAUSES OF TACHYCARDIA 


PAROXYSMAL VEN- 
TRICULAR TACHY- 
CARDIA 


Middle-aged or older 


Often attacks of an- 
gina pectoris 


Acute 


Abrupt onset of rapid 
heart action; often 
anginal pain; dysp- 
nea, weakness, col- 
lapse; palpitation 
of the heart 


None at onset 


Not enlarged 


Often hypertrophied 
and dilated; may 
be systolic murmur 
or a friction rub; 
sounds of poor 
quality; variation 
in intensity of first 
sound at apex 


150 to 200; regular 
or slightly irregu- 
lar; not much vari- 
ation with exer- 
cise 


P waves indistin- 
guishable; QRS 
complexes bizarre, 
widened, notched 
and splintered; not 
absolutely regular 


Normal between 
attacks 


Normal 


Normal 


Normal 


Cardiac enlargement 
and rapid ventricu- 
lar rate independent 
of auricular rate 


AURICULAR FLUTTER 


Middle-aged or 
older 


Attacks of angina 
pectoris or symp- 
toms of hyper- 
thyroidism 


Acute 


Dyspnea; weakness; 
palpitation of the 
heart; rapid 
heart action 


None 


Not enlarged un- 
less hyperthy- 
roidism exists 


Often hypertrophied 
and dilated 


150 to 300; may 
be suddenly 
halved or dou- 
bled or become 
irregular 


P waves replaced 
by flutter waves 
at 200 to 400 
per minute; QRS 
complexes ap- 
pearing in 4:1, 
3:1, or 2:1 ratio 


Normal 


Normal 


Normal 


Normal 


Small rapid auric- 
ular excursions 
with ventricles 
responding in 
4:1, 3:1, 2:1 ratio 


RHEUMATIC CAR- 
DITIS 


Children or young 
adults 


Migrating polyar- 
thritis; unex- 
plained fever; 
joint pains; 
chorea; recurrent 
epistaxis; or re- 
current tonsillitis 


Acute or subacute 


Dyspnea; weak- 
ness; palpitation 
of the heart; 
anorexia; poly- 
arthritis; acid 
sweats; loss of 
weight 


Moderate to severe 


Not enlarged 


Dilated; various 
murmurs; peri- 
carditis; poor 
quality of sounds 


Tachycardia out of 
proportion to 
fever and con- 
stantly present 


Sinus tachycardia; 
first degree 
heart block; evi- 
dence of myo- 
cardial damage 


Increased in pro- 
portion to fever 


Normal 


Polymorphonuclear 
leukocytosis 


Increased 


Cardiac enlarge- 
ment 


SUBACUTE BACTERIAL 
ENDOCARDITIS 


Young adults 


Rheumatic infec- 
tion or congeni- 
tal cardiac 
anomaly 


Subacute 


Dyspnea; weak- 
ness; palpitation 
of the heart; 
loss of weight; 
embolic phenom- 
ena; petechiae; 
clubbing of fin- 
gers; spleno- 
megaly 


Moderate to se- 
vere; irregular 


Not enlarged 


Signs of rheumatic 
valvulitis or con- 
genital anomaly; 
murmur may 
change in quality 
or diastolic mur- 
mur appear 


Tachycardia out of 
proportion to fever 


Sinus tachycardia 


Increased in pro- 
portion to fever 


Normal 


Polymorphonuclear 
leukocytosis 


Increased 


Cardiac enlarge- 
ment and changes 
due to previous 
rheumatic valyu- 
lar lesions or 
congenital anom- 
aly 
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PULMONARY 
TUBERCULOSIS 


Young adults 


Exposure to tuber- 
culosis 


Insidious 


Cough with or 
without blood- 
tinged sputum; 
loss of weight; 
loss of strength; 
night sweats; tu- 
bercle bacilli in 
sputum; positive 
X-ray signs 


Usually moderate 
with | morning re- 
missions 


Not enlarged 


Normal except for 
tachycardia 


Tachycardia out of 
proportion to fe- 
ver 


Sinus tachycardia 


Increased in pro- 
portion to fever 


Normal 


Polymorphonuclear 
leukocytosis or 
leukopenia 


Increased 


Infiltration in lungs; 
heart normal 
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The rate varies little, even with rest. Paroxysmal auricular tachycardia, transient or 
permanent, auricular fibrillation, and at times auricular flutter are other forms of 
tachycardia encountered. 

Chief Signs. See page 498. 

Adenomatous Goiter with Hyperthyroidism (Toxic Adenoma). Characteristics. 
Tachycardia is a cardinal symptom in this disease also. The rate is usually not as 
rapid as in exophthalmic goiter. It is related to the degree of elevation of the meta- 
bolic rate. 

Chief Signs. See page 498. 

Psychoneurosis. Characteristics. Sinus tachycardia, especially with the least ex- 
citement, is often a source of great distress. It may be accompanied by palpitation, 
precordial oppression, and dizziness. The rhythm may be partially irregular. Paroxys- 
mal auricular tachycardia is an annoying and not infrequent occurrence. At times in 
high-strung nervous people, especially following excitement, trauma, or surgery, 
paroxysmal or even permanent auricular fibrillation may supervene. 

Chief Signs. See page 498. 

Neurocirculatory Asthenia (Effort Syndrome; Soldiers’ Heart). Characteristics. 
Sinus tachycardia is very common, but exaggerated response to emotional disturb- 
ance or exercise is most characteristic. It usually quickly disappears with rest and in 
sleep unlike the tachycardia of thyrotoxicosis. 

Chief Signs. Breathlessness on exertion out of proportion to the exertion made; 
undue fatigue on exercise; palpitation; occurrence under undue psychic or physical 
strain; attacks of giddiness and fainting; precordial pain; general neurotic symptoms; 
basal metabolic rate not increased. 

Congestive Heart Failure. Characteristics. Sinus tachycardia may be present prob- 
ably as a result of the effect of diminished cardiac output and elevated venous pres- 
sure on the Bainbridge, carotid sinus, and aortic reflexes. The heart action may, how- 
ever, at other times be slow. 

Chief Signs. See page 497. 

Arteriosclerotic Heart Disease (Coronary Heart Disease). Characteristics. Occa- 
sionally paroxysmal auricular fibrillation or atrial tachycardia may complicate the 
disease and rarely there is paroxysmal ventricular tachycardia, the latter being a par- 
ticularly bad omen. In aged persons with the disease, persistent sinus tachycardia is 
not uncommon. 

Chief Signs. See page 496. 

Acute Myocardial Infarction. Characteristics. Sinus tachycardia is present in many 
cases. The rhythm may be irregular. Auricular fibrillation, auricular flutter, or par- 
oxysmal ventricular tachycardia may occur. 

Chief Signs. See page 507. 

Pulmonary Embolism and Infarction. Characteristics. Sinus tachycardia is com- 
monly associated with pulmonary embolism and is often present prior to actual em- 
bolization in patients with pre-existing phlebothrombosis and thrombophlebitis. 

Chief Signs. See page 451. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Acceleration of the 
pulse is a very frequent manifestation and may occur as an early symptom even with- 
out fever. As the disease progresses the rapidity of the pulse rate becomes more 
marked. During the last stage of the disease the pulse rate is usually very high, rising 
to 120 or more. 

Chief Signs. See page 451. 
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Acute Rheumatic Carditis. Characteristics. Tachycardia, often out of proportion 
to the amount of fever, is usually a prominent symptom. Occasionally, however, 
bradycardia is present instead, due to heart block. Gallop rhythm is common. 

Chief Signs. Occurrence usually in childhood or early adult life; may be history of 
previous rheumatic infection; may be joint pains and rheumatic nodules; cardiac en- 
largement; various cardiac murmurs; may be congestive failure; fever; leukocytosis. 

Pericarditis with Effusion. Characteristics. The heart beats are rapid and small, 
sometimes irregular, and the pulse may present the characters known as pulsus para- 
doxus, in which the pulse becomes very weak during each inspiration. 

Chief Signs. See page 394. 

Atropine Poisoning. Characteristics. The heart beats rapidly in proportion to the 
amount of atropine ingested, due to the peripheral vagus paralysis. 

Chief Signs. History of ingestion; dilated pupils; skin rash (often an erythema) ; 
dryness of the mucous membranes; hoarseness; dysphagia; loquacity; nausea and 
vomiting; coma or convulsions. 

Less Common Causes. Mountain sickness; arteriosclerosis; bacterial endocarditis; 
mitral stenosis; cerebral concussion; acute ascending paralysis; rheumatoid arthritis; 
acute anterior poliomyelitis; heat exhaustion; sunstroke; encephalitis lethargica; 
tabes dorsalis (cardiac crisis) ; mediastinal tumor; aneurysm of the arch of the aorta; 
tracheobronchial adenitis (pneumogastric nerve damage); polyarteritis nodosa; 
chronic constrictive pericarditis; diphtheritic paralysis; pneumogastric neuritis; mas- 
sive atelectasis; Addison’s disease; menstruation; pregnancy; menopause; voluntary 
acceleration; anemia; convalescence from serious illnesses; hypoglycemia; hyper- 
insulinism; quinidine (paroxysmal tachycardia, ventricular fibrillation, at times); 
digitalis (ventricular paroxysmal tachycardia at times); influenza (postinfection) ; 
vitamin deficiency; mediastinal fibrosis (pneumogastric damage); caseous lymph 
nodes (pneumogastric damage); arterial hypertension; cerebrospinal leptomeningitis 
(late) ; barbiturate poisoning; brass and zinc poisoning; carcinoid syndrome; beriberi; 
cholera; gas gangrene; salmonellosis; trench fever; porphyria; acrodynia;, dumping syn- 
drome. 


BRADYCARDIA 
(Slow Heart) 


Any noteworthy diminution in heart rate below 50 or 60 should be regarded with 
suspicion and a pathologic cause looked for. The heart beat should be determined 
with the pulse to exclude the failure of ventricular action to send waves to the radial 
artery because, if every other beat only is transmitted, a bradycardia will be simu- 
lated. 

Bradycardia is most frequently of sino-atrial origin, the normal pacemaker of the 
heart, the sino-atrial node, being depressed, usually as a result of vagal action, so that 
there is a slowing of the entire heart to rates of between 30 and 60. This is a normal 
mechanism in some individuals, especially young athletes, and it is a physiologic re- 
action to rest, sleep, and vagal stimulation by carotid sinus or ocular pressure. It is 
commonly observed in cases of increased intracranial pressure regardless of cause. 
Sinus bradycardia is at times seen in fright, and it occurs as a result of exposure to 
cold at times. It is often found during the postfebrile stages of acute infections, es- 
pecially typhoid fever and influenza, in great cachexias, and in hepatitis with jaun- 
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dice. During pregnancy (the latter part) and the puerperium, sinus bradycardia may 
occur, and it is often seen in the aged. It may be caused by the administration of drugs, 
notably digitalis. 

Bradycardia less frequently arises from atrioventricular block of second or third 
degree. In the case of second degree heart block (partial or incomplete block) it con- 
sists of a regular or irregular rhythm, usually regular (due to 2 to 1 or even 3 to | 
block), less often irregular (due to frequent dropped beats or to varying grades of 
block, especially 3 to 2), at rates of about 40 to 50. In complete block the rhythm is 
regular at 30 to 40 per minute. Atrioventricular block and the bradycardia which 
may result therefrom are caused either by temporary toxic or functional conditions, 
by permanent organic heart disease, or by both factors acting together. 

A very rare cause of bradycardia is atrioventricular nodal rhythm, which consists 
of a regular heart beat at about 40 per minute. In this case the auriculoventricular 
node controls both the auricles and the ventricles, and the cause of the condition is 
unknown. 

Digitalis Effect. Characteristics. Sino-atrial bradycardia is a common result of digi- 
talis action. In toxic doses atrial paralysis, high grades of second degree heart block, 
and complete heart block with idioventricular rhythm may occur, with resultant slow 
heart action. 

Chief Signs. Anorexia; nausea; vomiting; diarrhea; headache; oliguria. 

Quinidine Effect. Characteristics. Sino-atrial depression with resultant bradycardia 
may occur at times as a result of administration of the drug. 

Chief Signs. Nausea; vomiting; tinnitus; headache; diarrhea; auditory and visual 
disturbances. 

Opium Poisoning. Characteristics. Acute intoxication with opium or its derivatives 
as a result of vagal effects produces sino-auricular bradycardia, or at times the heart 
rate may be slowed due to the development of partial heart block. 

Chief Signs. Euphoria; giddiness; lassitude; dreams; incoordinations; stupor or 
coma; contracted pupils; slow respiration. 

Cerebrospinal Leptomeningitis (Epidemic Cerebrospinal Fever; Tuberculous 
Meningitis; Pneumococcal Meningitis; Pyogenic Meningitis; Leptomeningitis Sec- 
ondary to Infectious Disease). Characteristics. Slowness of the cardiac rate in the 
early stages of the disease is frequent, and it often fails to correspond with febrile 
changes. In later stages, tachycardia is present and terminally may become uncon- 
trollable. In tuberculous meningitis the rate is first rapid but later irregular and slow. 

Chief Signs. Headache; fever; delirium; convulsions; stiffness and retraction of the 
muscles of the neck; rigidity, twitching, or spasm of the muscles; cerebral nerve 
palsies (in basic cases) ; coma; positive Brudzinski and Kernig signs; pupils first con- 
tracted, later dilated or unequal; spinal puncture (revealing the type of meningeal 
infection). 

Cerebral Compression (Meningeal Hemorrhage; Depressed Fracture). Charac- 
teristics. The heart rate is slow but becomes rapid and intermittent in the final stages. 

Chief Signs. See page 435. 

Cerebral Tumor. Characteristics. Bradycardia may occur as one of ‘the general 
symptoms of tumor, especially one in the neighborhood of the medulla oblongata; 
but there may be tachycardia. 

Chief Signs. Headache; optic neuritis; vomiting; giddiness; mental disturbances; 
convulsions; focal symptoms (paralysis, etc. ) ; x-ray. 

Cerebral Abscess. Characteristics. Slowing of the cardiac rate, permanent or tran- 
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Sient, is a corroborative sign of intracranial abscess, but the pulse rate may be ac- 
celerated in some cases. 

Chief Signs. History of injury, ear suppuration, or focus of infection (as lung 
abscess) ; persistent fever; headache; may be tenderness; drowsiness; vomiting; 
stupor; optic neuritis; dilated pupil on the diseased side; ptosis or strabismus; x-ray. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The heart rate is slow, and the 
pulse is full and of increased tension. 

Chief Signs. See page 339. 

Pachymeningitis Haemorrhagica (Cerebral Form; Hematoma of the Dura Mater). 
Characteristics. The heart rate is slow and irregular. 

Chief Signs. Occurrence in the middle age period; occurrence frequently in the 
chronic psychoses, chronic alcoholism, and syphilis; headache; vomiting; contracted 
pupils with slow reaction to light; gradually increasing pareses and paralyses; coma. 

Arteriosclerotic Heart Disease (Coronary Heart Disease). Characteristics. Sec- 
ond or third degree heart block sometimes occurs as the result of scar tissue involving 
the atrioventricular node or bundle or both bundle branches. Heart rates between 25 
and 50 are common. Changes in rate may occur. If the rate becomes very slow or 
periods of asystole occur, Adams-Stokes attacks may appear. Occasionally heart 
block may occur, usually not permanently, in cases of acute myocardial infarction. 
(See Atrioventricular Heart Block, page 495.) 

Chief Signs. Often a history of myocardial infarction or angina pectoris; electro- 
cardiogram (revealing the heart block and often remnants of previous myocardial in- 
farction). 

Uremia. Characteristics. Sinus bradycardia may be present or at times partial heart 
block with attendant slowing of the heart rate. 

Chief Signs. See page 431. 

Hypertrophic Emphysema. Characteristics. Bradycardia is not infrequent. 

Chief Signs. See page 454. 

Myxedema (Larval Myxedema; Hypothyroidism). Characteristics. The heart rate 
is apt to be infrequent (40 to 60) but regular; and the pulse is usually of low tension. 

Chief Signs. Preponderance in females (6 to 1); obesity; inelastic swelling of the 
skin (myxedema) ; altered physiognomy; slow cerebration; slow gait; long duration; 
lowered basal metabolic rate, protein-bound iodine and radioactive iodine uptake; 
therapeutic test with thyroid substances. 

Aortic Stenosis. Characteristics. The heart has a slow rate, and the pulse is of 
moderate or small volume, of normal rhythm, and of prolonged deliberate rise and 


fall. 

Chief Signs. See page 502. 

Less Common Causes. Hypersensitive carotid sinus (attacks of bradycardia, hypo- 
tension, and syncope); mumps; encephalitis (sinus bradycardia); calcific aortic 
stenosis (second and third degree heart block); syphilitic infection of, or gumma in- 
volving the bundle of His (second and third degree heart block); diphtheria (de- 
structive lesions in the area of the bundle of His); congenital heart block; pressure on 
the junctional auriculoventricular tissues by neoplasm, cysts, tuberculosis, and trauma 
(second and third degree heart block); acute alcoholism; lead poisoning; hydro- 
cephalus (from compression of the brain); ergotism; salicylism; use of strophanthus 
(full doses); use of ouabain (full doses); phlebotomus fever; partial starvation; 
crises of febrile pulmonary affections; medullary lesions; transverse myelitis (cervi- 
cal region) ; cerebral aneurysm; atrioventricular nodal rhythm (occasional cases); 
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lymphocytic choriomeningitis; primary atypical pneumonia; colon bacillus infection; 
salmonellosis; protein deficiency. 


CARDIAC ARRHYTHMIA, FORMS OF 
(See also Cardiac Arrhythmia, causes of, page 496.) 


Sinus Arrhythmia. Characteristics. This is of two types. The phasic form consists 
of a speeding up of impulse initiation by the sino-auricular node during inspiration 
and a slowing during expiration. This is common in children and young adults, and it 
is of no pathologic significance. More uncommon is the nonphasic variety in which 
there is no relationship to respiration. This is found in older people who usually have 
heart disease. This type of arrhythmia may become phasic during deep breathing. 

Premature Systoles (Premature Contractions; Extrasystoles; Ectopic Beats). 
Characteristics. The regular interval of the heart is interrupted at regular or irregular 
intervals by sudden breaking of the rhythm by a premature beat. The premature beat 
is not as strong as the regular beat and may not be felt at the wrist. If not strong 
enough to open the valves the second heart sound is not audible. Premature systoles 
are caused by initiation of a beat from an ectopic focus in the ventricle, auricle, or au- 
riculoventricular node, occurring before the next normal beat is due and followed by a 
compensatory pause, which in the case of auricular and nodal ectopic beats is of 
variable length but following ventricular extrasystoles is of such length that the time 
elapsing between the preceding normal beat and the succeeding normal beat is equal 
to the duration of two normal cycles. Ventricular premature beats may be felt by the 
patient. 

Chief Signs. Often disappearance on exertion when due to functional cause, in- 
crease when due to organic cause; presence of reflex cause or organic heart disease; 
electrocardiogram. 

Paroxysmal Tachycardia. Characteristics. This is an episode of rapid beating of 
the heart arising in an ectopic focus and having an abrupt onset and abrupt termina- 
tion. Depending on the location of the hyper-irritable focus this arrhythmia is classi- 
fied into two main types, supraventricular and ventricular tachycardia. The former 
variety may be either of auricular or auriculoventricular nodal origin and occurs 
more often in the absence of heart disease than in its presence. A paroxysm of supra- 
ventricular tachycardia may last for minutes, hours, or days, and is often preceded by 
one or more premature contractions which are followed by a sudden and abrupt rise 
in the heart rate of 150 to 220 per minute. The rhythm is absolutely regular and is 
not altered by rest or exercise. It may be terminated at times by vagus stimulation 
(carotid sinus pressure, ocular pressure, etc.), and this measure, when successful, 
constitutes an important differential point since no other type of tachycardia responds 
similarly. The paroxysm terminates suddenly, and the last beat is followed by a 
compensatory pause. Ventricular tachycardia, on the other hand, is usually asso- 
ciated with serious underlying pathology or intoxication. The cardiac rate in this ar- 
rhythmia is not absolutely regular and may wax and wane slightly over short periods. 
Moreover, when the auricles maintain a sinus rhythm, auricular and ventricular 
systoles will coincide from time to time, creating a greater intensity to the first heart 
sound. 

Chief Signs. Palpitation; weakness; may be gastric or cerebral symptoms; lowered 
blood pressure; may be congestion or edema of the lungs; electrocardiogram. 
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Auricular Fibrillation. Characteristics. There is absolute irregularity of the heart 
beat; the heart beats are rapid, entirely haphazard, and vary continuously in rate, in- 
tensity, and interval. 

Chief Signs. Usually a history of chronic heart disease (mitral stenosis, hyperten- 
sion, myocardial infarction, or hyperthyroidism ) ; rapidity of heart action unless digi- 
talized; pulse deficit; increase of irregularity by exercise; electrocardiogram. 

Auricular Flutter. Characteristics. The heart usually beats continuously at the rate 
of 120 to 190 per minute, usually in the neighborhood of 150. While the ventricle is 
beating at one rate the auricle is beating 2, 3 or 4 times as fast. The ventricular rate is 
usually perfectly regular but may be irregular if there are frequent shifts in the grades 
of block. Vagal stimulation as by pressure on the carotid sinus may increase the de- 
gree of physiologic block so that the ventricular rate is reduced suddenly to one half 
or less. As soon as the pressure is removed the rate promptly returns to its former 
level. 

Chief Signs. May or may not be evidence of heart disease (arteriosclerotic, rheu- 
matic, hyperthyroid) ; electrocardiogram. 

Pulsus Alternans. Characteristics. The heart beats are alternately larger and 
smaller, a condition sometimes difficult to recognize by ordinary means, and when 
discovered usually denote a serious myocardial condition. 

Chief Signs. Evidence of organic heart disease; sphygmomanometer readings. 

Atrioventricular Heart Block (Auriculoventricular Heart Block). Characteristics. 
In second degree heart block dropped beats appear when there is intermittent fail- 
ure of the auriculoventricular node, bundle of His, or both bundle branches to con- 
duct the impulse from the auricle to the ventricle. This occurs with all grades of 
severity from occasional lack of a ventricular response and resultant irregularity to 
the point where ventricular contraction may follow only every second, third, or fourth 
auricular impulse without obvious arrhythmia. In complete heart block the heart 
beats regularly at an abnormally slow rate of 30 to 35 in adults and 50 to 70 in infants 
and children, and this rate is maintained despite exercise or excitement. The sounds 
of atrial systole may be heard faintly between the regular heart sounds, or by coinci- 
dence or close proximity with them cause accentuation or reduplication of the first or 
second sound. Sometimes there are visible pulsations of the veins of the neck at a 
faster rate than the apex beat, due to atrial systoles. The effect of physical activity or 
excitement on ventricular rate in second degree block is variable; often with lesser 
grades the heart rate increases normally, but at times the reverse is true and the heart 
slows. This paradoxical situation is explained by the fact that with the normal in- 
crease in auricular rate the junctional tissue is no longer able to carry the number of 
impulses it did before, so that 2 to 1 block develops with marked slowing of the ven- 
tricular rate. Prolonged conduction time, shown in the electrocardiogram by a P-R 
interval longer than normal, is the first form of this arrhythmia (first degree heart 
block). 

Chief Signs. Often a history of myocardial infarction or angina pectoris, occasion- 
ally overdigitalization (for other causes see Less Common Causes, page 496); may 
be syncopal attacks (Adams-Stokes syndrome) if the heart rate becomes very slow 
or periods of asystole occur; electrocardiogram (revealing heart block and sometimes 
residuals of myocardial infarction). 

Paroxysmal Ventricular Tachycardia. Characteristics. This is a paroxysmal, es- 
sentially regular tachycardia arising in an ectopic focus in the ventricular conduction 
system at a rate of 160 to 180 or more, usually lasting minutes to hours, and starting 
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and stopping suddenly. With prolonged auscultation, slight irregularity and corres- 
ponding differences in the quality or intensity of the first heart sound may be detected. 

Chief Signs. Occurrence most often in cases of acute myocardial infarction, some- 
times in cases of chronic heart disease and overdosage of digitalis, quinidine or pro- 
caine amide; dyspnea; palpitation; may be weakness, dizziness, faintness, or syncope; 
may be congestive heart failure; electrocardiogram. 

Sino-auricular Block. Characteristics. In this arrhythmia the normal impulse for- 
mation in the sinus node fails to reach the auricular muscle when one or more beats 
should appear, and thus during these periods the auricles and ventricles remain at a 
complete standstill. As a result there is an interruption of regular rhythm, and the 
time interval between beats may vary due to the degree of block (2 to 1, 3 to 1 etc.) 
With longer periods of atrial standstill the ventricles escape control of the sinus node 
and idioventricular rhythm results. 

Chief Signs. May or may not be apparent cause (vagal stimulation, drug effect, 
myofibrosis, etc.) ; with long periods of asystole, occurrence of dizziness, faintness, or 
even syncope (Adams-Stokes syndrome). 

Less Common Causes. Ventricular escape; ventricular fibrillation; shortened con- 
duction time; Wolff-Parkinson-White syndrome. 


CARDIAC ARRHYTHMIA, CAUSES OF 


(See also Tachycardia, page 486; Bradycardia, page 491; Reduplication of the 
Cardiac Sounds, page 485; and Cardiac Arrhythmia, Forms of, page 494.) 


The conditions with which cardiac irregularity is associated are numerous. Ar- 
rhythmias are functional, produced by extracardiac causes, or organic, associated 
with organic heart disease. Sinus arrhythmia is almost always physiologic, being 
quite common in children and young adults, and occurring at times in the middle- 
aged. Following febrile diseases and rheumatic fever it may be regarded as a result 
of toxic or infectious myocarditis of an innocent nature and of favorable prognosis. 
Of all the other arrhythmias, premature contractions (extrasystoles) are the most 
benign; auricular premature contractions are usually of functional origin, the ventric- 
ular may be functional or organic. The onset and crisis of acute catarrhal febrile af- 
fections are frequently marked by premature contractions. The arrhythmia may 
exist as a lifelong condition without any recognizable cause and without any im- 
pairment of the action of the heart. In debilitated persons there may be an irritable 
weakness of the heart associated with extrasystoles and distressing palpitation. Ex- 
cessive use of tea, coffee, and tobacco may be exciting factors. Collapse, senility, 
overwork and overexertion are other causes. Paroxysmal tachycardia is another 
arrhythmia which is more often functional than organic. The other forms of irregu- 
larity are usually due to organic heart disease. 

Hypertensive and Arteriosclerotic Forms of Heart Disease. Characteristics. The 
types of arrhythmias encountered are of some clinical significance. As. failure be- 
comes imminent irregularities begin to appear, the first type usually being premature 
contractions (extrasystoles), most frequently of the ventricular variety. The next 
most frequent type is auricular fibrillation. Heart block is usually found in advanced 
cases only. Prolonged conduction time may be the only evidence of myocardial de- 
generation in some cases. In isolated instances, attacks of paroxysmal tachycardia 
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alone, or alternating with auricular fibrillation, occur. Ventricular tachycardia may 
occur in advanced cases. Sudden death may occur from ventricular fibrillation. 

Chief Signs. Occurrence usually in middle life; cardiac hypertrophy in hypertensive 
form; may be anginal pain in arteriosclerotic form or attacks of myocardial infarc- 
tion; symptoms of congestive heart failure; association of both types in about 50 
per cent. 

Chronic Endocarditis (Valvular Disease). Characteristics. Auricular fibrillation 
is encountered most frequently in mitral disease and especially in mitral stenosis. 
In certain cases this arrhythmia is a striking feature throughout the course of the 
disease. Attacks of paroxysmal tachycardia are frequent in decompensated mitral 
stenosis. When severe decompensation in this lesion is ushered in by the develop- 
ment of auricular fibrillation, the arrhythmia, once established, usually becomes 
permanent. Paroxysmal tachycardia may occur in association with mitral stenosis. 
In decompensated mitral regurgitation, the usual cardiac irregularities are, in the 
beginning, extrasystoles (commonly ventricular), and in the later stages, auricular 
fibrillation. In aortic stenosis, auricular fibrillation occurs rarely and only in the 
terminal stages. Attacks of tachycardia, often paroxysmal, may occur in cases of 
aortic regurgitation. Auricular flutter may be associated with valvular lesions. 

For the symptoms of the various valvular lesions, see Cardiac Murmurs, 
page 498. 

Congestive Heart Failure. Characteristics. Auricular or ventricular extrasystoles 
may mark the beginning of decompensation, after which they remain as permanent 
arrhythmias. Heart block occurs mainly in decompensation in cases of myocardial 
fibrosis. When due to mitral stenosis, auricular fibrillation is the principal arrhythmia; 
it is common also in other forms of heart disease. Auricular flutter is most frequent 
in older people with cardiosclerosis in the period of decompensation. Gallop rhythm 
is common in heart failure and is usually of serious import. 

Chief Signs. Dyspnea; dependent edema; basal pulmonary rales; increasing cya- 
nosis; oliguria and albuminuria; enlarged liver; distention of the jugulars; cardiac 
murmurs; cardiac hypertrophy and dilatation; elevated venous pressure; prolonged 
circulation times. 

Acute Rheumatic Carditis. Characteristics. Next in frequency to moderate pulse 
acceleration is the occurrence of extrasystoles. Other arrhythmias are uncommon. In 
exacerbations of rheumatic carditis, however, paroxysmal tachycardia, auricular 
fibrillation, auricular flutter, and heart block do occur, differing in this respect from 
the original onset. 

Chief Signs. Presence or history of infection (especially rheumatic fever, tonsillitis, 
and chorea); fever; dyspnea; rapid pulse; cardiac enlargement; presence of various 
murmurs; gradually developing impurity of the cardiac sounds; leukocytosis. 

Digitalis Effect. Characteristics. Premature contractions may develop coinciden- 
tally with the full digitalis effect, especially that form known as pulsus bigeminus 
(every alternate beat premature). Bradycardia is not uncommon. Digitalis occa- 
sionally produces prolonged conduction time, and complete or incomplete heart 
block may result from overdigitalization. Pulsus alternans may occur during digitalis 
administration. In some cases sinus arrhythmia, phasic in type, or independent of 
respiration, develops, at other times auriculoventricular dissociation, auriculoven- 
tricular or nodal rhythm, auricular standstill, or even ventricular fibrillation. Any 
combination of the above irregularities may be met with. 

Chief Signs. Anorexia; nausea; vomiting; diarrhea; headache; oliguria. 
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Psychoneurosis (Tension State, etc.). Characteristics. There may be an irritable 
weakness of the heart associated with extrasystoles and palpitation of the most dis- 
tressing character. 

Chief Signs. Functional disturbances of the viscera; frequently phobias; compul- 
sions, sensorimotor disturbances, or loss of consciousness; exclusion of organic 
disease; curability by psychogenic methods. 

Thyrotoxicosis (Hyperthyroidism). Characteristics. In exophthalmic goiter and 
adenomatous goiter with hyperthyroidism the heart rate is generally rapid, such tachy- 
cardia being uninfluenced by rest or sleep. Sinus arrhythmia in either condition is a 
rarity even on deep breathing as is the presence of ventricular ectopic beats. Auricu- 
lar fibrillation is comparatively common in severe hyperthyroidism. It may be tran- 
sient or continuous and is more apt to occur in individuals over 45 years of age and 
in those who have other coexisting cardiac disease (hypertension, diseased coro- 
nary arteries, or endocarditis). The rapid ventricular response to fibrillation in asso- 
ciation with hyperthyroidism is often difficult or impossible to control by the use of 
digitalis when the dosage is obviously adequate. In fact, when the ventricular rate is 
not adequately controlled in cases of auricular fibrillation in the presence of adequate 
digitalis therapy, one is justified in suspecting that the drug is of reduced potency or 
that the patient has hyperthyroidism. Auricular fibrillation often disappears after 
adequate therapy, but sometimes has its onset after surgical intervention. Auricular 
flutter may also occur. 

Chief Signs. Occurrence more often in females (Graves’ disease); occurrence usu- 
ally after middle age (adenomatous); enlargement of the thyroid diffuse in Graves’ 
disease, nodular in the adenomatous variety; tachycardia; tremor; nervousness; heat 
intolerance; loss of weight in spite of good appetite; exophthalmos or stare, myas- 
thenia, psychomotor irritability, may be toxic crisis, gastrointestinal crises (Graves’ 
disease); elevation of the basal metabolic rate, protein-bound iodine determination, 
and increased uptake of radioactive iodine. 

Less Common Causes. Chronic constrictive pericarditis (auricular fibrillation, 
pulsus paradoxus); aerophagia nervosa; aneurysm of the heart; effort syndrome; 
apoplexy; arsenic poisoning; concussion of the brain; cardiac displacement; hyper- 
trophic emphysema; bacterial endocarditis; gangrene of the lung; hypochondriasis; 
influenza; jaundice; lesions of the medulla; acute diphtheritic myocarditis; acute 
cholecystitis (extrasystoles); peritonitis (extrasystoles); cerebral tumor (extrasys- 
toles); cardiac neurosis; acute myocardial infarction (auricular fibrillation may be 
an initial symptom, pulsus alternans, heart block); acute pericarditis; edematous 
laryngitis; infundibular syndrome; tuberculous meningitis; multiple neuritis; severe 
hemorrhage (pathologic sinus arrhythmia); ascites; rupture of an aortic cusp; sper- 
matorrhea; atropine poisoning; tracheobronchial adenopathy; diphtheritic paralysis; 
mediastinal tumor; thyroid intolerance (poisoning by thyroxin or thyroid extracts) ; 
pneumogastric neuritis; scurvy; syphilitic aortic regurgitation (premature beats; 
auricular fibrillation rare ) ; tumor of the heart. 


CARDIAC MURMURS 


(See also Cardiorespiratory Murmurs, page 506; and Precordial Friction Sound, 
page 506.) ; 


Cardiovascular murmurs are produced by the vibration of the valves and walls of 
the heart and great vessels resulting from the rush of blood or a turbulence of blood 
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flow occasioned by the flow of blood from a passage of relatively narrow caliber to 
one of much greater caliber, which is fairly abrupt, and by the vibration of a damaged 
valve cusp or of some partially fixed tissue projecting from a valve or from the heart 
or vessel wall. 

The intensity of a murmur is most influenced by the speed of blood flow, but ex- 
ternal modifying factors, such as obesity and emphysema, tend to diminish and thin- 
ness to increase its loudness. Murmur transmission, both as to direction and extent, 
depends partly on loudness, partly on the type of medium through which it passes, 
and partly on the direction of flow of the responsible blood stream. 

Cardiac murmurs are physiologic or pathologic. Physiologic murmurs are usually 
systolic, faint and blowing, not conducted far beyond the precordium, and most com- 
monly heard in the pulmonic area. Pathologic murmurs may be of extracardiac ori- 
gin, as from anemia, abnormal vascular communications, or other pathology; or 
intracardiac, the latter arising from myocardial involvement or valvular deformity. 
Serious heart disease may be present in the absence of all heart murmurs. 


MITRAL AREA MURMURS 


These murmurs are heard most intensely at the mitral area, which is indicated by 
a circle about one inch in diameter centered at the cardiac apex. They are either sys- 
tolic or diastolic, the former usually indicating regurgitation and the latter usually 
stenosis. 

Systolic murmurs at the cardiac apex are usually blowing in character and of 
moderately high pitch. They begin with or shortly after the first heart sound and are 
of variable length and intensity. The louder the murmur, the wider its area of trans- 
mission. An apical systolic murmur transmitted to the left axilla, toward the base of 
the heart, or to the lung bases posteriorly is therefore a loud murmur and due to 
mitral regurgitation. Such regurgitation is most commonly due to some condition 
elsewhere in the body which causes a temporary or permanent dilatation of the heart 
without actual organic cardiac disease, and it thus may be physiologic, as after exer- 
cise in a rapidly growing child, or pathologic, as in severe anemia. Less commonly 
mitral insufficiency is due to organic heart disease with dilatation, which results in a 
stretching of the mitral ring or in an inability of the mitral valve to close because of 
insufficient “give” of the chordae tendineae as a result of displacement of the papil- 
lary muscles, the relative importance of each factor being difficult to judge. Finally, 
this regurgitation may result from organic deformity of the mitral valve itself. 

Less frequently an apical systolic murmur may be a transmitted murmur from the 
base or from under the lower sternal region, as happens at times in aortic or pulmo- 
nary stenosis or interventricular septal defect. Such murmurs are usually maximal 
elsewhere. 

Finally an apical systolic murmur in a few instances may be of respiratory origin. 

Diastolic murmurs at the cardiac apex, in the main, result from either mitral steno- 
sis (organic or functional) or aortic regurgitation. Rarely a respiratory diastolic mur- 
mur may be heard, or an apical diastolic murmur may be audible as a transmitted 
murmur in pulmonary regurgitation. 

Mitral Stenosis. Characteristics. A rough, rumbling, mid-diastolic murmur, with 
or without presystolic accentuation, abruptly terminating in a sharp, snapping, first 
heart sound, and followed by a distinct somewhat reduplicated second sound, is 
heard in the stage of adequate compensation. The murmur is not transmitted and 
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varies in intensity and duration from time to time. As the left auricle begins to fail the 
murmur becomes prolonged and may occupy the whole of diastole, the first sound 
becomes louder, and the second sound disappears. In the stage of decompensation or 
auricular fibrillation the presystolic accentuation of the murmur is absent, and at 
times under such situations the murmur may be entirely inaudible. 

Chief Signs. History of tonsillitis, rheumatic fever, chorea; presystolic apical thrill; 
accentuation of the second pulmonic sound; short, snappy first sound; hypertrophy 
of the left auricle and right ventricle. 

Rheumatic Mitral Regurgitation. Characteristics. The first sound at the apex is 
wholly or partly replaced by a systolic murmur, usually of moderately high pitch and 
blowing, which is transmitted to the left, usually into the axilla and sometimes toward 
the cardiac base or the lung bases posteriorly. 

Chief Signs. History of infection (usually rheumatic); murmur as above; accentua- 
tion of the second pulmonic sound; bilateral ventricular enlargement; sometimes re- 
duplication of the second sound at the base. 

Congestive Heart Failure. Characteristics. In left ventricular dilatation a soft 
blowing systolic murmur of relative mitral regurgitation is frequently audible at the 
apex, and the aortic area, in addition, is apt to be the site of a systolic and rarely a 
diastolic murmur due to dilatation of the aortic ring. 

Chief Signs. (In general) feeble, wavy, precordial impulse; ill-defined, displaced 
apex beat; small, rapid, or irregular pulse; weak but sharp first sound with an en- 
feebled second sound; other signs of failing compensation. 

Hypertensive Heart Disease. Characteristics. The systolic murmur of a relative 
mitral leakage is not uncommonly audible at the apex from stretching of the valve 
ring. 

Chief Signs. Presence of hypertension (rarely normal blood pressure after failure 
has set in); cardiac enlargement; symptoms of congestion of various organs from 
mild to severe degree; retinal arteriosclerosis. 

Acute Rheumatic Carditis. Characteristics. During the first attack there is often 
only a systolic mitral murmur; but in severe first attacks and often in subsequent ones 
there are often several murmurs, both systolic and diastolic, at either or both mitral 
and aortic areas. 

Chief Signs. See page 491. 

Subacute Bacterial Endocarditis (Malignant or Infective Endocarditis). Charac- 
teristics. The cardiac form is the one which is most easily recognized and usually de- 
velops in a patient already suffering with chronic endocarditis. If in the course of an 
obscure infection a murmur due to chronic valvulitis undergoes changes or, in addi- 
tion to the mitral murmur, a diastolic murmur at the aortic area develops during the 
course of the disease, it strongly indicates infectious endocarditis. The sudden ap- 
pearance of a musical murmur is also very suggestive. One of the characteristics of 
a murmur occurring in malignant endocarditis is its variable character; it is apt to 
change both in quality and intensity from day to day. 

Chief Signs. See page 587. 

Aortic Regurgitation. Characteristics. The murmur of functional mitral stenosis, 
Austin Flint murmur, is sometimes heard in this lesion. The time relations, quality, 
location, and other characteristics of this murmur of functional mitral stenosis are 
exactly the same as for organic mitral stenosis except that as a rule it is less intense 
and usually unaccompanied by a palpable thrill. It is always accompanied by the 
diastolic murmur of aortic regurgitation. In rheumatic cases there may be associated 
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systolic or diastolic murmurs of mitral valvulitis; and in syphilitic cases a mitral sys- 
tolic murmur is present if congestive heart failure has set in. It must be remembered 
that the diastolic murmur of aortic regurgitation may be transmitted to the mitral 
area. 

Chief Signs. Arterial throbbing; tumultuous apex beat; galloping radial and visible 
capillary pulses; left ventricular hypertrophy; diastolic aortic murmur; large pulse- 
pressure. 

Thyrotoxicosis (Hyperthyroidism). Characteristics. On auscultation murmurs are 
usually heard over the heart, viz., a loud apical systolic and loud bruits at the base and 
over the manubrium. 

Chief Signs. See page 498. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Systolic murmurs are very frequent. The first sound may be roughened and a presys- 
tolic murmur simulated. 

Chief Signs. See page 490. 

Patent Interventricular Septum. Characteristics. A loud, harsh systolic murmur 
with maximum intensity in the fourth left interspace between the sternum and the 
midclavicular line may be heard running through the whole cardiac cycle. When ac- 
companied by pulmonary stenosis (see page 504) the pulmonary murmur over- 
shadows the septal murmur. 

Chief Signs. Early appearance; absence of rheumatic history; systolic thrill; dysp- 
nea on exertion; may be transient attacks of cyanosis on exertion; right ventricular 
hypertrophy; x-ray. 

Less Common Causes. Acute myocardial infarction; chronic constrictive peri- 
carditis; defect of the auricular septum; transposition of the great vessels; myxoma of 
the left auricle; ball-valve thrombus in the left auricle; valvulotomy; rupture of the in- 
terventricular septum (due to infarction) ; disseminated lupus erythematosus; sickle 
cell anemia; diphtheritic myocarditis; patent ductus arteriosus; Lutembacher’s syn- 
drome; fever, tachycardia, malnutrition, anemia of lesser grades (systolic) due to 
increased velocity of blood flow and cardiac dilatation; rupture of a papillary mus- 
cle (systolic, secondary to infarction ). 


AORTIC AREA MURMURS 


These murmurs are systolic or diastolic, the former indicating obstruction or dila- 
tation of the aorta, the latter incompetence. Aortic systolic murmurs are generally 
blowing in character and are heard most intensely in the aortic area, which is situated 
at the sternal end of the second right intercostal space and costal cartilage. Such a 
murmur tends to be transmitted often with great intensity to the cardiac apex and also 
along the large arteries and bones and even the abdominal aorta. Aortic diastolic 
murmurs are blowing, high-pitched or low-pitched, “breezy” murmurs with a maxi- 
mal audibility over the midsternum, immediately to the left of it in the third and 
fourth intercostal spaces (secondary aortic area). 

Aortic Regurgitation (Rheumatic or Syphilitic). Characteristics. A diastolic mur- 
mur, usually soft and blowing and of tolerably high musical pitch, is audible at the 
base of the heart, whence it is transmitted downward over the precordium. The mur- 
mur is usually most distinct at about the middle of the sternum on a level with the 
third rib and is usually propagated downward along the left side of the sternum and 
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toward the apex. It usually replaces the aortic second sound. Occasionally, in cases 
of syphilitic aortic regurgitation, the murmur resembles that of a cooing dove. 

Chief Signs. May be history of syphilis or rheumatic infection; precordial pulsa- 
tions; forcible apex beat; increased cardiac dullness; visible arterial pulsation; Cor- 
rigan pulse; capillary pulse; may be headache; high systolic, low diastolic pressure; 
positive serology, if luetic. 

Chronic Aortitis (Atheroma of the Aorta; Syphilitic Aortitis). Characteristics. 
There is a systolic basal murmur, usually loud, rough, and rasping, transmitted into 
the carotid arteries but not often accompanied by a thrill. 

Chief Signs. Ringing second aortic sound; arteriosclerosis or evidence of syphilis; 
may be cardiac hypertrophy with hypertension. 

Aneurysm of the Arch of the Aorta. Characteristics. A systolic bruit may be gen- 
erated within the aneurysmal sac but is of minor import. A diastolic murmur of 
aortic regurgitation is frequently audible. 

Chief Signs. Heaving or expansile pulsation; palpable diastolic shock; accentua- 
tion of the second aortic sound unless regurgitation exists; thrill; tracheal tug; un- 
equal radial pulses; pressure symptoms (hoarseness, cough, dysphagia, pain); trans- 
verse dullness at the second interspace; x-ray. 

Dilatation of the Aorta (Dilatation Aneurysm). Characteristics. An aortic systolic 
murmur may be present, which is conducted upward into the neck, and which may 
be accompanied by a corresponding thrill. The second sound is either accentuated or 
of a tambourlike quality or is modified by a bruit of concomitant aortic leakage. 

Chief Signs. Systolic pulsations and unnatural dullness over the ascending aorta, 
and throbbing in the suprasternal notch; pulse of fair volume; blood pressure usually 
below 130; x-ray. 

Congestive Heart Failure. Characteristics. In left ventricular dilatation a diastolic 
aortic murmur of relative aortic incompetence is rarely present. A systolic murmur 
may also be heard. 

Chief Signs. See page 500. 

Acute or Subacute Bacterial Endocarditis. Characteristics. The development of a 
soft aortic diastolic murmur in a patient with fever of unexplained etiology is practi- 
cally pathognomonic of this disease. 

Chief Signs. See page 587. 

Aortic Stenosis. Characteristics. A systolic aortic murmur of loud, rough and rasp- 
ing quality is transmitted up into the carotid arteries, in some instances over the en- 
tire precordium; the aortic first sound may be masked by the murmur. The second 
aortic sound is muffled and enfeebled and may be replaced by a diastolic bruit. 

Chief Signs. Systolic basal thrill; left ventricular hypertrophy; slow prolonged 
pulse; impaired aortic second sound; latent subjective symptoms, the first often being 
dizziness and faintness. 

Less Common Causes. Anemia; acute (infectious) aortitis; essential hyperten- 
sion (usually systolic, rarely a diastolic murmur); rupture of an aortic semilunar 
cusp (whistling diastolic murmur); coarctation of the aorta (systolic or diastolic, 
rare); patent ductus arteriosus (occasionally diastolic); rheumatic carditis (more 
often systolic, occasionally systolic and diastolic); dissecting aneurysm (more often 
systolic, occasionally also diastolic); congenital subaortic (infundibular) stenosis; 
obesity with the heart and great vessels compressed by elevated diaphragm (sys- 
tolic) ; Eisenmenger’s complex (systolic murmur and thrill over the base of the heart 
and often aortic insufficiency ); rupture of an aneurysm of the sinus of Valsalva into 
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the right ventricle (continuous murmur with maximal intensity close to the sternum 
in the third and fourth interspaces). 


PULMONIC AREA MURMURS 


These murmurs are either systolic or diastolic. A systolic murmur at the pulmonic 
area, which is at the sternal end of the second left intercostal space, is the common- 
est of all heart murmurs. It is considered to be physiologic unless it is of considerable 
intensity in the upright position. This physiologic murmur of unknown origin is blow- 
ing in character and well localized. It extends through most of systole, does not mask 
the first heart sound, and is often associated with an accentuation or reduplication of 
the second pulmonic sound. In the case of diastolic murmurs, distinction between 
aortic and pulmonic areas is more or less academic, since the two basal diastolic 
murmurs found, if of slight or moderate intensity, are both heard maximally, often 
in the same place, and have the same characteristics, distinction between these two 
being based on things other than position or characteristics. Unusually marked pul- 
monary diastolic murmurs are heard, however, maximally in the pulmonic area. 

Anemia (In General). Characteristics. A systolic murmur may be heard at the sec- 
ond left interspace, soft and blowing in character, not transmitted, and of transient 
duration (hemic murmur). The murmur is often attended with a venous hum in the 
neck and accentuation of the pulmonic second sound. 

Chief Signs. Pallor; dyspnea on exertion; weakness; examination of the blood, 
showing the type of anemia; other examinations to discover the cause. 

Chronic Pulmonary Fibrosis. Characteristics. Pathologic dilatation of the pulmo- 
nary artery as a result of the pulmonary hypertension occasioned by an extensive 
pulmonary fibrosis gives rise to a blowing pulmonary systolic murmur of varying in- 
tensity, often associated with accentuation or reduplication of the second pulmonic 
sound. In rare instances the blowing diastolic murmur of pulmonary insufficiency 
may also be audible. 

Chief Signs. See page 392. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. A functional systolic 
murmur at the pulmonic area is common in all stages, but particularly in the later 
stages of the disease. 

Chief Signs. See page 451. 

Thyrotoxicosis (Hyperthyroidism). Characteristics. Pulmonary systolic murmurs 
as a result of increased pulmonary blood flow and consequent pulmonary artery dil- 
atation are common. 

Chief Signs. See page 498. 

Mitral Stenosis. Characteristics. Pathologic dilatation of the pulmonary artery due 
to pulmonary hypertension secondary to obstructive mitral phenomena is a frequent 
cause of a blowing pulmonary systolic murmur with accentuation or reduplication 
of the second pulmonic sound. Less frequently the murmur of relative pulmonary 
regurgitation occasioned by a dilated pulmonary valve ring is heard (Graham Steell 
murmur). It is an evanescent diastolic murmur which may be heard in the third and 
fourth interspaces to the left of the sternum and in the pulmonic area, is short and 
high-pitched, and is produced most readily by prolonged holding of the breath. 

Chief Signs. See page 499. 

Tetralogy of Fallot. Characteristics. A loud systolic murmur is present all over 
the precordium, best heard at the pulmonic area and generally accompanied by a 


systolic thrill in this region. 
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Chief Signs. Existence from birth; persistent cyanosis; clubbed fingers; evidence of 
right ventricular enlargement (physical examination, electrocardiogram, x-ray); 
polycythemia. 

Pulmonary Stenosis (Valvular and Infundibular). Characteristics. A loud, harsh, 
systolic murmur in the pulmonic area which usually masks the first heart sound and 
which is often accompanied by a palpable thrill is usually heard. At times when there 
is infundibular stenosis without involvement of the pulmonary valve the murmur may 
be maximal an interspace below. As a rule the murmur is well heard at the lung bases. 
Murmurs of other congenital defects may be associated. 

Chief Signs. Existence from birth; dyspnea; cyanosis (minimal if the foramen 
ovale is sealed, intense eventually if the foramen ovale remains patent); evidence of 
right ventricular enlargement (physical examination, electrocardiogram, x-ray); 
polycythemia. 

Patent Ductus Arteriosus. Characteristics. A harsh, rasping, continuous “machin- 
ery” murmur and thrill best heard and felt in the pulmonic area is, when present, 
virtually pathognomonic. Usually the murmur has a systolic accentuation, and this 
element is almost always audible over the entire precordium. The murmur and thrill 
are usually louder and more pronounced in the recumbent position. 

Chief Signs. Early appearance; dyspnea and palpitation (if cardiac enlargement is 
great) ; stunting of growth (occasional if the shunt is large) ; wide pulse pressure; may 
be a “cap of Zinn” (x-ray); sometimes “hilar dance” (fluoroscopy ); slight or moder- 
ate cardiac enlargement (both ventricles); usually a normal electrocardiogram. 

Pulmonary Regurgitation. Characteristics. A soft diastolic murmur in the pul- 
monic area is heard in this rare condition, propagated downward along the left 
sternal margin toward the apex. 

Chief Signs. Occurrence mainly in gonococcal endocarditis; enfeeblement of the 
second pulmonic sound without alteration of the second aortic sound; right ventricu- 
lar hypertrophy; frequent small pulse; absence of the vascular features of aortic in- 
sufficiency. 

Defects in the Auricular Septum. Characteristics. In well-compensated cases there 
is often a pronounced, harsh, rasping systolic murmur and thrill to the left of the 
sternum in the second and third interspaces. The second pulmonic sound is loud and 
snapping. Often, however, there may be no murmur at all associated with the defect. 

Chief Signs. Frail body build with left-sided chest deformity; frequent repeated at- 
tacks of “bronchitis” in early life; x-ray (great enlargement of the right side of the 
heart, prominent pulmonary conus, small aortic knob, increased hilar shadows); 
electrocardiogram; cardiac catheterization. 

Less Common Causes. Pulmonary hypertension from any cause (left ventricular 
failure, pulmonary endarteritis, etc.; see also above) ; aneurysm of the arch of the 
aorta or descending aorta (systolic); coarctation of the aorta (systolic); aneurysm 
of the pulmonary artery (systolic); Addison’s disease; Eisenmenger’s complex (sys- 
tolic murmur and thrill, may be diastolic murmur also); Lutembacher’s syndrome; 
other congenital cardiac defects. 


TRICUSPID AREA MURMURS 


These murmurs are heard most intensely at the tricuspid area, which overlies the 
lower end and right half of the sternum from the fourth to the sixth or seventh costal 
cartilage. They are presystolic (very rare) or systolic. 
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Relative Tricuspid Regurgitation. Characteristics. A soft blowing systolic murmur 
is heard most distinctly over the lower part of the sternum which, though not propa- 
gated along hard and fast lines, is evident over a triangular region lying between the 
tricuspid area, the right midaxillary line, and the manubrium. 

Chief Signs. Systolic jugular and hepatic pulse; dyspnea or orthopnea; cyanosis; 
diffuse apex beat; enlarged liver; enfeeblement of the second pulmonic sound; en- 
largement of the heart; pulmonary engorgement; edema and ascites; epigastric pulsa- 
tion, small, weak, often irregular pulse; may be other murmurs of mitral disease. 

Organic Tricuspid Regurgitation. Characteristics. In this uncommon lesion a rough 
systolic murmur is heard as in relative tricuspid regurgitation (see above ). 

Chief Signs. Early appearance, or history of infectious disease; systolic jugular and 
hepatic pulse; cyanosis; enfeeblement of the second pulmonic sound; enlargement of 
the right heart; evidences of venous obstruction. 

Tricuspid Stenosis. Characteristics. A short, rough, presystolic murmur ending in a 
sharp first sound and restricted to the tricuspid area is heard in this very rare lesion. 

Chief Signs. Right ventricular hypertrophy; frequently coexisting mitral obstruc- 
tion; cyanosis; edema; hepatic enlargement; turgid, pulsating jugulars; presystolic 
thrill over the ensiform cartilage. 


CONTINUOUS MURMURS 


With but one exception there are no continuous murmurs of cardiac origin. Cer- 
tain murmurs of vascular origin may, however, be heard over the region of the heart. 

Venous Hum. Characteristics. A continuous humming murmur, probably result- 
ing from the rapid flow of blood through the jugular system into the superior vena 
cava, is often heard at the base of the neck and is not infrequently transmitted down- 
ward over the base of the heart, extending at times even to the lower border of the 
sternum. 

Chief Signs. Common in children; greatest intensity of the murmur on the right side 
of the base of the neck; accentuation of the murmur by bending or placing the jugular 
vein on stretch; disappearance of the murmur with recumbency or obstruction of 
jugular flow; absence of demonstrable organic disease. 

Patent Ductus Arteriosus. Characteristics. See page 504. 

Chief Signs. See page 504. 

Arteriovenous Aneurysm. Characteristics. A continuous murmur and usually an 
associated thrill are found on auscultation over any arteriovenous communication. 
Such a murmur and thrill appearing abruptly at the left upper border of the sternum 
in the presence of known syphilitic aortic disease are diagnostic of rupture of an 
aortic aneurysm into the pulmonary artery. The only continuous murmur of cardiac 
origin also falls into this category and consists in the rupture of an aneurysm (con- 
genital or syphilitic) of the sinus of Valsalva into the right ventricle. The continuous 
murmur and thrill in this case are of maximal intensity in the third and fourth left 
interspace close to the sternum, but the murmur is widely transmitted over the pre- 
cordium and is audible over the entire chest. 

Chief Signs. Sudden onset of symptoms and signs of cardiac disability; often severe 
precordial pain, marked dyspnea; often tricuspid insufficiency (Valsalva ventricle ) ; 
edema; anasarca; rapid progression; “hilar dance” (pulmonary-aortic) ; electrocardio- 
gram (frequently intraventricular block, Valsalva ventricle). 

Less Common Causes. Rapid blood flow in the superior vena cava (continuous 
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murmur along the right sternal border); aortic aneurysm (rarely a continuous mur- 
mur); coarctation of the aorta (occasionally a continuous murmur over the thoracic 
spine). 


CARDIORESPIRATORY MURMURS 


These murmurs may simulate true cardiac murmurs, but their intensity is depend- 
ent upon the phases of respiration. In general the cardiopulmonary murmur is systolic 
in time, restricted to a limited area, but not to a definite cardiac area, intensified by 
deep inspiration and by forward inclination of the trunk, and variously modified by 
cough and by forced respiration. They are generally loudest near the cardiac apex 
and along the left border of the heart, but they may be heard along the right border, 
in the scapular region, and elsewhere. Such sounds are sometimes audible in per- 
fectly healthy subjects, especially in thin-chested and nervous persons, and are caused 
by the forcible expulsion of air from a lappet of lung compressed between the heart 
and the chest wall. They resemble short, subdued puffs and whiffs of air, but may be 
relatively prolonged, loud, and rasping. The importance of these murmurs is slight 
and lies chiefly in the fact that they may be confused with endocardial murmurs. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In early cases these 
murmurs may often be heard, best during inspiration and in the anterolateral regions 
of the chest. They are probably even more common in the moderately advanced 
stages of the disease. 

Chief Signs. See page 451. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
A short, high-pitched, rather superficial whiff may be noted at times, audible only (or 
most audible ) in the inspiratory period of respiration. 

Chief Signs. Breathlessness; fatigue and exhaustion; pain; palpitation; faintness; 
giddiness; headache; sweating; blueness or mottling of the hands; abnormally rapid 
pulse on exertion or emotion; increased intensity of the cardiac sounds. 

Less Common Causes. Emphysema; pleurisy with effusion (massive); external 
pericarditis; pleuropericardial adhesions; mediastinal emphysema; pleural or peri- 
cardial friction sounds (no pathology present). 


PRECORDIAL FRICTION SOUND 


Friction sounds in the region of the heart are either pericardial or pleuropericar- 
dial. It is important to differentiate the two, as the former is always indicative of peri- 
carditis. A very rare condition, in which there is both fluid and air in the pericardial 
sac (hydropneumopericardium), gives rise to a mélange of splashing, tinkling, gur- 
gling, churning sounds, unmistakably produced by movements of the heart. While 
not a friction sound, it is mentioned here for the sake of completeness; it is, in reality, 
a pericardial succussion sound. 

Acute Fibrinous Pericarditis. Characteristics. The friction sound is most distinc- 
tive. It is double, corresponding to systole and diastole, but the to-and-fro murmur 
usually outlasts the time occupied by the first and second sound. It is sometimes 
single or at times triple. The sounds have a peculiar rubbing, grating quality, and are 
superficial and intensified by pressure with the stethoscope. They are best heard over 
the right ventricle, sometimes at the base, occasionally at the apex. They may or may 
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not be transmitted up and down the sternum, they vary in position and quality, and 
they disappear at times but are always present at some time during the disease. 

Chief Signs. History or presence of rheumatic fever, pneumonia, septicemia, 
chronic debilitating disease; may be pain, though often absent; fever; may be dyspnea, 
pallor, pinched expression, feeble, rapid pulse. 

Chronic Adhesive Pericarditis (Pleuropericardial Adhesions). Characteristics. 
Friction sounds are commonly heard over the anterior pulmonary borders surround- 
ing the body of the heart when there are extensive external adhesions. These are 
pleuropericardial sounds which, while acoustically similar to the pericardial rub, bear 
a definite relation to the cardiac impulse and to the respiratory movements, being 
intensified during expiration and diminished on inspiration. 

Chief Signs. See page 413. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Pleuropericardial 
friction sounds are heard when the lappet of lung over the heart is involved, and some- 
times with the friction sound a lound systolic click is noted. 

Chief Signs. See page 451. 

Acute Pleurisy. Characteristics. Pleuropericardial friction sounds generated by the 
cardiac impact are audible when the pleural surfaces adjacent to the pericardium are 
roughened. They are rarely heard when the patient is not breathing. 

Chief Signs. See page 404. 

Acute Myocardial Infarction. Characteristics. The appearance of a pericardial fric- 
tion rub of one to several days following a sudden attack of substernal or precordial 
pain with collapse is very suggestive and is detected in 10 to 20 per cent of the cases, 
but often is audible only if carefully sought for. 

Chief Signs. Sudden onset with substernal pain of lengthy duration; collapse; dysp- 
nea; cardiac enlargement; low blood pressure; fever; leukocytosis (11,000 to 35,- 
000) ; serial electrocardiograms (ST and T wave changes, Q waves, etc. ). 

Uremia. Characteristics. A noninfectious fibrinous pericarditis, usually unasso- 
ciated with pericardial effusion, is not uncommon terminally. 

Chief Signs. See page 431. 

Acute Nonspecific Benign Pericarditis. Characteristics. A pericardial friction rub, 
usually lasting for days, is almost invariably detected without difficulty. 

Chief Signs. Acute onset, often following some mild upper respiratory infection; 
chest pain (often accentuated by cough, respiration, or movements of the trunk); 
moderate fever; leukocytosis; increased sedimentation rate; increased area of cardiac 
dullness (pericardial effusion ) ; x-ray; electrocardiogram; benign course. 

Less Common Cause. Acute aortitis (basal pericardial friction occasionally ) ; 
mediastinitis; perihepatitis; rupture of the ventricle; tuberculous pericarditis; acute 
interstitial emphysema of the lungs (crunching sounds); acute disseminated lupus 
erythematosus; pulmonary artery dilatation (pulmonic area) in thyrotoxicosis and 
acute cor pulmonale. 


PALPITATION OF THE HEART 


Palpitation is a sense of fluttering or sinking in the region of the heart, or of a 
throbbing against the chest, the patient being morbidly conscious of the heart beats. 
The term is properly limited, however, to irregular or forcible action of the heart 
perceptible to the individual. It often indicates increased excitability of the nervous 
system and is, in fact, usually a purely nervous phenomenon. Females are more liable 
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to the affection than males. It may be a marked feature at the time of puberty, of the 
menopause, and occasionally during menstruation. Emotional excitement or stress, 
excessive muscular exertion, and the use of coffee, tobacco, tea, and alcohol are 
common causes. It may occur as a sequel of the acute fevers. A diffuse flushing of the 
skin may accompany the palpitation, together with a subjective sensation of weak- 
ness, and the passage of a large quantity of urine may follow the attack. 

Psychoneurosis (Tension State, Hyperventilation Syndrome, etc. ). Characteristics. 
Cardiovascular symptoms may be most distressing. These include palpitation, irregu- 
lar and rapid heart action, and pains and oppressive feelings in the cardiac region. 

Chief Signs. See page 498. 

Thyrotoxicosis (Hyperthyroidism). Characteristics. Annoying attacks of palpita- 
tion are common. 

Chief Signs. See page 498. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Palpitation is an outstanding feature, and is one of the many subjective symptoms of 
the condition. 

Chief Signs. See page 506. 

Chronic Secondary Anemia. Characteristics. Palpitation is the outstanding sub- 
jective symptom in some cases. 

Chief Signs. See page 433. 

Congestive Heart Failure. Characteristics. As a chronically diseased heart begins 
to decompensate, attacks of palpitation or an annoying sense of fluttering of the heart 
may occur. In many cases, however, with profound disturbances of rate and rhythm 
palpitation is absent, even when dyspnea and orthopnea are severe. 

Chief Signs. See page 500. 

Chronic Endocarditis (Valvular Disease). Characteristics. An annoying palpita- 
tion and throbbing sensation is often associated with precordial oppression and dysp- 
nea upon exertion. These symptoms are, however, frequently minimal or absent 
even in advanced stages with marked congestive heart failure. 

For symptoms of various valvular lesions see Cardiac Murmurs, page 498. 

Hypertensive Heart Disease. Characteristics. Palpitation is a frequent symptom, 
especially in the early labile stages and later when cardiac enlargement is prominent. 

Chief Signs. See page 496. 

Premature Contractions (Extrasystoles). Characteristics. Arrhythmia due to pre- 
mature systoles may cause peculiar sensations in the precordium. When auricular in 
origin they are usually “silent,” ventricular extrasystoles only producing subjective 
symptoms. The nervous individual may be very much disturbed by mysterious 
“thumps,” which are often most noticeable at night before he falls asleep. 

Chief Signs. See page 494. 

Paroxysmal Tachycardia. Characteristics. Palpitation, a feeling of discomfort or 
oppression in the precordium, and weakness are the most common subjective symp- 
toms, and are often worse just at the end of the attack. 

Chief Signs. See page 494. 

Paroxysmal Auricular Fibrillation. Characteristics. This form of the arrhythmia is 
more likely to cause palpitation than the established (permanent) variety. Patients 
may complain of irregular beating of the heart, skipping, pounding, or fullness and 
fluttering of the cervical veins. 

Chief Signs. May or may not be evidence of organic heart disease; may be hyper- 
thyroidism; may be history of excessive use of alcohol, oversmoking, overeating, food 
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poisoning, or recent surgical operation; may be acute rheumatic fever, pneumonia, 
myocardial infarction, or pulmonary embolism. For description, see page 495. 

Acute Rheumatic Carditis. Characteristics. Palpitation may be a marked feature 
and is given importance by some authorities. 

Chief Signs. See page 497. 

Less Common Causes. Chronic glomerular nephritis; pernicious anemia; chronic 
pulmonary tuberculosis; epilepsy; tabes dorsalis; angina pectoris; ascites; large ovar- 
lan cyst; pregnancy; large abdominal tumor; tympanites; toxic effect of therapeutic 
doses of cocaine, digitalis, thyroid extract, atropine, Adrenalin, ephedrine, ampheta- 
mine, and morphine; mediastinal tumor; mediastinitis; aneurysm of the arch of the 
aorta; chronic adhesive pericarditis; acute pericarditis; congenital heart disease; 
emphysema; chronic bronchitis; fibroid phthisis; large pleural effusion; Adams- 
Stokes syndrome; scurvy; pheochromocytoma; inhalation of various gases; sudden 
changes in rhythm or rate; heartburn; diaphragmatic hernia; ventricular tachycardia. 


HEARTBURN 
(Pyrosis; Cardialgia ) 


Heartburn is a burning sensation, or a feeling of distress or oppression, which 
may amount to actual pain, localized and felt in the epigastrium, beneath the sternum, 
or in the precordial region. It occurs after eating and is indicative of functional or 
organic disease of the gastroenteric tract and regurgitation of hydrochloric or organic 
acids into the esophagus. 

Nervous Dyspepsia (Gastric Neurosis, Nervous Indigestion). Characteristics. 
Heartburn after eating is a common complaint. 

Chief Signs. Sense of fullness in the stomach; gnawing or hunger pain in the 
epigastrium; postprandial belching; acid eructation; at times nausea and vomiting; 
may be anorexia; bulimia; elimination of organic lesions. 

Acute Gastritis. Characteristics. Heartburn occurs in the several types. 

Chief Signs. Presence of an etiologic factor (ingestion of an irritant, alcoholic ex- 
cess, presence of an acute infectious disease, food poisoning) ; anorexia; vomiting of 
food, then bile and mucus; nasty taste in the mouth; furred, dry tongue; thirst; may 
be abrupt onset with chill and fever; may be symptoms of collapse; abdominal dis- 
tension; epigastric tenderness; acid eructation; usually constipation; duration one to 
three days. 

Chronic Gastritis. Characteristics. Heartburn of varying severity occurs after 
eating. 

Chief Signs. See page 551. 

Pregnancy. Characteristics. A gnawing or burning pain may be complained of on 
an empty stomach, especially during the third trimester, frequently relieved by food. 

Chief Signs. Amenorrhea; morning sickness; pelvic and abdominal examination 
(soft cervix, large uterus, etc. ). 

Gastric Ulcer. Characteristics. A paroxysmal cardialgia induced by food and re- 
curring during digestion is a common complaint. 

Chief Signs. Pain in the epigastrium related to food; epigastric tenderness; vomit- 
ing; hematemesis; increased total acidity and free hydrochloric acid (usually); x-ray 


(showing ulcer crater). 
Duodenal Ulcer. Characteristics. Heartburn and flatulence are frequent symptoms. 
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Chief Signs. Pain in the epigastrium when the stomach is empty (two hours after 
food and at night); relief by eating and by soda; blood in the feces (occult blood or 
tarry stools); epigastric tenderness; hyperacidity; periods of remission; x-ray (niche 
or deformity of the duodenal cap and gastric hyperperistalsis ) . 

Carcinoma of the Stomach. Characteristics. Heartburn may be a feature of the 
dyspepsia preceding the development of cancer. Occasionally in cancer of the cardia 
of the stomach, as a result of impaired competence of the sphincter, acid regurgita- 
tion into the lower esophagus will occur with resultant pyrosis. 

Chief Signs. Anorexia; loss of weight and strength; anemia; constant gnawing 
epigastric pain; nausea and vomiting; mass later; gastric analysis (absence of free 
hydrochloric acid; Boas-Oppler bacilli, sarcinae, bacteria, blood, lactic acid); x-ray 
(filling defect). 

Hiatus Hernia. Characteristics. Chronic heartburn is the most common symptom 
of this condition. In its most severe form it is related to a complicating peptic 
esophagitis. 

Chief Signs. Dyspepsia; acid eructation; sensation of a lump in the epigastrium 
postprandially; may be dyspnea on exertion, tachycardia, palpitation; worsening of 
symptoms after eating; gurgling sounds in the chest; hematemesis; melena; epigastric 
or substernal pain (especially with lying down at night after a meal); x-ray; esoph- 
agoscopy. 

Gastric Dilatation. Characteristics. Heartburn may occur, with distress and un- 
easiness in the region of the stomach. 

Chief Signs. Vomiting at intervals of large quantities of fluid and food of dark 
gray color (separating into three layers); wasting; visible dilatation and peristalsis; 
splashing; tetany; x-ray (large stomach with pyloric obstruction or only atony). 

Less Common Causes. Chronic cholecystitis; ileocecal kinking; excessive smok- 
ing; epilepsy (heartburn with palpitation may constitute the aura); hyperthyroidism; 
cardiospasm; acute esophagitis; peptic ulcer of the esophagus. 


GIRDLE SENSATION 


The term girdle sensation is applied to a subjective sensation as of a constricting 
band around the trunk. The band may be narrow or broad, and may be referred to 
any level of the thorax or abdomen. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. A feeling of tightness or 
constriction, mainly localized to the mid or lower thorax, is usual; it may be broad 
like a band or narrow like a cord, and is sometimes described as being hot or painful. 
The sensation tends to occur more frequently in men than in women. 

Chief Signs. History of syphilis (6 to 15 years previous ) ; lightning pains; absence 
of the knee jerks; Argyll Robertson pupils; Romberg’s sign; later ataxic gait; sensory 
changes; trophic lesions; hypotonia; visceral crises; difficulty in micturition; optic 
atrophy; ocular palsies; positive serology; spinal fluid examination (positive serology, 
increased globulin, lymphocytosis, colloidal gold reaction, tabetic curve). 

Acute Transverse Myelitis (Thrombosyphilitic, Infective). Characteristics. A gir- 
dle sensation may occur early, and when the lesion is in the thoracic region the sen- 
sation is usually felt between the ensiform cartilage and the umbilicus. 

Chief Signs. See page 701. 

Less Common Causes. Chronic compression myelitis (tumor of the cord, caries, 
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trauma); multiple sclerosis; spastic paraplegia (combined sclerosis); bilateral inter- 
costal neuralgia; meningitis (spinal syphilitic); vomiting (strain of the diaphragm) ; 
caisson disease; crush fracture of the vertebral body; ankylosing spondylitis; sub- 
acute combined degeneration of the spinal cord. 


Siz 


THE ABDOMEN 


SYMPTOMS 
General Abdominal Pain 


General Abdominal Tenderness 

Pain in the Epigastrium . 

Tenderness in the Epigastrium 

Pain in the Right Hypochondrium , 
Tenderness in the Right Hypochondrium . 

Pain in the Left Hypochondrium 

Tenderness in the Left Hypochondrium 

Pain in the Umbilical Region . 

Tenderness in the Umbilical Region. 

Pain in the Iliac and Inguinal Regions (Right or Tae 
Tenderness in the Iliac and Inguinal Regions (Right or Left) 
Pain in the Hypogastrium and Pelvis 

Tenderness in the Hypogastrium 

Dyspepsia (Indigestion) 

Vomiting (Emesis) : : 
Acute Vomiting (Acute Emesis, including Naureaies 
Chronic Vomiting (Chronic Emesis, Including Nausea) 
Hematemesis. (Vomiting of Blood) . 

Regurgitation 

General Abdominal Swelling 

Swellings in the Abdominal Wall 

Swellings in the Epigastrium 

Swellings in the Right Hycechandenim 

Swellings in the Left Hypochondrium 

Swellings in the Umbilical Region 


af 


Swellings in the Flank or Lumbar Region Anlenedy (ilideostal soeee ‘Right 


or Left) . 
Swellings in the lliac Reon (Right. or Left) 
Swellings in the pera 
Ascites 


Tympanites LWlsinaniene Cheeta: Distention af the ey : 


Enlargement of the Liver (Hepatomegaly) 
Splenomegaly : ; : 
Enlargement of the Kidney 

Retracted Abdomen (Scaphoid Abaemen) 
Retraction of the Abdomen on Inspiration 
Rigidity of the Abdomen (General or Local) . 
Enlarged Veins of the Abdominal Wall 

Visible Peristalsis . 

Oozing or Discharge from the Navel 

Absence of the Abdominal Skin Reflexes . 
Swellings in the Inguinal Region or Groin. 
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SYMPTOMS PAGE 
Enlarged Lymph Nodes of the Groin. : : : : : ° 7 160Z 
Skin Affections of the Abdomen. : d : P ; é . 604 


‘See also Acute Constipation, page 762; Chronic Constipation, page 764; Acute 
Diarrhea, page 789; Chronic Diarrhea, page 792; Blood in the Stools, page 921; 
Mucus in the Stools, page 924; and Pus in the Stools, page 926. 


GENERAL ABDOMINAL PAIN 


Generalized abdominal pain is not as common as localized pain. 

Labor (Parturition). Characteristics. The pain usually begins in the sacral region 
and then slowly passes to the abdomen and to the thighs. The pains are periodic, at 
first irregular, nagging, and weak, but become progressively more regular, stronger, 
longer, and more frequent. They are crampy in character and are described as bear- 
ing-down pains. 

Chief Signs. History and signs of pregnancy; palpation, revealing contraction of 
the uterus with each pain; mucous and bloody vaginal discharge; digital vaginal 
examination, revealing dilatation of the cervical os. 

General Peritonitis. Characteristics. Diffuse pain is one of the first symptoms to 
appear, but if the peritonitis is perforative, it will at first have been localized to the 
site of the perforation. Diffuse tenderness and muscle spasm (rigidity) are early 
manifestations of widespread infection, but even at this stage in perforative cases 
these manifestations are usually more marked over the site of the perforation. Ab- 
dominal distention and tympany due to paralytic ileus usually begin to appear within 
24 hours, but rarely are they pronounced for two or three days. Free fluid may be 
demonstrable in the flanks early in the course of the disease. After a time in inade- 
quately treated cases the diffuse pain becomes less noticeable, but the patient’s con- 
dition is more critical. 

Chief Signs. Usually a history or evidence of some antecedent lesion or factor 
(perforation with bacterial peritonitis—appendix, stomach, duodenum, torn viscus 
as by a penetrating or nonpenetrating abdominal wound, gangrenous small bowel, 
regional enteritis, ulcerative colitis, carcinoma of the colon, diverticulitis, etc.; bile 
with a chemical and eventual bacterial peritonitis—rupture of the gallbladder in 
acute cholecystitis, surgical injury or inflammatory necrosis of the common duct, 
spillage from accessory biliary radicals not properly drained after cholecystectomy; 
urine with eventual bacterial peritonitis—trauma to the abdomen or pelvis, surgical 
injury to the urinary tract; pancreatitis with a chemical peritonitis; blood peritonitis 
with milder signs of peritoneal irritation—trauma, ruptured graafian follicle, rup- 
tured ectopic pregnancy, endometriosis, ruptured abdominal aneurysm, dissecting 
aneurysm of the aorta); anorexia; nausea; vomiting which may with the passage of 
time become fecal; early tachycardia with pulse of good quality, later becoming 
weak and thready; fever; constipation, rarely diarrhea; restlessness; dorsal decubitus 
with knees drawn up; shock; oliguria; shallow costal respiration; marked leukocy- 
tosis; hippocratic facies (terminal). 

Acute Enterocolitis (Acute Viral Enteritis; Acute Gastroenteritis ). Characteristics. 
The pain and other symptoms may vary according to the severity of the infection or 
irritation, to the portion of the bowel involved, and to the degree of involvement. 
There may be only slight abdominal discomfort or severe colicky pain. If the small 
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intestine is involved there is often diffuse tenderness; if the colon is mainly involved 
there may be tenderness along the course of the large bowel and pain and tenesmus 
with the motions, while between movements there may be little pain. 

Chief Signs. Acute onset; may be nausea and vomiting; anorexia, furred tongue, 
thirst; may be fever; may be collapse; abdominal distention and tympanites of vary- 
ing degree; borborygmi; diarrhea (more marked in colon involvement) ; offensive 
soft or liquid stools (mucus and blood in colitis, lighter colored in enteritis). 

Irritable Colon (Mucous Colitis; Spastic Colon; Adaptive Colitis). Characteristics. 
Mild and continuous distress or fullness over the entire abdomen, related to gaseous 
distention of the entire colon proximal to the sigmoid, is one of a number of typical 
syndromes seen in the condition. Other types of complaints include: 1, continuous 
or intermittent ache or griping in the hypogastric or left lower quadrant; 2, steady or 
intermittent pain in the right or left hypochondrium; and 3, at times severe cramping 
periumbilical and hypogastric pain associated with marked abdominal distention, 
nausea, vomiting, and obstipation. 

Chief Signs. Chronicity with periods of freedom; frequently exacerbation of symp- 
toms under stress or emotional tension; maintenance of good general health; general 
nervous symptoms; absence of pus, blood, and parasites in the stool; occasionally 
passage of much mucus (mucous or mucomembranous colitis); absence of evidence 
of organic intra-abdominal disease; proctoscopy; x-ray. 

Acute Appendicitis. Characteristics. Generalized abdominal pain, often colicky 
in nature with malaise and indigestion, is characteristically the first manifestation of 
the disease. Later there is localization of the pain to the right lower quadrant. It may 
become general again if peritonitis supervenes. 

Chief Signs. See page 530. 

Bacillary Dysentery. Characteristics. There is diffuse abdominal pain with tormina 
and tenesmus accompanying the passages. The pain may be only slight between 
motions, but there is often extreme tenderness. The abdomen is retracted but not 
rigid. 

Chief Signs. Sudden onset; frequent small stools of almost pure blood and some 
mucus; variable temperature (high or low); pulse rapid and small; dry, inelastic 
skin; vomiting; muscular cramps; collapse; bacteriologic examination of the feces 
(Shiga-Flexner bacillus); agglutination test. 

Amebic Dysentery. Characteristics. As in bacillary dysentery (see above). 

Chief Signs. Occurrence mainly tropical; symptoms as in bacillary dysentery, 
but with a tendency to chronicity; fever often absent; may be liver abscess or per- 
foration and peritonitis; discovery of Entamoeba histolytica and cysts in the stools. 

Food Poisoning. Characteristics. There is general abdominal pain of a colicky 
nature, with tenesmus. The abdomen is usually tender but not rigid. 

Chief Signs. Occurrence in several persons who have consumed the same food; 
sudden onset (3 to 30 hours after eating); nausea and vomiting; diarrhea without 
mucus; headache; cold sweats; variable temperature; bacteriologic examination of 
the stools (Salmonella enteritidis of Gartner, Salmonella choleraesuis, or Salmon- 
ella typhimurium); serum tests with recognized strains. 

Acute Intestinal Obstruction (Incarcerated or Strangulated Hernia; Intra-abdom- 
inal Adhesions; Gallstone Obstruction; Foreign Bodies; Volvulus, Small Bowel, 
Sigmoid, Cecum; Left-Sided Carcinoma of the Colon; Diverticular Abscess). Char- 
acteristics. Abdominal pain with poor localization is early, often sudden, severe, 
and at first colicky. Paroxysms of colic come at intervals of two to three minutes in 
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small bowel obstruction and at intervals of several minutes in large bowel obstruc- 
tion. Constant abdominal discomfort between cramps is often present due to disten- 
tion. Constant pain suggests impending bowel necrosis, and if there is a silent abdo- 
men one should suspect an accompanying peritonitis and paralytic ileus. 

Chief Signs. Early and constantly repeated vomiting (not so early if the colon is 
obstructed), often copious, first of the stomach contents, then of bile, finally of 
feces; abdomen at first unchanged, later distended and doughy or rigid (unless there 
is a closed-loop type of obstruction); absolute constipation after the initial empty- 
ing (sometimes diarrhea if partial bowel obstruction) ; usually peristalsis audible 
without a stethoscope, and at times visible in large bowel types, absence of peristalsis 
indicating paralytic obstruction due to a superimposed peritonitis or bowel necrosis; 
fever and leukocytosis (usually closed-loop type with associated penetration or per- 
foration of the bowel, constituting after 48 or 72 hours in simple mechanical obstruc- 
tion presumptive evidence of impending or actual perforation or bowel necrosis) ; 
collapse; cold sweats; dry tongue and thirst; may be a sausage-shaped tumor in 
intussusception; x-ray. 

Chronic Ulcerative Colitis. Characteristics. Intermittent abdominal pain may be 
present, indistinguishable from that of irritable colon (see above). There is usually 
severe, diffuse, colicky pain, occurring as a rule with defecation. Tenesmus may ac- 
company the diarrhea. Some passages, however, occur without pain. 

Chief Signs. Violent diarrhea with offensive stools containing blood, pus, mucus, 
and shreds; abdominal distention and colonic tenderness; temperature variable 
(often fever); rapid pulse; wasting, debility, anemia; proctoscopy and sigmoido- 
scopy (punctate, miliary ulceration) ; chronicity with intermissions; X-ray. 

Tuberculous Peritonitis. Characteristics. A dull feeling of heaviness or fullness 
rather than actual general abdominal pain is usually present. It may be present from 
the very beginning or may arise after malaise and gastrointestinal disorder have 
existed for some time, but sooner or later it will develop. In the dry form, wherein 
there is but a small amount of fibrinous peritoneal fluid, adhesions are multiple and 
intestinal obstruction with its attendant symptoms and signs is common. In the wet 
form, wherein there is ascites, the abdomen is distended. 

Chief Signs. Occurrence especially in children; usually insidious onset, sometimes 
acute; chronicity; weakness, pallor, loss of weight; fever variable, often slight; loose- 
ness of the bowels; shifting dullness in the flanks with greatly distended abdomen 
(tympanites), or doughy abdomen with moderate distension, or palpable tumor 
masses; may be relative lymphocytosis; guinea pig inoculation with the aspirated 
fluid. 

Acute Occlusion of a Mesenteric Artery or Vein. Characteristics. There is sudden 
onset of violent abdominal pain. It is agonizing and persistent but is frequently as- 
sociated with severe colicky attacks. It is usually diffuse. 

Chief Signs. Vomiting; constipation, sometimes diarrhea; melena; manifestations 
of shock; ileus, abdominal tenderness, and rigidity late; fever after peritonitis de- 
velops; high leukocyte count. 

Chronic Lead Poisoning (Plumbism; Saturnism). Characteristics. The most com- 
mon type is the colic (lead or painter’s colic). The pain is diffuse, paroxysmal, and 
colicky, increased by pressure, and of a twisting or sawing character radiating from 
the umbilicus. The abdomen is hard and retracted, and constipation is obstinate. 

Chief Signs. Occupation; often pallor; constipation; general lassitude; blue line 
on the gums; may be wristdrop,; basophilic degeneration and stippling of the red 
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cells with anemia; arteriosclerosis; presence of lead in the urine and feces; may be 
encephalopathy. 

Less Common Causes. Hematologic diseases (onset of acute leukemia; hemo- 
philia with hemorrhage into the retroperitoneal structures, mesocolon, peritoneal 
cavity, or bowel wall; multiple myeloma with lower thoracic and lumbar vertebral 
destruction; polycythemia vera with splenic or other infarcts; pernicious anemia; 
iron deficiency anemia; myelophthisic anemia; aplastic anemia; Henoch’s purpura; 
hemolytic episodes and anemias, such as march hemoglobinuria, hemolytic transfu- 
sion reactions, blackwater fever, familial hemolytic icterus, paroxysmal nocturnal 
hemoglobinuria, sickle cell anemia, sickle cell thalassemia disease, sickle cell trait 
plus abnormal hemoglobin molecules); neurologic diseases (tabes dorsalis; diabetic 
neuropathy with abdominal crises; possibly abdominal migraine; abdominal epi- 
lepsy; abdominal neuralgias; multiple myeloma; osteoporosis; widespread vertebral 
metastases); metabolic diseases and electrolyte disturbances (hypokalemia; hyper- 
calcemia, rarely; uremia; acute hepatic necrosis, Laennec’s cirrhosis, or hepatitis, 
occasionally; pellagra and other vitamin deficiencies, sometimes; malabsorption 
syndromes, sometimes; diabetic acidosis; Cushing’s syndrome and Addison’s disease, 
usually vague shifting abdominal discomfort, occasionally severe and as a first symp- 
tom in the latter; porphyria; idiopathic hyperlipemia; hypocalcemia, rare); toxins 
(black widow bite; botulism; “the trembles”; poisonous mushrooms; ergot poison- 
ing, early stages; hemlock poisoning); drugs and chemicals (antimony poisoning; 
cadmium poisoning; zinc poisoning; methyl alcohol; inhalation of phosphorated 
hydrogen or arsenizated hydrogen; sulfhemoglobinemia and methemoglobinemia, 
probably caused by the ingestion of sulfide and nitrites; digitalis, at times; broad spec- 
trum antibiotics, at times; colchicine, at times; ganglionic blocking agents, at times; 
various substances taken in suicidal or homicidal attempts) ; malaria; trichinosis; Asi- 
atic cholera; typhoid fever; bacterial endocarditis; intestinal “flu”; hypersensitivity 
(collagen diseases, especially polyarteritis nodosa, rheumatic fever, and systemic 
lupus erythematosus without specific anatomic cause; serum sickness; allergy); 
chronic peritonitis (other than tuberculous); periodic peritonitis (rheumatic fever, 
lupus erythematosus, Armenian disease, or familial Mediterranean fever) ; congenital 
megacolon (Hirschsprung’s disease) ; rupture of the spleen (mild generalized abdom- 
inal pain, progressive weakness, shock, and anemia, following abdominal injury) ; 
rupture of an abdominal aneurysm; acute osteomyelitis of the dorsal and lumbar 
vertebrae; tuberculosis of the spine (chronic bilateral bellyache in children); acute 
cholecystitis (may be generalized and in the midabdomen at first) ; ruptured ectopic 
pregnancy (abdominal pain first in the pelvis, then generalized); neoplastic peri- 
tonitis; renal colic (at times pain so great as to be generalized); chronic intestinal 
obstruction; possibly visceroptosis; regional enteritis (with enterocolic fistula). 


GENERAL ABDOMINAL TENDERNESS 


Acute General Peritonitis. Characteristics. Even in the early stages the sensitive- 
ness of the abdomen may be extreme and the abdominal muscles are often rigidly 
contracted. The characteristic attitude of the patient is assumed to relieve pain and 
tenderness; he lies upon the back with the shoulders raised and the thighs drawn up. 

Chief Signs. See page 513. 

Toxic Gastritis. Characteristics. The abdomen is distended, tender, and painful on 
pressure, 
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Chief Signs. See page 519. 

Acute Intestinal Obstruction (Incarcerated or Strangulated Hernia; Intra-abdomi- 
nal Adhesions; Gallstone Obstruction; Foreign Bodies; Volvulus—Small Bowel, Sig- 
moid, Cecum; Left-Sided Carcinoma of the Colon; Diverticular Abscess). Character- 
istics. Early in the case there is neither tenderness nor rigidity; as paralysis begins, 
tenderness develops. When tenderness exists, tapping is more apt to cause pain than 
pressure; in fact, early in the course, pressure may actually afford some relief. When 
peritonitis arises, of course, tenderness becomes acute and rigidity develops. 

Chief Signs. See page 514. 

Tuberculous Peritonitis. Characteristics. The abdomen is tender, though not ex- 
tremely so. Occasionally it is not tender. 

Chief Signs. See page 515. 

Acute Enterocolitis. Characteristics, In severe cases tenderness may be diffuse, 
being not only present in the periumbilical region, but also well marked in the flanks 
and along the course of the great bowel. 

Chief Signs. See page 513. 

Acute Pancreatitis. Characteristics. Diffuse abdominal tenderness is characteris- 
tic of severe involvement. 

Chief Signs. See page 519. 

Acute Perforation of Peptic Ulcer. Characteristics. Generalized tenderness of the 
abdominal wall is present even before other signs of general peritonitis supervene. 

Chief Signs. See page 518. 

Less Common Causes. Rupture of the intestine; food poisoning. 


PAIN IN THE EPIGASTRIUM 


(See also, Pain in the Sternal Region, page 398.) 


Duodenal Ulcer. Characteristics. Epigastric pain occurs late in digestion, one to 
three hours after eating, and at night. The pain is often merely a sensation of gnaw- 
ing or hunger. It is relieved by food, fluid, antacid, vomiting, aspiration of stomach 
contents, and the occurrence of severe gastric hemorrhage, but not by belching, def- 
ecation, or the passage of flatus. The pain is located in the right of the epigastrium, 
slightly below the tip of the xiphoid process and above the umbilicus, radiating more 
to the right of the midline than to the left and rarely above the xiphisternal junction. 

Chief Signs. Long periods of remission; may be tarry feces or occult blood in the 
stools; dyspepsia; hyperacidity and hypermotility of the stomach; may be rigidity of 
the right rectus and tenderness above and to the right of the umbilicus; slight weight 
loss; may be anemia; x-ray (ulcer niche or deformity of the duodenal cap). 

Gastric Ulcer. Characteristics. A boring, gnawing pain occurs just below the ensi- 
form soon after eating. It is circumscribed, of variable intensity, and persists while 
food is in the stomach, being relieved by vomiting or the passage of food through the 
pylorus. Most patients who have gastric ulcer of the perforating type have localized 
pain in the left upper abdominal quadrant along the costal margin. In chronic ulcers 
the pain may be lower in the epigastrium and more diffuse. It may be a burning or 
only a heavy sensation, and there may be severe paroxysms. It is increased by pres- 
sure, however slight. Pain is rare at night or on an empty stomach. There is irregular 
relief by food and alkali. A sharply defined area of tenderness is present in the epi- 
gastrium. There may be freedom for a week and then recurrence, but this is not as 
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commonly observed as in duodenal ulcer. The differences between gastric and duo- 
denal ulcer are so unreliable that in the individual case a clinical diagnosis as to 
location is rarely justified. 

Chief Signs. Vomiting; hematemesis; anemia; some wasting; good appetite (but 
afraid to eat); dyspepsia; gastric analysis (usually hyperacidity ); x-ray (ulcer crater 
of the stomach wall). 

Carcinoma of the Stomach. Characteristics. Epigastric pain may or may not be an 
early symptom. The syndrome of pyloric obstruction may be the first manifestation 
wherein relief of epigastric pain by food may be partial or absent, or pain may be 
worsened by eating. The pain so produced may be relieved several times during the 
day if vomiting occurs, or it may build up steadily to a peak in the evening, with slow 
subsidence during the night as the stomach gradually empties. At other times the 
classic syndrome of peptic ulcer may be the presenting complaint, with moderate or 
severe midepigastric pain, partially or completely relieved by food or alkali. Occa- 
sionally in carcinoma of the cardia of the stomach the presenting complaint will be 
heartburn (see page 509), or dysphagia. Unfortunately, all too frequently, pain or 
discomfort of any appreciable degree is a late manifestation of the disease. 

Chief Signs. Occurrence in late middle life; dyspepsia, anorexia (especially for 
meat); nausea and vomiting; may be hematemesis,; emaciation; anemia (yellow 
tint); may be palpable tumor; may be enlarged glands in the neck and left axilla; 
gastric analysis (absence of free hydrochloric acid, low total acidity, Boas-Oppler 
bacillus, sarcinae, bacteria, blood, organic acids) ; x-ray (irregular filling defect). 

Perforated Peptic Ulcer (Gastric or Duodenal). Characteristics. There is sudden, 
severe, continuous, epigastric or diffuse upper abdominal pain, spreading over the 
whole abdomen as general peritonitis develops, and accompanied by boardlike 
rigidity and tenderness of the epigastrium. Severe pain may be absent in the presence 
of perforation in patients receiving adrenal steroid therapy. 

Chief Signs. May or may not be a history of previous stomach trouble; sudden on- 
set; shock; pulse often strong, but increasing steadily in rate; temperature at first sub- 
normal, but later rising; latent period of a few hours, followed by symptoms of general 
peritonitis (see page 513); x-ray (free air in the peritoneal cavity). 

Acute Gastritis. Characteristics. There is burning midepigastric pain tending to be- 
come severe within a few minutes after eating, unreliably relieved by alkali and often 
only partially relieved by vomiting. 

Chief Signs. See page 508. 

Postgastrectomy Syndrome (Dumping Syndrome). Characteristics. Dull epigastric 
pain and nausea may occur a few minutes after the ingestion of food in patients who 
have had a total or partial gastrectomy. The pain is usually of brief duration and sub- 
sides spontaneously. When it continues longer the afferent-loop syndrome is probably 
present, wherein ingested material flows freely into the afferent loop while the efferent 
loop is blocked. Under such conditions only vomiting may relieve the distress. At times 
epigastric pain may again occur in these patients two or three hours after eating (late 
postprandial syndrome ) associated with nausea, trembling, and faintness. 

Chief Signs. Presence of total or partial gastrectomy; postprandial. weakness, 
sweating, trembling; dietary control; x-ray (afferent-loop syndrome). 

Chronic Gastritis. Characteristics, Pain is not characteristic of the disease. There 
are feelings of distress or oppression after eating which may become aggravated and 
amount to actual pain. When the stomach is empty there may also be a painful sensa- 
tion. There is pain on pressure over the stomach, usually diffuse and not severe. 
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Chief Signs. See page 551. 

Acute Myocardial Infarction. Characteristics. The pain not infrequently is low 
enough to be described as epigastric. It may be merely a sense of oppression but often 
is severe. 

Chief Signs. See page 398. 

Chronic Pancreatitis. Characteristics. While notoriously indefinite as to symptom- 
atology, some cases may develop rather acutely with epigastric pain, nausea, vomit- 
ing, and jaundice. Differing from gallstone colic, however, the pain is in the middle 
of the epigastrium and passes to the left rather than to the right, with tenderness in 
the same region. A series of such attacks may follow. In certain other cases the pain 
may develop slowly, or it may be experienced as a mild postprandial epigastric dis- 
tress. In many cases pain is absent or due to gallstone colic. 

Chief Signs. May be those of gallstones; dyspepsia; jaundice; vomiting; may be 
palpable enlargement of the head of the pancreas. 

Toxic Gastritis. Characteristics. There is intense pain in the mouth, throat, and 
stomach, and the abdomen is tender, distended, and painful on pressure. 

Chief Signs. History of taking poison (phosphorus, phenol, arsenic, bichloride of 
mercury, ammonia) ; salivation; difficulty in swallowing; constant vomiting of bloody 
fluid; collapse; may be albumin or blood in the urine; may be petechiae in the skin; 
corrosion of the mucous membrane of the mouth and pharynx; chemical examination 
of the vomitus. 

Cholelithiasis (Gallstones). Characteristics. Sometimes gallstones may be the 
cause of epigastric pain which may even be definitely related to meals or to the taking 
of a particular article of food. The severe pain of gallstone colic is more often in the 
epigastrium than in the right upper quadrant; rarely it may be felt even on the left 
side. 

Chief Signs. See page 523. 

Acute Pancreatitis. Characteristics. Constant or colicky, severe pain usually begins 
suddenly in the midline of the epigastrium and spreads to both hypochondriac areas 
and both costal margins, more often the left. As it increases in severity it may radiate 
directly through to the back. Less often it spreads to the region of the left scapula, the 
flanks, or the lower abdomen. At times it spreads substernally, simulating myocardial 
infarction. 

Chief Signs. Sudden onset; shock and collapse; early, copious, and bile-stained 
vomiting, without relief of pain, abdominal distention, rigidity, and tenderness; re- 
duced or absent bowel sounds; constipation; subnormal temperature, leukocytosis; 
elevated serum amylase and lipase. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Gastric crises may occur 
early and persist as the most prominent feature. The onset is usually sudden, with 
pain of a severe, burning, twisting type in the epigastrium, radiating to the back and 
behind the sternum. Vomiting follows the pain and may be quite independent of food. 
Pallor, sweating, cold extremities, anda small pulse are often associated. 

Chief Signs. History of syphilis (6 to 15 years previous); soft abdomen, absence 
of temperature elevation; elevated blood pressure; lightning pains; absence of the 
knee jerks; Argyll Robertson pupils; Romberg’s sign; later, ataxic gait; sensory 
changes; trophic lesions; hypotonia; difficulty in micturition; optic atrophy; ocular 
palsies; positive serology; spinal fluid examination (positive serology, increased 
globulin, lymphocytosis, colloidal gold tabetic curve He 

Carcinoma of the Pancreas. Characteristics. Pain is often the first symptom noted. 
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It is located chiefly in the midline of the epigastrium and the lower dorsal spine, but 
it may be appreciated mostly in the right or left upper quadrant in lesions of the head 
and tail of the gland, respectively. Spread to the umbilical, hypogastric, or flank areas 
is not uncommon. The pain is constant rather than intermittent. It varies in inten- 
sity from mild to very severe, is unaffected by the ingestion of food or vomiting, and is 
usually worse in the supine position. 

Chief Signs. Occurrence in middle life; may be migratory thrombophlebitis 
(early); intense progressive jaundice; occasionally nausea and vomiting; enlarged 
gallbladder; may be palpable mass deep in the epigastrium; may be glycosuria; rapid 
emaciation; x-ray examination (duodenal deformity); cytologic study of duodenal 
secretions. 

Abdominal Angina. Characteristics. Severe epigastric pain may occur in parox- 
ysms, especially upon exertion. It radiates back to the spine or upward beneath the 
sternum. There is usually hyperesthesia of the solar plexus. The attack is often at- 
tended by flatulence, tenesmus, and other abdominal symptoms, and lasts from a few 
minutes to a few hours. 

Chief Signs. Collapse and fear of sudden death; faintness; presence of cardiovascu- 
lar disease (atheromatous, hypertensive ) ; relief by the use of vascular dilators. 

Achylia Gastrica. Characteristics. In some cases severe epigastric pain may occur 
while food is in the stomach. If the motility of the stomach is good, symptoms may be 
slight. 

Chief Signs. May be wasting; may be vomiting; sore tongue; appetite variable; may 
be diarrhea, relieved by hydrochloric acid; may be pernicious anemia or gastric car- 
cinoma; gastric analysis (complete absence of hydrochloric acid and ferments, very 
low organic acidity ). 

Subphrenic Abscess (Subdiaphragmatic Abscess). Characteristics. There may be 
severe pain and tenderness in the epigastrium and right hypochondrium, especially 
if the abscess is to the right of the suspensory (falciform) ligament of the liver or 
extraperitoneal (on the bare area of the liver). 

Chief Signs. May be initial symptoms of perforative ulcer or appendicitis, followed 
later by symptoms of suppuration (chills, fever, wasting, leukocytosis); may be 
vomiting, bilious or bloody; embarrassed respiration; may be movable bubble of air 
or a palpable mass in the epigastrium; tenderness and rigidity; may be thoracic signs 
(dullness, diminished breath sounds, or tympany ) ; exploratory puncture; x-ray (ele- 
vated, fixed hemidiaphragm with gas bubble and fluid level below). 

Congestive Heart Failure. Characteristics. Severe epigastric pain may occur, which 
may even simulate the pain of gastric ulcer. In such cases the pain is aggravated by 
exertion. There may be epigastric tenderness. 

Chief Signs. See page 497. 

Aerophagia. Characteristics. Severe epigastric pain, sometimes radiating subster- 
nally, may occur in “air swallowers” as a result of overdistention of the stomach occa- 
sioned by gastric air retention. 

Chief Signs. Often neurotic personality traits; at times a habit in otherwise normal 
individuals developed in an effort to provide temporary relief from dull epigastric or 
left hypochondriac distress, the etiology of which is unknown; may be severe chest 
pain; dyspnea; palpitation; sometimes fear of impending death; abrupt relief some- 
times in severe cases by tube evacuation of gastric contents; in severe cases with com- 
promise of stomach blood supply much pain and prostration; x-ray. 

Aneurysm of the Abdominal Aorta. Characteristics. There may be pain in the epi- 
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gastrium which radiates to the back where it is most severe. It is intense and persist- 
ent. 

Chief Signs. History of syphilis; pulsating expansile tumor on deep palpation; re- 
tardation of the femoral pulses; epigastric pulsation; systolic bruit; may be gastric 
symptoms; x-ray (erosion of bodies of vertebrae leaving the disks intact). 

Pulsating Abdominal Aorta (Dynamic Aorta). Characteristics. Pain similar to 
abdominal aneurysm may occur. 

Chief Signs. Occurrence usually in neurotic women; may be enteroptosis; vigor- 
ously pulsating aorta; absence of tumor. 

Epigastric Hernia. Characteristics. There may be recurring attacks of severe spon- 
taneous pain in the epigastrium, often aggravated by coughing or straining, which 
are sharply localized at the site of herniation. 

Chief Signs. Palpation of small tender mass or masses, usually along the linea alba. 

Pancreatic Cyst. Characteristics. Deep-seated pain, which is relatively constant 
and sometimes relieved by bending forward, is present in the epigastrium or back. At 
times a large tumor mass gives rise to a sensation of epigastric pressure. 

Chief Signs. Presence of a smooth, spherical, fluctuating, often movable tumor 
above the umbilicus (stomach above and colon below); nausea and vomiting; rarely 
jaundice, glycosuria, and pancreatic stools. 

Pancreatic Lithiasis and Calcification of the Pancreas. Characteristics. The so- 
called pancreatic colic is a colicky, deep-seated, epigastric pain, penetrating to the 
midline of the back and radiating to the left hypochondriac and left scapular areas. 
The colic is accompanied by vomiting, exhaustion, and sometimes actual collapse. 

Chief Signs. Vomiting; fever; ptyalism; occasionally transient jaundice, glycosuria, 
fatty stools; x-ray. 

Acute Appendicitis. Characteristics. The pain in the majority of cases is first re- 
ferred to the epigastrium or umbilical region and only later is localized to the right 
iliac fossa. 

Chief Signs. See page 530. 

Hiatus Hernia. Characteristics. Pain is the most common presenting complaint, 
and it often takes the form of a dull to severe midepigastric distress inconstantly re- 
lieved by food or an antacid in symptomatic cases. 

Chief Signs. See page 402. 

Pylorospasm (Functional). Characteristics. Cramplike pains in the lower epigas- 
trium in the region of the pylorus occur two or three hours after the ingestion of a 
meal at the height of digestion, at first appearing at irregular intervals and lasting but 
a short time, but gradually becoming more frequent and of longer duration. 

Chief Signs. Exclusion.of organic disease; may be vomiting; may be palpable tumor 
in marked grades; x-ray; relief by antispasmodics. 

Hyperacidity (Hyperchlorhydria). Characteristics. There is burning pain or dis- 
comfort in the epigastrium in the later period of digestion, relieved temporarily by 
the taking of food, fluid, alkalies, or by vomiting. 

Chief Signs. Occurrence in well-nourished persons of neurotic temperament; re- 
current attacks at intervals; no loss of appetite; vomiting; acid eructations; constipa- 
tion; gastric analysis (excess of hydrochloric acid) ; exclusion of organic disease. 

Less Common Causes. Acute intestinal obstruction; pleurisy; intercostal neuralgia; 
strain of the abdominal muscles; rheumatic fever; cholecystitis; spinal caries; gas- 
tralgia; peptic ulcer of the esophagus; acidosis (especially in diabetes mellitus); 
linitis plastica; gastric adhesions; enteroptosis; hepatoptosis; movable kidney; dis- 
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tended transverse colon; syphilis of the stomach; tuberculous peritonitis (tabes mes- 
enterica); abscess of the liver; gumma of the liver; pneumonia (in children) ; cancer 
of the liver; perihepatitis; tuberculosis of the stomach; Asiatic cholera; pulmonary 
thrombosis; acute yellow atrophy of the liver; yellow fever; enterospasm; Addison’s 
disease; chronic appendicitis; herpes zoster; tumor of the spinal cord; dissecting 
aneurysm; phlegmonous gastritis; acute hepatitis; biliary dyskinesia; prolapsed gastric 
mucosa; gastric sarcoid; gastric eosinophilic granuloma; Budd-Chiari syndrome; 
amyloidosis of the stomach; benign and malignant tumors of the small intestine (low 
epigastric or periumbilical pain, cramping, often postprandial); superior mesenteric 
artery syndrome; diverticulitis of the duodenum or jejunoileum; annular pancreas; 
spondylitis; retroperitoneal hematoma (pyloric obstruction) ; hydronephrosis (vague 
epigastric discomfort, may be episodes of abdominal crisis) ; renal calculi; horseshoe 
kidney with hydronephrosis; epididymitis; testicular tumor (dull aching pain in “pit 
of the stomach”); hemochromatosis (usually epigastric or right upper quadrant) ; 
pheochromocytoma (sometimes epigastric pain or tightness); acute gastric dilata- 
tion; pyloric stenosis; gastric volvulus; costochondral disarticulation, carcinoma of 
the lower esophagus; cascade stomach; duodenal ileus; xiphoidalgia; eventration of the 
diaphragm; apoplexy of the lesser omentum. 


TENDERNESS IN THE EPIGASTRIUM 


Tenderness in the epigastrium often follows severe coughing or vomiting, or ex- 
cessive use of the abdominal muscles. Firm and steady pressure relieves reflex ab- 
dominal tenderness but aggravates tenderness due to inflammation. Sudden pain im- 
mediately following quick release of deep pressure (rebound tenderness) indicates 
peritoneal inflammation. 

Perforated Peptic Ulcer (Gastric or Duodenal). Characteristics. There is first a 
severe tenderness in the epigastrium or right hypochondriac region, but as general 
peritonitis develops it becomes universal. 

Chief Signs. See page 518. 

Ulcer of the Stomach. Characteristics. Tenderness on pressure is common, even 
by the waistband. There may be an area of superficial tenderness, in a small area 
one half to one inch in diameter, sharply defined, between the ensiform cartilage and 
the left costal margin. Less often there is a similar dorsal area of tenderness between 
the seventh and eleventh dorsal spines, slightly to the left. 

Chief Signs. See page 517. 

Carcinoma of the Stomach. Characteristics. There may be tenderness on pressure 
in the epigastrium. The areas of skin tenderness are referred to the region between 
the nipple and the umbilicus in front, and from the fifth to the twelfth spine behind. 

Chief Signs. See page 518. 

Psychoneurosis. Characteristics. Functional cardiospasm or pylorospasm results 
in intermittent episodes of epigastric pain of variable duration and intensity. 

Chief Signs. See page 498. 

Acute Gastritis. Characteristics. The abdomen may be slightly tender’in the epi- 
gastric region and somewhat distended. 

Chief Signs. See page 509. 

Chronic Gastritis. Characteristics. There is pain on pressure over the stomach, usu- 
ally diffuse and not severe. Epigastric tenderness may be aggravated by the ingestion 
of food, nausea, or vomiting, 


Pain in the Right Hypochondrium 523 


Chief Signs. See page 551. 

Congestive Heart Failure. Characteristics. A certain amount of epigastric tender- 
ness is present due to the dilated right ventricle and passive congestion of the liver. 

Chief Signs. See page 497. 

Food Poisoning. Characteristics. There is tenderness over the epigastrium and 
sometimes over the whole abdomen. 

Chief Signs. See page 514. 

Less Common Causes. Subphrenic abscess; chronic penetrating peptic ulcer; aci- 
dosis; acute appendicitis; cholelithiasis; acute pancreatitis; chronic pancreatitis; dia- 
phragmatic pleurisy; toxic gastritis; hepatic abscess (left lobe); epigastric hernia; 
herpes zoster; acute yellow atrophy; carcinoma of the liver; hypochondriasis; hysteria; 
acute pericarditis; linitis plastica; epidemic pleurodynia; Addison’s disease; xiphoid- 
algia. 


PAIN IN THE RIGHT HYPOCHONDRIUM 
(See also Lumbar Pain, page 613; and Pain in the Side of the Chest, page 404.) 


The right hypochondriac area is richly endowed with organs and structures cap- 
able of producing pain; these include: 1, the liver, biliary passages, and gallbladder; 
2, the gastric pylorus; 3, the duodenum; 4, the head of the pancreas; 5, the right 
kidney; 6, the portal venous system; 7, the hepatic flexure of the colon; and 8, the 
subdiaphragmatic area. In addition, pain may be referred to this area from the ap- 
pendix, uterine appendages, thorax and its contents, or the spine. Thus, pain in this 
area often presents a perplexing diagnostic problem, not only because of the number 
of individual entities which can produce it, but also because of the ever-present dan- 
ger that disease may be present in more than one of these sites at the same time. 

Acute Cholecystitis with Cholelithiasis. Characteristics. Sudden, sharp, severe, 
constant pain occurs which may vary in intensity during an attack and which may be 
at first generalized and in the midabdomen. Acute colic is common and is generally 
accompanied by radiation of pain to the right scapular area and shoulder. Definite 
localization of the pain to the right hypochondrium occurs once the inflammatory re- 
action has spread to involve the contiguous peritoneum. 

Chief Signs. Usually a history of previous biliary colic; nausea and vomiting, rigors, 
rapid pulse, high temperature (100° to 103° F.), prostration, leukocytosis (between 
14,000 and 25,000 with a shift to the left); signs of peritoneal irritation (tenderness 
and rigidity); slight jaundice; gallbladder sometimes palpable; Murphy’s sign (ag- 
gravation of pain on deep breathing as the inflamed gallbladder impinges against the 
examining hand) ; Boas’s sign (hyperesthesia posteriorly along the paravertebral zone 
of 8 to 10 per cent and anteriorly above the umbilicus); percussion tenderness; x- 
rays. 

Chronic Cholecystitis with or without Cholelithiasis. Characteristics. The severity 
of pain is variable. The patient may have typical attacks of biliary colic characterized 
by an abrupt onset of agonizing pain in the right hypochondriac region which radiates 
through to the back, underneath the right scapula or down the right arm. Occasion- 
ally the pains are felt in the midabdomen or even in the lower thoracic regions. The 
pain of biliary colic is usually so intense the patient rolls about in agony. Such attacks 
usually last from 3 to 12 hours and spontaneously subside. In the absence of an at- 
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tack of biliary colic symptoms of cholecystitis may be intermittently present. These 
may consist in repeated bouts of right upper quadrant pain, indigestion, and nausea. 
At times there may be poor localization of pain or some other abdominal discomfort 
associated with upper abdominal bloating, belching, and intolerance to fatty foods. 

Chief Signs. May be a history of previous attacks; prodromes in cases of colic (epi- 
gastric oppression relieved by eructations or vomiting); attacks of dyspepsia; may 
be jaundice in cases of colic (usually transient and slight unless the common duct is 
obstructed); tenderness over the gallbladder; slight rigors; fever (1024to OSE). 
and variable degree of collapse in cases of colic; x-ray and gallbladder visualization 
(Graham technic). 

Acute Cholecystitis without Cholelithiasis. Characteristics. In the absence of stones 
the onset of pain is less sudden, discomfort yielding to pain which gradually becomes 
more marked as tenderness appears and the gallbladder enlarges. Eventually the pic- 
ture becomes indistinguishable from acute cholecystitis with cholelithiasis (see 
above). 

Chief Signs. See Acute Cholecystitis with Cholelithiasis. 

Irritable Colon (Adaptive Colitis; Mucous Colitis). Characteristics. Steady or in- 
termittent pain may be localized to the right upper quadrant. 

Chief Signs. See page 514. 

Diaphragmatic Pleurisy. Characteristics. The pain is low in the zone of the dia- 
phragm, may simulate that of acute abdominal disease, and may be intensified by 
pressure at the point of insertion of the diaphgram at the tenth rib. It is often ag- 
gravated by cough or deep breathing. There may also be pain referred to the neck 
and shoulder. The pain is accompanied by hyperesthesia of the skin, but deep pres- 
sure in the gallbladder and appendix region is well borne. 

Chief Signs. Respiration thoracic and short; may be attacks of dyspnea or angina; 
large effusions rare; intensive subjective with trifling objective features; exclusion of 
abdominal disease. 

Subphrenic Abscess (Subdiaphragmatic Abscess). Characteristics. There may be 
severe pain and tenderness in the right hypochondrium. 

Chief Signs. See page 520. 

Carcinoma of the Liver (Primary or Metastatic). Characteristics. Pain or a sen- 
sation of uneasiness in the right hypochondriac region may be present, but enormous 
enlargement of the liver may occur without the slightest pain. 

Chief Signs. See page 581. 

Abscess of the Liver (Tropical or Pyemic). Characteristics. The early pain of 
these lesions is likely to be steady, uninfluenced by meals or bodily movement, and 
usually widespread over the right hypochondrium and epigastrium. Later, usually as 
a result of irritation of the parietal peritoneum and adhesions to the parietal struc- 
tures, the pain becomes more severe. It tends to be more sharply localized to the right 
upper quadrant and epigastrium, and is often increased by deep breathing or position 
change. At times, with diaphragmatic irritation, the most severe discomfort may be 
localized in the right flank, the right lower chest, or the right shoulder. 

Chief Signs. History or presence of amebiasis (tropical ulcer) or presence of severe 
constitutional symptoms of sepsis (pyemic abscess); enlarged, tender liver; slight 
jaundice; fever, rigors, sweats, leukocytosis; identification of Entamoeba histolytica 
in the stools; amebic complement-fixation test; blood cultures; aspiration (pus). 

Acute Appendicitis, Characteristics. The pain may extend to or be mainly in the 
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right hypochondrium in cases of retrocecal position or in cases of maldescended ap- 
pendix. 

Chief Signs. See page 530. 

Carcinoma of the Gallbladder. Characteristics. Discomfort is present in the right 
hypochondrium, and there may be attacks of severe paroxysmal pains and superficial 
tenderness. Pain on pressure is present between these attacks. 

Chief Signs. Occurrence in late middle life; usually progressive jaundice; palpable 
gallbladder; cachexia; enlarged liver. 

Primary Biliary Cirrhosis (Hanot’s Disease). Characteristics. Attacks of pain in 
the region of the liver occur, which may be severe and associated with nausea and 
vomiting. The pain in other cases may be slight and dragging. 

Chief Signs. Occurrence in young adults, usually females; chronicity, progressive 
weakness and malaise; progressive jaundice, deepening with each attack of pain; liver 
and spleen greatly enlarged with firm edges; bile in the urine without clay-colored 
stools; absence of ascites. 

Gumina of the Liver. Characteristics. Pain in the right hypochondrium or epigas- 
trium is common. 

Chief Signs. History of syphilis; liver large and tender, causing a smooth prominent 
bulging in the epigastrium; may be palpable spleen; positive serology. 

Less Common Causes. Duodenal ulcer; constipation (with flatulence or impaction 
at the hepatic flexure); perihepatitis; nephrolithiasis (usually in the flank); portal 
cirrhosis of the liver; carcinoma of the bile ducts; carcinoma of the hepatic flexure of 
the colon; pneumonia; pulmonary embolism with low pleural involvement; pleurisy; 
angina pectoris; carcinoma of the stomach; carcinoma of the head of the pancreas; 
acute hepatitis (viral or toxic) ; chronic appendicitis; pyelitis; movable kidney (Dietl’s 
crisis ) ; tuberculosis of the kidney; tumor of the kidney; herpes zoster; intercostal neu- 
ralgia; sprain (bowler’s side); tabes dorsalis; enteroptosis; hydatids of the liver (in- 
flamed); acute yellow atrophy; polyarteritis nodosa; distoma hepatica; spinal cord 
tumor; biliary dyskinesia; hydrops of the gallbladder; empyema of the gallbladder; 
cholesterosis of the gallbladder; polyp of the gallbladder; ulcerative colitis; amebic 
and bacillary dysentery; Budd-Chiari syndrome; acute pericarditis; chronic con- 
strictive pericarditis; subhepatic abscess; slipping rib; perinephric abscess; secondary 
biliary cirrhosis; spondylitis; pylephlebitis; hemochromatosis; Curtis-Fitzhugh syn- 
drome (gonorrhea in the female with right upper quadrant pain); right nephrocolic 
fistula; idiopathic jaundice (Dubin-Johnson syndrome); superior mesenteric artery 
syndrome (radiation of pain to the right upper quadrant) ; carcinoid syndrome; rup- 
tured intervertebral disk; metastatic carcinoma of the spine; osteoarthritis of the spine; 
hepatodiaphragmatic interposition of the colon. 


TENDERNESS IN THE RIGHT HYPOCHONDRIUM 


Acute Cholecystitis with or without Cholelithiasis. Characteristics. There is usu- 
ally marked tenderness to palpation and percussion in the right upper quadrant. The 
distended gallbladder may sometimes be palpated. 

Chief Signs. See page 523. 

Congestive Heart Failure. Characteristics. The liver is usually enlarged and tender, 
the degree of tenderness being a measure of the congestion of that organ. 

Chief Signs. See page 497. 

Cirrhosis of the Liver (Portal). Characteristics. The liver, even at an early stage, 
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is usually enlarged and may be tender; it is usually palpable with a hard edge and a 
rough surface. 

Chief Signs. See page 572. 

Diaphragmatic Pleurisy. Characteristics. There may be tenderness in the region of 
the gallbladder simulating visceral disease, possibly even accompanied by rigidity. 
This tenderness, however, is a hyperesthesia, and deep-seated pressure over the gall- 
bladder and appendix is well borne. 

Chief Signs. See page 524. 

Abscess of the Liver (Tropical or Pyemic). Characteristics. Pain on pressure over 
the liver is usually present, particularly on deep pressure at the costal margin in the 
nipple line. 

Chief Signs. See page 524. 

Subphrenic Abscess. Characteristics. There is tenderness in the lower part of the 
right chest when pressure is made through one or through several intercostal spaces. 
It may also be in the upper right quadrant. The tenderness is more superficial than 
in other forms of organic disease and tends to be present mainly when the abscess is 
close to the skin surface. Muscular rigidity is usually present. 

Chief Signs. See page 520. 

Less Common Causes. Carcinoma of the liver; chronic cholecystitis with choleli- 
thiasis; acute hepatitis (viral and toxic); perihepatitis; sarcoma of the liver; Weil’s 
disease; suppurative pylephlebitis; cholangitis; malaria; obstructive jaundice; influ- 
enza; acute yellow atrophy; hydatids of the liver (inflamed); phosphorus poisoning; 
relapsing fever; hydrops of the gallbladder; empyema of the gallbladder; cholesterosis 
of the gallbladder; carcinoma of the gallbladder; Budd-Chiari syndrome; subhepatic 
abscess (tenderness at the site where the abscess approaches the abdominal wall); 
irritable coion; appendicitis (maldescended appendix ). 


PAIN IN THE LEFT HYPOCHONDRIUM 
(See also, Lumbar Pain, page 613; and Pain in the Side of the Chest, page 404.) 


Pain in the left hypochondrium is not nearly so common as pain in the right. Prob- 
ably nine tenths of all instances of pain in this region, coincidentally with pains in 
the lower thoracic region on the left side, are of gastric origin and are symptomatic 
of gaseous distention of the fundus of the stomach, i.e., flatulence, meteorism, aero- 
phagia. This distention is usually dependent upon such conditions as gastric neurosis, 
hyperacidity, chronic intestinal disease, cholelithiasis, chronic appendicitis, and aero- 
phagia. 

Fecal Impaction. Characteristics. Occasionally there is pain due to obstruction or 
distention of the splenic flexure by fecal masses. Usually it is a dull pressure pain. 
The pain may disappear after the administration of a few large enemas, thus estab- 
lishing the diagnosis. 

Chief Signs. Constipation; colicky pains; x-ray. 

Splenic Flexure Syndrome. Characteristics. Sharp left upper quadrant pain ag- 
gravated by breathing and sometimes simulating angina pectoris may occur as a result 
of a gas-filled splenic flexure rubbing upon the diaphragm. 

Chief Signs. May be constipation; relief by enema; x-ray (a large volume of gas 
trapped in the splenic flexure). 

Splenic Infarction. Characteristics. A sudden violent pain is felt in the left hypo- 
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chondrium, splenic region, left flank, and left shoulder. It may be described as a 
burning, crushing, or stinging pain, and is worsened by cough and deep breathing. 
The spleen may be tender or insensitive. 

Chief Signs. Presence of cardiac disease, a septic process, polyarteritis, polycythe- 
mia, sickling (with sudden ascent to high altitudes); sudden onset; palpable spleen; 
fever; occasionally friction sound. 

Splenomegaly. Characteristics. Occasionally there is dull pain in the left hypo- 
chondrium and splenic regions, but often only a sense of tension. If there is an asso- 
ciated perisplenitis the pain may be more severe. 

For causes see page 584. 

Irritable Colon (Spastic Colon, Adaptive Colitis, Mucous Colitis). Characteris- 
tics. There may be fullness and pain in the left hypochondrium, often spreading to the 
substernal area. There is often associated tenderness on pressure in the left upper 
quadrant. 

Chief Signs. See page 514. 

Carcinoma of the Colon (Splenic Flexure). Characteristics. A new growth in the 
splenic flexure of the colon may cause pain in the left hypochondrium. There may be 
a permanent dull pain or paroxysmal colicky pains persisting for a long time. These 
attacks are synchronous with periods of constipation or emesis, and are relieved by 
free evacuation of the bowels. The pain may persist for a time as the only symptom. 
In many cases, however, pain is absent. 

Chief Signs. Occurrence in late middle life; meteorism; visible peristalsis; rigidity 
of the intestine; presence of a palpable tumor; alternating constipation and diarrhea; 
later, cachexia; macroscopic or occult blood in the stools; x-ray examination with a 
barium enema. 

Less Common Causes. Movable spleen; contusion of the spleen; rupture of the 
spleen (immediate or delayed); abscess of the spleen; acute congestion of the spleen 
(in infectious diseases); pleurisy; herpes zoster; intercostal neuralgia; angina pec- 
toris; hyperchlorhydria; flatulence; gastric ulcer and carcinoma (cardiac end); chole- 
lithiasis (rare); abdominal aneurysm; movable kidney (Dietl’s crisis); subphrenic 
abscess; pancreatic calculi; pneumonia; pulmonary embolism; gastroptosis; tabes 
dorsalis (gastric crisis); diaphragmatic hernia; perinephric abscess; pyelitis; nephro- 
lithiasis; tuberculosis of the kidney; tumor of the kidney; ulcerative colitis; pancre- 
atitis (radiation of pain to the left hypochondrium); carcinoma of the tail of the 
pancreas; slipping rib; nephrocolonic fistula; pyonephrosis; spondylitis; spinal cord 
tumor; ruptured intervertebral disk; metastatic carcinoma of the spine; osteoarthritis 
of the spine. 


TENDERNESS IN THE LEFT HYPOCHONDRIUM 


Simple flatulence or distention of the stomach may give rise to tenderness in this 
region. 

Irritable Colon (Spastic Colon; Adaptive Colitis; Mucous Colitis). Characteristics. 
There is often a tender spot between the navel and the left costal border. 

Chief Signs. See page 514. 

Chronic Myeloid Leukemia. Characteristics. The spleen may be tender due to the 
associated perisplenitis. 

Chief Signs. See page 585. 
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Splenic Infarction. Characteristics. An enlarged spleen with tenderness on deep 
pressure may be found. 

Chief Signs. See page 526. 

Less Common Causes. Fecal impaction; influenza; typhoid fever; malaria; tuber- 
culosis of the spleen; relapsing fever, abscess of the spleen; carcinoma of the spleen; 
splenic anemia; diaphragmatic pleurisy; subphrenic abscess; intercostal neuralgia. 


PAIN IN THE UMBILICAL REGION 


Acute Intestinal Obstruction (Intussusception; Volvulus; Bands; Strangulated 
Hernia). Characteristics. The pain is usually referred to the middle of the abdomen, 
especially in obstruction of the small bowel, but exact localization possesses no real 
significance. It is important to note that in the early stages the abdomen is not sensi- 
tive to pressure. In large bowel obstruction the pain is usually localized in the early 
stages. The pain is intermittent and colicky. Constant pain suggests impending necro- 
sis of the obstructed, bowel with associated peritonitis or the presence of paralytic 
ileus. 

Chief Signs. See page 514. 

Chronic Intestinal Obstruction (Carcinoma of the Bowel; Strangulation; Stricture; 
Impacted Feces). Characteristics. There is intermittent colicky pain, often referred 
to the umbilical region. The attacks of pain are similar to those of acute obstruction, 
but are milder, and extend over a period of months or years. The severity of the 
symptoms varies and gradually increases. Symptoms of acute obstruction may finally 
supervene. 

Chief Signs. Chronic intestinal disturbance; visible peristalsis and distention; may 
be palpable tumor (due to intermittent spasm of the intestine, or to growth or fecal 
mass) ; constipation or diarrhea; anemia, wasting, ill-health; examination of the feces 
(blood, especially in carcinoma); sigmoidoscopy; x-ray examination with a barium 
enema. 

Acute Appendicitis. Characteristics. The pain in the majority of cases is first re- 
ferred to the epigastrium or umbilical region and only later localized in the right iliac 
fossa. Occasionally the initial pain is felt “all over the abdomen,” though this is more 
usual in cases with perforation. 

Chief Signs. See page 530. 

Acute Enterocolitis. Characteristics. The colicky pain may be limited to the umbili- 
cal region. 

Chief Signs. See page 513. 

Food Poisoning (Colic Due to Irritants). Characteristics. Sudden, severe umbili- 
cal colicky pain relieved by vomiting or diarrhea is usually present. 

Chief Signs. Doubtful food, with many members of the same family affected; nor- 
mal or subnormal temperature; increased peristalsis; negative abdominal examina- 
tion; rapid recovery as a rule. 

Acute Diverticulitis. Characteristics. The disease may be ushered in with acute 
abdominal pain, being at first referred to the navel region or to the pit of the stomach. 
The symptoms closely resembled those of acute appendicitis, but the final localization 
is in the left iliac fossa. 

Chief Signs. See page 531. 

Rupture of a Graafian Follicle. Characteristics. A sudden, often mild but some- 
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times severe colicky pain occurs at the right or left of the umbilicus, lasting from a 
few seconds to a few minutes. 

Chief Signs. Occurrence between the tenth and sixteenth days of the menstrual 
cycle; may be slight tenderness and rigidity; may be headache, nausea, vomiting, or 
intestinal cramps followed by slight vaginal bleeding (mittelschmerz) ; may stimulate 
ruptured tubal pregnancy; absence of fever and leukocytosis; rapid spontaneous re- 
covery. 

Chronic Lead Poisoning (Plumbism; Saturnism). Characteristics. Severe attacks 
of cramplike pains referred to the umbilicus may be the chief or only symptom of the 
disease. The pain may radiate over the abdomen, becoming diffuse. 

Chief Signs. See page 515. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. The only complaint of the 
patient may be of abdominal pain, often referred to the region of the umbilicus. The 
typical gastric crisis may, however, be replaced by a much more diffuse pain. 

Chief Signs. See page 519. 

Regional Enteritis (Regional Ieitis). Characteristics. In chronic cicatrizing ileitis, 
diffuse ileojejunitis, or ileocolitis the pain is most commonly periumbilical; it is 
cramplike or wavelike, worse one to two hours after eating and is followed or some- 
what relieved by bowel movements. Late in the disease it may be diffuse, being caused 
by enterocolic fistulas. 

Chief Signs. Fever, diarrhea (two to five stools a day, containing mucus, pus, and 
blood) ; palpable mass in right lower quadrant or lower midabdomen; chronicity; loss 
of weight; finally signs of intestinal obstruction and formation of external fistulous 
tracts; x-ray. 

Less Common Causes. Gastric ulcer; duodenal ulcer; omental cyst; omental car- 
cinoma; chronic enterocolitis; cholelithiasis; aneurysm of the abdominal aorta; em- 
bolism of the superior mesenteric artery; neurosis; sebaceous cyst; epithelioma of the 
umbilicus; eczema intertrigo; cyst of the omphalomesenteric duct; tuberculosis of the 
spine; carcinoma or sarcoma of the spinal cord; compression myelitis; oophoritis; 
tabes mesenterica; mesenteric cyst; mesenteric adenitis; gastrojejunal ulcer following 
gastroenterostomy; spinal cord tumor; tuberculous peritonitis; diastasis recti; umbili- 
cal hernia; pancreatic calculi; postgastrectomy syndrome; tumors of the small in- 
testine, benign and malignant (cramping, often postprandial, low epigastric or peri- 
umbilical pain due to progressive obstruction); intestinal tuberculosis; intestinal 
lipodystrophy (Whipple’s disease—periumbilical pain, diarrhea, fever, steatorrhea, 
marked wasting, often arthritis); amyloidosis of the small bowel; scleroderma, su- 
perior mesenteric artery syndrome (low epigastric); diverticulitis of the duodenum 
or jejunoileum; tumors and other lesions of the cecum with obstruction of the ileo- 
cecal valve; irritable bowel; carcinoma of the pancreas; spondylitis; overindulgence, 
especially of fats (periumbilical cramps, especially after starvation or weight reduc- 
tion); mesenteric thrombosis; intermittent claudication of the intestine; pleurisy; 
renal colic; volvulus of the cecum. 


TENDERNESS IN THE UMBILICAL REGION 


Acute Enterocolitis. Characteristics. Periumbilical tenderness is usually present 
when the small bowel is mainly involved. 
Chief Signs. See page 513. 
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Duodenal Ulcer. Characteristics. In some cases there is a tender spot above and to 
the right of the umbilicus. 

Chief Signs. See page 517. 

Regional Enteritis. Characteristics. In the chronic cicatrizing variety of ileitis 
and in diffuse ileojejunitis or ileocolitis the pain and tenderness are often perium- 
bilical. 

Chief Signs. See page 529. 

Chronic Ulcerative Colitis. Characteristics. There is usually colonic tenderness. 

Chief Signs. See page 515. 

Less Common Causes. Carcinoma of the intestine; dysentery; regional enteritis. 


PAIN IN THE ILIAC AND INGUINAL REGIONS 
(Right or Left) 


Acute Appendicitis. Characteristics. The pain is at first umbilical, epigastric, or 
diffuse. Early it is colicky in character, and later becomes constant and usually local- 
ized at McBurney’s point, which is situated at the outer point of trisection of a line 
joining the umbilicus to the right anterior superior iliac spine. Very occasionally, 
however, it may localize in the left iliac fossa. The pain may radiate to the right thigh 
and testis. It may disappear entirely with the onset of gangrene or suppuration. A 
dull pain may persist if an abscess forms. 

Chief Signs. Pain (as described above) ; nausea and vomiting, always following the 
pain, never preceding; moderate fever; constipation; rigidity of the right rectus; deep 
tenderness at McBurney’s point; superficial tenderness in the right iliac fossa; the 
right leg semiflexed; may be bladder irritability; polymorphonuclear leukocytosis 
(12,000 to 15,000); may be tender tumor mass (abscess), abdominal or rectal; 
distention, collapse, diffuse tenderness (general peritonitis ). 

Chronic Appendicitis. Characteristics. There is a history of vague abdominal pain, 
with recurrent attacks of acute appendicitis of varying degree. (Some doubt that 
chronic appendicitis is an entity. ) 

Chief Signs. Irregular abdominal symptoms (anorexia, dyspepsia, constipation, 
often attacks of colic, diarrhea and distension); tenderness at McBurney’s point 
during exacerbations; x-ray study. 

Acute Salpingitis (Salpingo-oophoritis). Characteristics. There is severe pain, 
paroxysmal and lancinating in character, in one or both iliac fossae or in the hypo- 
gastrium, which may radiate to the thigh, and which is less circumscribed than the 
pain of appendicitis. 

Chief Signs. Vaginal discharge; tenderness in one or both tubal regions or over 
the epigastrium; tenseness of the abdominal muscles; fever; leukocytosis; tenderness 
on bimanual palpation and the presence of a mass to one side of or behind the 
uterus; may be gonococci in the vaginal smear. 

Chronic Salpingo-oophoritis (Pyosalpinx; Pus Tube; Chronic Salpingitis; Chronic 
Pelvic Peritonitis). Characteristics. From time to time there are attacks.of cramp- 
like pains in the lower abdomen, often more marked in one or other of the iliac 
fossae. Between exacerbations there may be a dull heavy pain, increased by walking, 
jolting, or straining. 

Chief Signs. Leukorrhea; dysmenorrhea; menorrhagia; sterility; backache; dysuria; 
dyschesia; presence of a painful mass behind or beside the uterus. 

Ureteral Calculus. Characteristics. An impacted stone may give rise to but little 
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pain. Occasionally, however, it produces acute ureteral colic, the pain being referred 
to the iliac fossa and often radiating to the testicle. 

Chief Signs. Urinary symptoms (frequency, pain, hematuria); absence of fever 
and of rigidity over the painful area; history of attacks suggestive of renal colic; 
ureteral catheterization; x-ray. 

Diverticulitis. Characteristics. Mucosal inflammation is often manifested by a 
steady lower abdominal distress or an ache in the right or left lower quadrant usu- 
ally relieved by a bowel movement or enema. As infection penetrates, the pain be- 
comes more severe. With actual perforation pain and tenderness become sharply 
localized, with signs of peritoneal irritation which in the case of penetrating sigmoid 
diverticulitis gives a picture which has been described as left-sided appendicitis. 
Chronic diverticulitis in the sigmoid area with resultant obstruction gives rise to 
intermittent crampy pain in the left lower quadrant or in the midline below the 
umbilicus. 

Chief Signs. Occurrence in middle age or later (especially in stout males with 
chronic constipation and colitis); acute diverticulitis—tenderness and rigidity in the 
left lower quadrant with or without a tumor; fever; leukocytosis; frequent urination, 
pain in the left iliac fossa on rectal palpation; may be a palpable tumor on rectal 
examination; chronic diverticulitis—chronic obstipation with attacks of diarrhea; 
periodic exacerbation of pain, tenderness, rigidity, fever, gaseous retention, and pus 
in the urine or feces; sigmoidoscopy; X-ray. 

Irritable Colon (Spastic Colon; Adaptive Colitis; Mucous Colitis). Character- 
istics. Acute colicky cramps occur from time to time or there may be a continuous 
or intermittent ache in the left lower quadrant or hypogastrium. The attacks of colic 
usually last for a few seconds or minutes. 

Chief Signs. See page 514. 

Acute Pyelitis. Characteristics. The pain may be referred to the iliac fossa (espe- 
cially in right-sided pyelitis) rather than to the back and loin, simulating appendicitis. 

Chief Signs. Initial rigor; fever (103° F. or more); pain on micturition; tender- 
ness in the loin; absence of abdominal tenderness and rigidity; pyuria and bacilluria. 

Twisted Pedicle of Ovarian Cyst. Characteristics. There is severe pain in the iliac 
fossa or lower abdomen generally. 

Chief Signs. May be history of pelvic tumor; vomiting (simultaneous with the 
pain); shock and collapse; abdominal rigidity; presence of a diffuse, tender swelling 
in the lower abdomen; evidence of effusion. 

Carcinoma of the Colon (Sigmoid or Cecum). Characteristics. Lesions of the 
proximal colon may produce steady pain in the right lower quadrant or periumbilical 
area. In the distal colon obstruction often occurs with intermittent crampy pain in 
the left lower quadrant or in the midline below the umbilicus. Unfortunately tumors 
of the colon are notoriously silent in their early stages. 

Chief Signs. Occurrence in late middle life. Proximal colon: mild diarrhea; occult 
bleeding; iron-deficiency anemia; may be fever; may be a palpable mass in the right 
lower quadrant. Distal colon: increasing constipation with constantly repeated de- 
sire to defecate, and tenesmus; passage of blood or mucus per rectum; may be a 
palpable tumor; rectal examination; sigmoidoscopy. Weight loss; x-ray study; evi- 
dence of metastases; cytologic studies. 

Fecal Impaction. Characteristics. Usually there is not much pain, but occasion- 
ally there is pain due to obstruction and distention. This is relieved by the passage 
of flatus or by evacuation of the bowels by repeated enemas. Severe left lower quad- 


532 The Abdomen 


rant pain of a colicky nature may at times be present. There may be tenderness due 
to stercoral ulcers. 

Chief Signs. Occurrence usually in elderly persons or following debilitating ill- 
nesses, dehydration, surgery, and the administration of constipating drugs (opiates, 
ganglion-blocking agents, some antibiotics, etc.) ; chronic constipation; distention; 
palpable mass in the sigmoid which may pit on pressure; rectal examination; x-ray 
study. 

Volvulus (Sigmoid or Cecum). Characteristics. Left lower quadrant pain of ab- 
rupt onset and increasing severity is characteristic of volvulus of the sigmoid. Vol- 
vulus of the cecum is similarly characterized except that the pain and tenderness are 
localized to the right lower quadrant or periumbilical area. 

Chief Signs. Vomiting; constipation; abdominal distention; may be a palpable 
mass; local tenderness and rebound tenderness (if strangulation); x-ray study. 

Inguinal Hernia. Characteristics. Even a small hernia may cause dull, dragging, 
wearing pain in the iliac fossa and groin, often only a sense of weight. Others may 
be discovered accidentally. A hernia may become acutely painful if it becomes in- 
flamed, obstructed (incarcerated), or strangulated. If inflamed, the hernia becomes 
swollen, hot, and tender, and there are fever, often vomiting, and constipation. If 
obstructed, it becomes tender and painful, harder and larger than normal, dull on 
percussion, and there are colicky pain, abdominal distention, vomiting, and consti- 
pation; there is still an impulse on coughing, however, the vomiting is not fecal, the 
constipation is not absolute, and there is no fever or local heat. When strangulation 
occurs the symptoms are those of intestinal obstruction, with twisting, griping pain 
in the central abdomen and inguinal region, shock, vomiting (becoming fecal), ab- 
dominal distention, absolute constipation, and the hernia is irreducible, tense, tender, 
and has no impulse on coughing; with the onset of gangrene, the pain and tenderness 
disappear, and the hernia becomes softer. 

Chief Signs. Presence of a soft swelling in the groin, usually reducible and disap- 
pearing with a gurgle; tympany on percussion; expansile impulse on coughing; opacity 
to transmitted light; palpation of the enlarged inguinal ring. 

Tuberculosis of the Cecum. Characteristics. There is a sense of dull pain in the 
right iliac fossa with attacks of colicky pain, the whole picture perhaps simulating 
carcinoma of the cecum or chronic appendicitis. 

Chief Signs. See page 570. 

Ruptured Ectopic Pregnancy. Characteristics. There is a sudden severe lancinat- 
ing pain, first appearing in the pelvis, which becomes generalized. The pain is fre- 
quently maximal in the right lower quadrant regardless of which tube has ruptured. 
As blood accumulates in the peritoneal cavity there may be diaphragmatic irritation 
with eventual referred pain to the shoulder or pain in the chest on deep breathing. 

Chief Signs. Missed menstrual period or abnormal antecedent period; absence of 
fever; shock or shocklike picture with tachycardia, pallor, coldness, and sweating; 
vaginal bleeding or spotting; prostration; abdominal rigidity; may be Cullen’s sign; 
secondary signs of pregnancy such as enlarged breasts, enlarged uterus, succulent 
cervix; adnexal mass may be palpable on bimanual examination; aspiration of the 
posterior cul-de-sac revealing blood. 

Regional Enteritis (Crohn’s Disease). Ghataie ae Persistent pain, localized 
tenderness, and even signs of peritoneal irritation in the right lower quadrant are 
present in acute terminal ileitis. In the chronic cicatrizing variety of ileitis and in 
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diffuse ileojejunitis or ileocolitis, while the pain is most often periumbilical, it may 
sometimes be localized to the right lower quadrant. 

Chief Signs. Anorexia; weakness; weight loss; periodic attacks of diarrhea with 
mucus and blood in the stools; variable fever; abdominal distention; occasionally 
vomiting; may be a palpable lump, usually in the right lower quadrant; right lower 
quadrant tenderness; may be anal abscess or fistula; x-ray (small bowel study, string 
sign). 

Cryptorchism (Undescended, Misplaced, or Retained Testis). Characteristics. 
The testicle is often subject to attacks of inflammation, causing acute pain in the 
iliac fossa. The organ swells and becomes tender, and there may be a sense of re- 
sistance in the lower abdomen. These attacks are most frequent at puberty. 

Chief Signs. Absence of the testicle from the scrotum; presence of a swelling in 
the inguinal region (unless intra-abdominal) ; absence of fever. 

Acute Epididymitis. Characteristics. There may be colicky pain of a sickening 
character in the right or left iliac fossa associated with pain in the testicle. The con- 
dition may stimulate appendicitis and there may even be tenderness in that region. 

Chief Signs. Cessation of urethral discharge (gonorrheal); swelling and tender- 
ness of the epididymis; swollen and tender vas; swelling and tenderness of the cor- 
responding seminal vesicle and the prostate. 

Subcostal Neuritis. Characteristics. A characteristic “toothache” type of pain 
occurs, usually on the right side for right-handed persons, provoked by bending to 
the side, by pressure under the tips of the eleventh or twelfth ribs, and relieved by 
lying flat. 

Chief Signs. Elimination of visceral disease. 

fliocecal Kink or Appendicular Adhesions. Characteristics. These conditions give 
rise to a discomfort in the right iliac region, or a dull grumbling pain, or even an 
occasional acute pain simulating appendicitis (appendicular colic). They are usu- 
ally not diagnosed before operation. 

Chief Signs. Constipation; may be history of appendicitis with recurring attacks 
unaccompanied by fever; x-ray study. 

Tuberculous Adenitis (Ileocecal). Characteristics. In some instances localized 
abdominal pain and tenderness may occur and appendicitis may be simulated. This 
condition occurs often as a part of a tabes mesenterica or a tuberculous peritonitis, 
but in some instances these glands are the ones mainly involved. 

Chief Signs. Occurrence in delicate children; enlarged, tympanitic abdomen; diar- 
rhea (stools thin and offensive); moderate fever; may be palpable multiple, small 
but firm, tender swellings; von Pirquet test; x-ray. 

Acute Iliac Adenitis. Characteristics. There are pain and tenderness in the iliac 
fossa. 

Chief Signs. Presence of a septic focus in the area drained by the nodes, external 
or internal; swelling in the iliac fossa. 

Sarcoma of the Ilium. Characteristics. Discomfort or actual pain in the iliac fossa, 
right or left, may be the first complaint of patients suffering from sarcoma or other 
bony tumor of the ilium. 

Chief Signs. Palpation of a firm or even bony-hard mass, completely fixed to the 
deep parts; tendency to growth and metastasis; x-ray study. 

Suppurative Periostitis of the Ilium. Characteristics. There is severe aching pain, 
worse at night, and increased by pressure, with thickening on deep palpation of the 
periosteal structures. 
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Chief Signs. History of trauma or infection; constitutional symptoms of sepsis, 
X-ray. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. The pain may be al- 
together abdominal, either central or in the right iliac fossa, suggesting appendicitis. 
As a rule, in such cases there is neither rigidity nor tenderness in the right iliac fossa 
upon examination, although the patient may put his hand over this region when 
indicating where he has the pain. There may be extreme hyperesthesia, but deep 
pressure is well borne. The pain also is frequently referred to the loin, epigastrium, 
or to any region to which the intercostal nerves are distributed. 

Chief Signs. See page 450. 

Acute Pleurisy. Characteristics. Pleuritic pain may be felt in the abdomen, in- 
cluding the iliac fossa, or low down in the back, particularly when the diaphrag- 
matic surface of the pleura is involved. 

Chief Signs. See page 404. 

Herpes Zoster. Characteristics. As a rule, with zoster occurring in such a way as 
to produce pain referred to the iliac fossae, the pain will not be confined to the 
fossa, but will be referred also to the inner side of the upper part of the thigh and to 
some point in the loin. The pain may precede the eruption or last long after its dis- 
appearance. It is even probable that in some cases there are pains from zoster with- 
out any eruption at all. 

Chief Signs. See page 425. 

Chronic Ulcerative Colitis. Characteristics. The abdominal pains are usually gen- 
eral, or at least referred now to one, now to another part of the whole colon, so that 
the patient seldom complains mainly of pain in an iliac fossa; occasionally, however, 
pain in one fossa may be more pronounced than over other parts of the colon. 

Chief Signs. See page 515. 

Chronic Oophoritis (Cystic Ovary). Characteristics. There is usually pain in one 
or both ovarian regions, which is aggravated by standing or walking, and before 
and during menstruation. The pain sometimes extends to the thigh. 

Chief Signs. Dysmenorrhea; may be menorrhagia and metrorrhagia; neurotic 
symptoms; vaginal examination, revealing a large tender ovary. 

Typhoid Fever. Characteristics. Abdominal pain and tenderness are present in 
about three-fifths of the cases. In some it is only present at the onset; in others it 
occurs during the course of the disease. Perforation of an ulcer is accompanied by 
a sudden sharp pain of increasing severity, often paroxysmal in character. Its most 
frequent situation is at the junction of the right iliac and hypogastric regions; there 
is usually also tenderness on pressure, commonly localized at this point, sometimes 
diffuse. Symptoms of acute peritonitis supervene. 

Chief Signs. See page 790. 

Psoas Abscess. Characteristics. The abscess may cause irritation of the iliopsoas 
muscle, producing some pain, tenderness, resistance, and fullness in the iliac fossa. 
It may also cause flexion or limitation of extension of the corresponding thigh. 

Chief Signs. See page 570. a 

Inguinal Adenitis (Bubo ). Characteristics. The bubo of gonorrheal or chancroidal 
origin consists of a painful inflammatory swelling in the groin, of large size and 
rapid growth. Fluctuation is superadded when suppuration occurs. 

For causes of enlarged lymph nodes of the groin, see page 602. 

Mesenteric Adenitis. Characteristics. Pain usually situated and remaining in the 
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right lower abdominal quadrant is present. The disease very closely resembles acute 
appendicitis. 

Chief Signs. Occurrence in childhood; frequently antecedent history of upper re- 
spiratory infection; nausea; vomiting; diarrhea; fever; leukocytosis; absence of ab- 
dominal tenderness and rebound tenderness; surgical exploration. 

Less Common Causes. Acute oophoritis; ureteritis; tuberculosis of the spine; 
tuberculosis of the hip joint; osteoarthritis of the spine; aneurysm of the iliac 
artery; movable kidney (Dietl’s crisis); tuberculosis of the kidney; perinephric 
abscess; hydronephrosis; nephrolithiasis; intestinal obstruction (distal portion of the 
intestine); actinomycosis of the cecum; sacro-iliac joint disease; obturator hernia; 
infective arthritis of the lumbar vertebrae; periproctic abscess; periprostatic abscess; 
strangulated retroperitoneal hernia; acute orchitis; varicocele; neurosis; mobile 
cecum; rupture of an ovarian cyst; ventral hernia; dilated cecum; hernia of the ovary; 
prolapse of the ovary; saphenous varix; femoral hernia; cyst of the canal of Nuck; 
iliac arteriovenous aneurysm; lymphosarcoma; iliopsoas bursitis; Meckel’s divertic- 
ulum; rectal polyp; umbilical hernia; carcinoma of the rectum; testicular cysts; torsion 
of the spermatic cord; intestinal lipodystrophy (Whipple’s disease); scleroderma; 
amyloidosis of the small bowel; bacillary dysentery; pancreatitis (pain may radiate 
to the lower abdomen); carcinoma of the pancreas (pain may radiate to the lower 
abdomen ); occlusion of the abdominal aorta (acute lower abdominal pain ) ; mucocele 
of the appendix; appendiceal or cecal diverticulitis; pneumococcal peritonitis, pri- 
mary (sudden severe lower abdominal pain); mittelschmerz; endometriosis; acute 
gastroenteritis; pyelonephritis; hemorrhage into a renal cyst or tumor; intestinal- 
vesical fistula; seminal vesiculitis; renal infarct; renal vein thrombosis; renal artery 
aneurysm; hypogastric aneurysm; acute stitch; prolapse of an intervertebral disk; 
hydatid cyst; ureteral stricture; amebiasis (cecum); orchialgia. 


TENDERNESS IN THE ILIAC AND INGUINAL REGIONS 
(Right or Left) 


Acute Appendicitis. Characteristics. Local deep tenderness over the site of the 
appendix is to be elicited almost from the onset of the attack, but at first it is frequently 
masked by the more generalized referred pains. The most common site of deep 
tenderness is a spot just below the middle of a line joining the anterior superior iliac 
spine and the umbilicus. Tenderness over McBurney’s point is not so constant. 
Other situations of tenderness are not so common. Local hyperesthesia of the skin 
is also frequent, the most usual place for it being a circumscribed area just to the 
right of and on a level with the umbilicus. It is said that if this area is located lower 
down, a perforated appendix will almost always be found. 

Chief Signs. See page 530. 

Chronic Appendicitis. Characteristics. Tenderness is usually to be elicited in the 
same situation as in acute appendicitis. Between exacerbations there may be very 
little soreness. (Some doubt that chronic appendicitis is an entity.) 

Chief Signs. See page 530. 

Acute Salpingitis (Salpingo-oophoritis). Characteristics. The tenderness may be 
confined to one or both tubal regions or it may extend all over the lower abdomen. 
On account of this tenderness the abdominal muscles are held more or less tense, 


thus preventing deep palpation. 
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Chief Signs. See page 530. 

Chronic Salpingo-oophoritis (Pyosalpinx; Pus Tube; Chronic Salpingitis; Chronic 
Pelvic Peritonitis). Characteristics. There is tenderness in the lower abdomen usu- 
ally over one or both tubes. 

Chief Signs. See page 530. 

Acute Diverticulitis. Characteristics. There are acute tenderness and pain, with 
rigidity of the muscles over the lower left quadrant of the abdomen, generally pal- 
pable fullness in the same region, and often an actual tumor difficult to define. 

Chief Signs. See page 531. 

Less Common Causes. Chronic diverticulitis; abscess of the abdominal wall; 
spastic constipation; mobile cecum; ureteral calculus; carcinoma of the colon (cecum 
or sigmoid); typhoid fever; fecal impaction; neurosis; pelvic cellulitis; psoas ab- 
scess; sacro-iliac joint disease; ruptured ectopic pregnancy; tuberculosis of the cecum; 
regional enteritis; mesenteric adenitis; irritable colon; intestinal lipodystrophy 
(Whipple’s disease); ulcerative colitis; volvulus (cecum or sigmoid) ; pneumococcal 
peritonitis; twisted pedicle of an ovarian cyst; mittelschmerz; ruptured chocolate 
cyst (endometriosis); acute gastroenteritis; pyelonephritis. 


PAIN IN THE HYPOGASTRIUM AND PELVIS 


Dysmenorrhea. Characteristics. There is hypogastric pain associated with men- 
struation which may radiate throughout the lower abdomen, to the back, inguinal 
regions, and even down the thighs. In the primary or essential variety wherein there 
is no demonstrable anatomic pelvic lesion the pain usually begins with the flow or 
only just before it and tends to last until the menstrual flow is well established. It is 
usually aching in character with, however, as a rule, exacerbation of a griping or 
colicky suprapubic pain which may be severe enough to produce nausea and vomit- 
ing. In the secondary variety, which may be attributed to an associated lesion in the 
pelvis, the pain is often continuous and aching, beginning hours to days before men- 
struation, and often relieved with the establishment of flow. In the membranous 
variety of the secondary form the pain may at first be continuous and aching, then 
colicky and cramping, as the uterus attempts to expel the membrane or cast. Subsi- 
dence of pain usually occurs once this has been achieved. 

For causes see page 649. 

Acute Cystitis. Characteristics. There is a constant pain deep in the pelvis, radiat- 
ing upward, with agonizing pain and strangury on attempting to urinate. The act of 
micturition terminates in a series of exquisitely painful spasms because of excessive 
contracting efforts of the bladder to empty itself. 

Chief Signs. Frequent, urgent urination both by day and by night; tenderness over 
the bladder; moderate fever; pyuria; may be hematuria (usually slight and terminal). 

Acute Salpingitis (Salpingo-oophoritis). Characteristics. The patient is seized 
with an attack of acute abdominal pain, with great tenderness across the lower part 
of the abdomen. The pain is usually general across the lower abdomen,’ but it may 
be localized on one side. It is often intermittent and colicky in character. 

Chief Signs. See page 530. 

Chronic Salpingo-oophoritis (Pyosalpinx; Pus Tube; Chronic Salpingitis; Chronic 
Pelvic Peritonitis). Characteristics. Sometimes the pain is little more than a continu- 
ous pelvic discomfort which the patient has difficulty in describing and is made worse 
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by walking or working. The most constant pain is in the lower abdomen, on one or 
both sides. 

Chief Signs. See page 530. 

Labor (Parturition). Characteristics. The pains usuaily begin in the sacral region 
and then slowly pass to the abdomen and to the thighs. Later they become more 
general. After delivery, usually in multiparas, there often are so-called after-pains, 
painful cramps referred to the pelvis. 

Chief Signs. See page 513. 

Abortion and Miscarriage. Characteristics. There are periodic, cramplike, bearing- 
down pains in the hypogastrium associated with a discharge of blood and mucus per 
vaginam. 

Chief Signs. History of previous amenorrhea, morning sickness, soreness and 
swelling of the breasts; soft cervix; enlarged uterus. 

Acute Appendicitis (The Pelvic Appendix). Characteristics. The early symptoms 
of appendicitis when the appendix is situated in the pelvis are similar to those of the 
ordinary type, except that the pain is felt in both right and left iliac fossae and in the 
hypogastrium. 

Chief Signs. Those of the ordinary variety (page 530), with rigidity and tender- 
ness at the brim of the true pelvis and in the lower abdomen; vaginal and rectal pal- 
pation, revealing tenderness or a painful bulging mass (abscess); frequent and pain- 
ful micturition; diarrhea or tenesmus. 

Retention of Urine (Distention of the Bladder). Characteristics. Retention of 
urine occurring suddenly produces very severe hypogastric pain and strangury, but 
in cases of old-standing obstruction the bladder may be distended enormously be- 
fore pain becomes severe. 

Chief Signs. Presence of a symmetrical, pyriform, fluctuating tumor between the 
symphysis pubis and the umbilicus, which is dull on percussion, pressure upon 
which increases the desire to urinate, and which was not previously present and dis- 
appears after catheterization. 

For causes see page 955. 

Septic or Acute Endometritis (and Metritis). Characteristics. The patient com- 
plains of cramps in the lower abdomen and of soreness in the pelvis when walking. 
Sometimes the pain is quite severe. 

Chief Signs. History of labor, abortion, gonorrhea, or instrumentation; chills and 
fever; passage of blood clots if the uterus is not completely emptied; large tender 
uterus with patulous cervix; speculum examination, revealing a free purulent dis- 
charge coming from the uterus. 

Retrodisplacement of the Uterus (Retroversion; Retroflexion). Characteristics. 
The principal symptoms in some cases are backache, a sense of weight in the pelvis, 
and menorrhagia. In many cases symptoms are absent. 

Chief Signs. See page 647. 

Laceration of the Cervix. Characteristics. Dragging pains in the pelvis and back- 
ache are usually present in severe cases, but they, like the menstrual disturbances, 
are to be attributed to the complications, such as relaxed perineum, subinvolution, 
endometritis, and salpingitis. 

Chief Signs. History of difficult labor, with excessive bleeding; leukorrhea; men- 
orrhagia; vaginal examination, revealing the tear. 

Carcinoma of the Uterus. Characteristics. Pain is absent until the perimetric tis- 
sues are involved, which is often late. Then uterine colic may develop in corporeal 
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cancer, radiating pain in cervical, the pain later becoming constant. In the late 
stages neuralgic pains develop and become violent, extending to the back, shooting 
down the legs, and worse at night. 

Chief Signs. Cancer age; foul, bloody discharge; climacteric or postclimacteric 
hemorrhage; cachexia; enlargement of the glands of the groin and left supraclavicular 
region; vaginal examination, revealing a nodular or cauliflower growth of the cervix, 
or enlargement of the uterus; curettage and biopsy. 

Prolapse of the Uterus. Characteristics. There are sudden, severe, bearing-down 
pains in the hypogastrium in acute cases (as after a fall). In chronic cases there 
is a constant dragging sensation in the pelvis and back associated with a sinking 
feeling in the perineum. 

Chief Signs. Lumbrosacral backache; rectocele or cystocele; dysuria; constipa- 
tion; difficulty in walking; leukorrhea; menorrhagia (unless the menopause has oc- 
curred); neurotic symptoms; vaginal examination, revealing cystocele, rectocele, 
relaxed perineum, and descensus of the cervix (more marked after straining). 

Chronic Pelvic Cellulitis (Parametritis). Characteristics. There is a dull pain 
in the lower abdomen and back increased by standing and walking and relieved on 
lying down. 

Chief Signs. See page 540. 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. Dragging or 
pressure pains in the pelvis may occur with vesical or rectal neuralgia. Rapid growth 
or cystic degeneration causes increased pain. There may, however, be no pain, even 
in large growths. 

Chief Signs. Leukorrhea; menorrhagia; may be metrorrhagia; dysmenorrhea; vesi- 
cal and rectal symptoms from pressure; sterility or abortion; anemia; digestive dis- 
turbances; bimanual examination (enlarged uterus with an inseparable smooth, hard 
tumor). 

Subinvolution of the Uterus. Characteristics. The symptoms are simply a sense of 
weight and pressure and weakness in the pelvis, associated with menstrual disturb- 
ances (usually increased flow). As a rule the most prominent symptoms are those 
due to complications, such as hyperplastic endometrium, infected endometritis, or 
retrodisplacement. 

Chief Signs. History of recent confinement; lumbosacral pain; impairment of 
general health; may be menorrhagia and metrorrhagia; physical examination (re- 
laxed pelvic floor; cervical laceration; symmetrically enlarged uterus more or less in- 
sensitive ). 

Cervical Polyp. Characteristics. Attacks of cramplike pain may occur in the hypo- 
gastrium, due to expulsive efforts of the uterus. 

Chief Signs. Leukorrhea, dysmenorrhea; menorrhagia and metrorrhagia; sterility; 
examination revealing the polyp protruding from the cervix or felt with the sound 
or finger. 

Ruptured Ectopic Pregnancy. Characteristics. In many cases the first manifesta- 
tion of the abnormal pregnancy is the sudden occurrence of intense, lancinating 
pain in one or other ovarian region, followed by severe pain in the lower abdomen, 
and accompanied by faintness and collapse. 

Chief Signs. See page 532. 

Varicocele of the Broad Ligament. Characteristics. There is a dull, aching, pelvic 
pain, worse on standing, and relieved by the recumbent posture. The symptoms, how- 
ever, are not distinctive, and are usually overshadowed by those of the more evident 
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lesions (subinvolution, relaxation, tumors, loaded bowel, heart disease, uterine dis- 
placement) which give rise to the condition. 

Inversion of the Uterus. Characteristics. This calamity is announced by sudden 
violent pain in the pelvis. 

Chief Signs. Occurrence following labor (violence); shock and hemorrhage in 
acute cases; backache; tenesmus; vaginal examination, revealing the inverted body 
of the uterus. 

Retained Placenta. Characteristics. Bearing-down pains in the pelvis occur spas- 
modically as the uterus endeavors to empty itself. 

Chief Signs. History of labor, miscarriage, or abortion without expulsion of the 
placenta; uterine bleeding; palpation of the enlarged uterus; manual or instrumental 
removal of the placenta. 

Enteroptosis. Characteristics. Dragging pains may occur at times from the epi- 
gastrium downward to the pelvis. They may be of the bearing-down type. 

Chief Signs. Neurotic symptoms; relaxed abdominal wall; constipation; dyspepsia; 
X-ray. 

Irritable Colon (Spastic Colon; Adaptive Colitis; Mucous Colitis). Characteris- 
tics. A continuous or intermittent ache or griping may be present in the hypogastrium 
simulating pelvic disease. 

Chief Signs. See page 514. 

Rupture of the Urinary Bladder. Characteristics. At the time of the injury there 
is immediate severe pain in the abdomen, and sometimes a distinct sense of some- 
thing tearing or giving way. This is usually described as being in the lower part of 
the abdomen or pelvis. The severe pain felt at the outset is usually continuous. 

Chief Signs. History of contusion of the hypogastrium or fracture of the pelvis; 
shock; inability to walk; desire to urinate with inability to do so or with passage of 
bloody urine; symptoms of peritonitis if intraperitoneal; symptoms of extravasation 
of urine if extraperitoneal (fluctuating tumor in the space of Retzius). 

Carcinoma of the Prostate. Characteristics. Pelvic pain and sciatica, due to in- 
volvement of the bony pelvis and the sacral plexus by metastasis, are often the earli- 
est symptoms, often long preceding the urinary symptoms of prostatism. 

Chief Signs. See page 630. 

Less Common Causes. Submucous fibroids of the uterus (during extrusion); sar- 
coma of the uterus; tumor of the ovary, broad ligament, or rallopian tube; acute 
oophoritis (mumps) ; vaginitis; ovarian cyst (torsion of the pedicle); pelvic tuber- 
culosis; vesical calculus; chronic cystitis; tuberculosis of the bladder; simple ulcer of 
the bladder; foreign body in the bladder; carcinoma of the bladder; papilloma of the 
bladder; ureteritis; nephrolithiasis; renal tuberculosis (associated bladder involve- 
ment); movable kidney (Dietl’s crisis); hypertrophy of the prostate (prostatism) ; 
sarcoma of the prostate; retroverted gravid uterus; fecal impaction; acute enterocoli- 
tis; dysentery; typhoid fever (perforated ulcer); tuberculosis of the intestine; tuber- 
culous peritonitis; proctitis; tumor of the rectum; pancreatitis (radiation) ; transverse 
myelitis; neurosis; tumors of the spinal cord; cyst of the urachus; osteomalacia, 
regional enteritis; ulcerative colitis; congenital megacolon (Hirschsprung’s disease) ; 
aneurysm of the abdominal aorta; occlusion of the abdominal aorta; occlusion of the 
inferior mesenteric artery; spondylitis; urethral diverticula, caruncle, stricture, and 
neoplasm in the female; seminal vesiculitis; ureteral stricture (bilateral); acute 
prostatitis; chronic prostatitis; ureterocele; vesical spasm; cysts and tumors of the 
seminal vesicles; primary pneumococcal peritonitis; streptococcal peritonitis; gono- 
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coccal peritonitis; endometriosis; obturator hernia; intestinal-vesical fistula; bladder 
diverticulum; herniation of the bladder; testicular tumor (dull lower abdominal 
ache); chronic endometritis; volvulus; tumors of the rectosigmoid; Meckel’s diver- 
ticulum; intussusception; ileohypogastric neuralgia; postoperative scar; herpes zoster. 


TENDERNESS IN THE HYPOGASTRIUM 
(See also, Abnormalities Noted by Digital and Bimanual Palpation, page 655.) 


Normally after labor, abortion, or miscarriage the uterus is tender to lower ab- 
dominal pressure. 

Acute Cystitis. Characteristics. There is tenderness on pressure just above the 
symphysis pubis. This tenderness may also be elicited by rectal and vaginal palpation, 
and increases the desire to urinate. 

Chief Signs. See page 536. 

Acute Pelvic Peritonitis. Characteristics. The region of the hypogastrium is ex- 
tremely tender on pressure, and there is rigidity of the recti muscles. 

Chief Signs. Usually a history of recent labor or abortion, instrumentation, or 
gonorrhea; fever; hypogastric pain; rapid wiry pulse; vaginal discharge; constipation; 
vomiting; tympany; irritability of the bladder; tenderness on rectal or vaginal exam- 
ination; dorsal decubitus with the knees drawn up; bimanual examination, revealing 
hard or soft exudate in the cul-de-sac. 

Chronic Pelvic Cellulitis (Parametritis). Characteristics. There is pelvic tender- 
ness elicited either by deep hypogastric pressure or on bimanual pelvic examination. 

Chief Signs. Backache; pain in the lower abdomen; menstrual disturbances; ab- 
sence of severe exacerbations as in salpingitis; vaginal examination, disclosing indur- 
ation of extreme hardness felt low in the pelvis and closely attached to the side of the 
cervix. 

Septic or Acute Endometritis. Characteristics. There is moderate pain and tender- 
ness of recent origin in the lower abdomen, particularly in the hypogastrium. 

Chief Signs. History of recent abortion, miscarriage, inflammation, or objective 
evidence of inflammation of the urethra, vulvovaginal glands, or cervix; vaginal dis- 
charge; slight fever; bimanual examination, revealing tenderness of the body of the 
uterus; speculum examination, revealing mucopurulent discharge from the uterus. 

Retention of Urine (Distention of the Bladder). Characteristics. Pressure and per- 
cussion over the hypogastrium produces tenderness, pain, and a desire to urinate. 

Chief Signs. See page 537. 

Acute Salpingitis (Salpingo-oophoritis ). Characteristics. There is great tenderness 
across the lower abdomen including the hypogastrium. 

Chief Signs. See page 530. 

Less Common Causes. Pericystitis; simple ulcer of the bladder; vesical calculus; 
dysmenorrhea; chronic metritis. 


DYSPEPSIA 


(Indigestion) 


Dyspepsia, or indigestion, may be defined as and is here considered to be an aware- 
ness of alimentary processes which are usually unconscious. The term, then, does not 


Dyspepsia 54| 


designate a morbid entity, but rather it embraces many vague digestive complaints 
such as epigastric discomfort, belching, flatulence, acid eructation, water brash, 
heartburn, a feeling of fullness or pressure, gaseous distention, or alteration of appe- 
tite which the patient attributes to deranged digestion. 

The digestive tract has secretory and motor functions, and either or both of these 
may be disturbed by abnormal stimuli which may arise from functional or organic 
causes. In the case of indigestion, abnormality of motor activity is, in large part, re- 
sponsible for its symptoms. The cause of a given case of dyspepsia may therefore 
have its origin in organic disease within or outside of the digestive tract, or it may 
have a purely functional basis, either psychogenic or nonpsychogenic. 

A thorough examination should always be made in a case of chronic dyspepsia to 
first exclude organic disease of the digestive tract. If, following a thorough search for 
digestive tract disease and a general examination for disease or abnormality outside 
of the digestive tract, no cause is found, the symptoms may then be considered psy- 
chogenic. 

While it must be recognized that a complete list of the conditions outside of the 
digestive tract that are capable of producing dyspepsia would include practically 
every system of the body and an almost inexhaustible number of individual diseases, 
nevertheless, certain broad categories exist and they will be briefly though incom- 
pletely considered and included below along with individual entities wherein such 
symptoms are of more than passing diagnostic significance. 

Psychoneurosis (Nervous Dyspepsia; Gastrointestinal Neurosis; Tension State; 
Chronic Nervous Exhaustion; Neurasthenia; etc.). Characteristics. Dyspepsia mani- 
fested by one or more of the symptoms enumerated in the general discussion above 
is very common. There is often no definite periodicity of the symptoms relative to the 
quality and quantity of foods ingested. There may be incessant gagging or regurgita- 
tion of food. The food may be expelled before it reaches the stomach. Soda often 
gives some relief, but food rarely. There is often a clear association of symptoms with 
states of fatigue, emotional stress, or fear of organic disease activated by situational 
experiences, e.g., a family member or a close associate suddenly discovered to have 
inoperable gastric carcinoma, etc. 

Chief Signs. See page 842. 

Faulty Dietetics. Characteristics. Poor or improperly prepared food, bad eating 
habits, the excessive use of coffee, tea, tobacco, alcohol, dietary fads, etc., may alone 
or in combination give rise to functional disorders of the digestive tract of a motor 
nature which will be manifested by the symptoms of dyspepsia. Often organic disease 
is so closely mimicked as to necessitate exhaustive study and prolonged observation 
to exclude it. 

Chief Signs. History of dietary indiscretion of various types; recovery with cor- 
rection of the causative factor or factors; absence of evidence of organic disease. 

Chronic Cholecystitis (with or without Gallstones). Characteristics. Attacks of 
early or late postprandial indigestion are common. There is often food intolerance, 
especially for fatty foods but also not infrequently for nonfatty ones as well, the food- 
stuffs precipitating an attack of dyspepsia varying with different individuals. Heart- 
burn, eructations, belching, and a sensation of bloating are frequent. Transient at- 
tacks of discomfort and tenderness over the gallbladder occur. There is a tendency 
to constancy of the dyspepsia rather than intermittency. Such symptoms are often 
punctuated in these patients with typical attacks of biliary colic. 

Chief Signs. See page 523. 
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Peptic Ulcer (Gastric and Duodenal). Characteristics. Dyspepsia is variable, be- 
ing either trifling or severe. Flatulence, heartburn, and acid eructations are frequent. 
As arule there is hyperacidity, but achlorhydria is fully compatible with gastric ulcer. 
The characteristic thing in peptic ulcer is the pain both as regards rhythmicity and 
periodicity, and this is discussed elsewhere (page 517). 

Chief Signs. See page 517. 

Infectious Diseases. Characteristics. Almost any febrile infectious disease in which 
there is significant temperature elevation is capable of producing a disturbance of 
gastric motor and secretory function which will give rise to dyspepsia. In most of 
these entities within a brief period of time, however, other more specific manifesta- 
tions develop facilitating diagnosis. In many of the more chronic infectious states, 
such as chronic pulmonary tuberculosis, chronic infections of the urinary or gastroin- 
testinal tract, disease of the pelvic organs, etc., indigestion may be a presenting com- 
plaint and it may persist for a considerable period of time before other symptoms 
make their appearance. 

Chief Signs. Those of the specific infectious disease; identification of the pathogen 
in sputum, urine, or stool. 

Allergy. Characteristics. Hypersensitivity to specific foods is a frequent cause of 
dyspepsia. In some instances indisputable evidence for the existence of such food in- 
tolerance is obtainable. In other cases a strong functional or psychogenic influence 
may be found. Finally, at times, specific food intolerance with consequent indigestion 
may be expressed only when demonstrable organic disease is present (the indigestion 
of chronic gallbladder disease, which may be considerably relieved or even abolished 
for long periods of time by eliminating known food offenders ). 

Chief Signs. Presence of a family or personal history of allergy; constant associa- 
tion of symptoms with the ingestion of certain foodstuffs, especially when the patient 
is unaware of the presence of such foods in the diet; presence of positive skin tests; 
prompt cessation of symptoms on elimination of the offending foods from the diet. 

Metabolic Diseases and Electrolyte Disturbances. Characteristics. Whenever the 
body’s electrolyte balance is seriously disturbed, dyspepsia is almost invariably pres- 
ent. In chronic adrenal insufficiency (Addison’s disease) anorexia, attacks of epi- 
gastric distress, bloating, and nausea and vomiting are not unusual. In ionic hyper- 
calcemia from whatever cause complaints of indigestion may be prominent (nausea, 
vomiting, epigastric distress, etc., often in the absence of abdominal pain and asso- 
ciated with abnormal gastric retention in the absence of pyloric obstruction). Acido- 
sis from whatever cause is often associated with complaints of dyspepsia. During at- 
tacks of hypoglycemia indigestion is frequently a prominent complaint. Cushing’s 
syndrome sometimes produces complaints of dyspepsia (gas, bloating, etc.). There 
may be heartburn, epigastric distress, and bloating in hyperthyroidism, especially in 
the apathetic variety. In the case of anorexia nervosa, extreme complaints of dyspep- 
sia are one of the cardinal manifestations of the disease. 

Effect of Drugs and Chemicals. Characteristics. Idiosyncracy to or overdosage 
with almost any drug in the pharmacopeia may produce dyspepsia. Digitalis, broad- 
spectrum antibiotics, salicylates, quinidine, opiates, sulfonamides, any of the diu- 
retics, ganglion-blocking agents, colchicine, and iodides are but a few. Chronic arse- 
nic, lead, mercury, carbon monoxide, and benzene poisoning are but a few of the 
chemical intoxications in which dyspepsia and other gastrointestinal symptoms are 
common. 

Chief Signs. History of the administration of drugs or of industrial or accidental 
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exposure to various chemicals; prompt recovery on discontinuation of the offending 
agent if a drug; identification of the offending chemical poison with subsidence of 
complaints on appropriate therapy. 

Acute Gastritis. Characteristics. There is an uncomfortable feeling in the abdomen 
with nausea, eructations, and vomiting. 

Chief Signs. See page 547. 

Chronic Gastritis. Characteristics. Dyspepsia is frequently the only manifestation 
of the disease. Heartburn is common. There is often a feeling of epigastric distress 
or oppression after eating. At times there is regurgitation of bitter fluids and even 
the vomiting of slimy mucus after meals. Nausea, particularly in the morning hours, 
is common. 

Chief Signs. See page 551. 

Carcinoma of the Stomach. Characteristics. The early manifestations of carci- 
noma of the stomach present a clinical picture of considerable diversity depending 
on the location and extent of the lesion. Unfortunately in a considerable number of 
cases, especially those with achylia, no gastric symptoms occur until an advanced 
stage of the disease is reached. In a significant number of cases, however, dyspeptic 
symptoms often of a vague and mild nature may be present as the presenting symp- 
tom. Thus in any case of unaccounted for upper abdominal indigestion, especially in 
the middle-aged male, gastric carcinoma should always be suspected and every effort 
made to exclude it. 

Chief Signs. See page 518. 

Esophageal Hiatal Hernia. Characteristics. Chronic dyspepsia, especially upon as- 
suming a recumbent position or on leaning forward after a full meal, may be the only 
manifestation of the condition. 

Chief Signs. See page 402. 

Chronic Appendicitis. Characteristics. The dyspeptic symptoms may be of the 
early or late postprandial variety. Vomiting is rare but there is usually much flatu- 
lence. (Some believe chronic appendicitis is not an entity. ) 

Chief Signs. Attacks of pain, tenderness, and rigidity localized at McBurney’s 
point; fever; leukocytosis; constipation. 

Uremia (Renal Insufficiency). Characteristics. Dyspepsia characterized by ano- 
rexia, nausea, and vomiting is common. Severe and uncontrollable emesis may be 
the first symptom of uremia or may occur without other manifestations of uremia. 

Chief Signs. See page 431. 

Congestive Heart Failure. Characteristics. Indigestion, loss of appetite, flatulence, 
vomiting, and constipation are common. 

Chief Signs. See page 572. 

Arteriosclerosis. Characteristics. Dyspeptic symptoms are common. 

Chief Signs. See page 9. 

Angina Pectoris. Characteristics. There may be pain in the epigastrium preceded 
by flatulence and eructation, and the attack may occur after meals. It may be treated 
as a form of dyspepsia and the diagnosis missed. 

Chief Signs. See page 324. 

Pregnancy. Characteristics. Morning nausea is common in the early weeks. It may 
persist and be accompanied by vomiting. Uncontrollable vomiting may occur (perni- 
cious vomiting of pregnancy). In the last trimester dyspepsia may again occur, due 
to pressure of the enlarged uterus. 

Chief Signs. See page 559. 
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Chronic Pancreatitis (Including Pancreatic Lithiasis). Characteristics. The dys- 
peptic symptoms are identical to those which occur in chronic cholecystitis (see 
above ). 

Chief Signs. May be bulky, fatty stools containing indigested meat fibers; occasion- 
ally glycosuria; tests of pancreatic function (secretin and mecholyl chloride); x-ray 
(calcification in or enlargement of the head of the pancreas). 

Carcinoma of the Pancreas. Characteristics. Dyspepsia associated with upper ab- 
dominal pain is acommon early symptom of the disease. 

Chief Signs. See page 519. 

Constipation. Characteristics. Dyspepsia is common. 

Chief Signs. See page 764. 

Acute Appendicitis. Characteristics. Abdominal pain followed by nausea and 
vomiting is usually present. 

Chief Signs. See page 530. 

Postgastrectomy Syndrome. Characteristics. Dyspeptic symptoms are common fol- 
lowing resection of a large part of the stomach. 

Chief Signs. See page 518. 

Chronic Alcoholism. Characteristics. The dyspeptic symptoms are those of chronic 
gastritis (see above). 

Chief Signs. See page 39. 

Pyloric Obstruction with Gastric Dilatation. Characteristics. Indigestion is an early 
manifestation in nearly all cases, with feelings of distress and uneasiness in the region 
of the stomach. Enormous quantities of food and liquid are vomited at intervals 
(retention type of vomiting). 

Chief Signs. See page 551. 

Chronic Intestinal Obstruction (Carcinoma of the Bowel; Strangulation; Stricture; 
Impacted Feces). Characteristics. Periodic bouts of indigestion are often a complaint 
in incomplete obstruction, the patient being conscious of gaseous distention or a 
vague feeling of general abdominal discomfort. More severe symptoms include 
cramplike abdominal pain, nausea, and vomiting. 

Chief Signs. See page 528. 

Carcinoma of the Liver. Characteristics. Gastric disturbance, loss of appetite, nau- 
sea, and vomiting are frequent. 

Chief Signs. See page 581. 

Cirrhosis of the Liver (Alcoholic). Characteristics. Anorexia and symptoms of 
vague flatulent dyspepsia are common. There may be attacks of nausea and vomiting, 
particularly in the morning. Diarrhea may occur. 

Chief Signs. See page 555. 

Infectious Hepatitis. Characteristics. During the preicteric stage dyspeptic symp- 
toms in the nature of anorexia, nausea, upper abdominal discomfort, and vomiting 
are common. Within a few days jaundice usually develops with an increase in the 
severity of the dyspepsia. The latter, however, soon abates. 

Chief Signs. History of some form of injection two to four months before (serum 
jaundice), or presence of an epidemic (infectious hepatitis); may or may not be 
fever; general malaise; onset of deep jaundice within a few days (occasional cases 
remain anicteric); bile in the urine (at height of the disease); clay-colored stools 
(at height of the disease); hepatic enlargement and tenderness; abnormal liver func- 
tion tests; mild leukocytosis with relative lymphocytosis; usually complete recovery 
in two or three weeks, occasionally not for months. 
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Nephrolithiasis (Renal Colic). Characteristics. Attacks of dyspepsia are not un- 
common. 

Chief Signs. See page 615. 

Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
Dyspepsia occurs in the active stage and may recur at intervals. 

Chief Signs. See page 836. 

Cerebral Vomiting. Characteristics. Increased intracranial pressure from what- 
ever cause very frequently gives rise to bouts of vomiting, with or without nausea and 
usually unrelated to meals, which may be described by the patient as indigestion. 
The vomiting is often but not necessarily projectile in nature. 

Chief Signs. Dizziness; convulsions; visual disturbances; papilledema; increased 
pressure of spinal fluid; abnormalities of spinal fluid; x-ray; vascular visualization. 

Pernicious Anemia. Characteristics. All types of disgestive symptoms may occur, 
although indigestion does not necessarily coincide with a falling red blood count. Par- 
oxysms of pain in the stomach with or without diarrhea may occur in crises. Free 
hydrochloric acid is absent or there is complete achylia. A sore mouth and tongue 
are common. There is usually anorexia during these crises. 

Chief Signs. See page 433. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Gastric crises may be mis- 
leading. Attacks of severe epigastric pain, repeated vomiting independent of food, 
and hyperesthesia in the epigastrium with a girdle of anesthesia may occur every few 
weeks. Any type of reflex gastric disturbance may occur. 

Chief Signs. See page 519. 

Less Common Causes. Excessive venery; abscess of the liver; pancreatic cyst; mi- 
graine (before or after an attack); epilepsy (preceding or following a seizure); 
Meniere’s disease; eyestrain; labyrinthitis; postnasal drip (often early morning dys- 
pepsia) ; chronic peritonitis; ascites; aerophagia; sprue; cardiospasm; organic disease 
of the small bowel (recurrent attacks of periumbilical pain may be described as indi- 
gestion); neurosyphilis; gout; esophageal pouch; cholemia (from whatever cause). 


VOMITING 


(Emesis ) 


Vomiting is defined as the sudden forceful ejection of gastric contents through the 
mouth. 

The older concept that vomiting stimuli fell into two main groups, namely, those 
that acted primarily on the vomiting center (central vomiting) and those that arose 
in the peripheral parts of the body and were conveyed to the vomiting center (reflex 
vomiting), has in the light of recent discoveries had to be somewhat modified. It has 
been demonstrated that in addition to the vomiting center in the medulla oblongata 
there is an adjacent chemoreceptor zone. It is now generally believed that the vomit- 
ing center in the case of the gastrointestinal tract is activated directly by afferent im- 
pulses from the area, whereas the chemoreceptor area is the site of emetic action for 
many circulating drugs as well as the vestibular impulses responsible for motion sick- 
ness. It has been further shown that this chemoreceptor trigger zone is unable to act 
independently and therefore functions as a subcenter which, following appropriate 
stimulation, then transmits stimuli to the intact emetic center. 

The sequence of events that occurs in the act of emesis may be summarized as 
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follows: 1, relaxation of the upper half of the stomach including the esophageal 
cardia; followed by 2, the onset of one or more deep peristaltic waves originating at 
the midportion of the stomach and passing to the incisura angularis, with finally a 
strong contraction in this area which divides the stomach, thus preventing its con- 
tents from passing into the gastric antrum; thereafter 3, vigorous contraction of the 
diaphragmatic and abdominal musculature occurs with a resultant increase in intra- 
abdominal pressure, which exerting its influence on the relaxed main portion of the 
stomach causes the expulsion of its contents toward the mouth; and as this occurs 
4, the glottis closes, respiration ceases, the larynx and hyoid bones are drawn forward, 
and the soft palate is elevated against the nasopharynx. 

As a result of our increasing knowledge it has become more difficult to classify 
the causes of vomiting as to the mechanism involved, and thus from the standpoint of 
diagnosis it is felt that the division of emesis into acute and chronic is of practical 
value. 


ACUTE VOMITING 


(Acute Emesis, Including Nausea) 


Acute vomiting is defined as being that which occurs suddenly and without a pre- 
vious history of recurrent attacks. It is a notable feature at the onset of almost any 
acute infectious disease in children and is present in adults mainly when the infectious 
process involves the gastrointestinal tract, liver, or meninges. The pharmacopeias 
and texts of toxicology are saturated with chemicals and compounds whose toxic 
manifestations include nausea and vomiting (see Less Common Causes page 549). 
Acute vomiting is a prominent symptom of motion sickness associated with vertigo 
induced by disturbance of equilibrium. After severe shock or fright, vomiting may 
occur as a reactionary symptom. The use of tobacco by those who are not accustomed 
to it may inaugurate a most severe attack of nausea and vomiting. General anesthesia 
and radiation therapy are common causes of nausea and/or vomiting. 

Acute Appendicitis. Characteristics. Vomiting usually occurs in the early stages of 
the attack, but ordinarily a few hours, three to four, after the initial pain. Many 
patients do not vomit but have a sensation of nausea. Loss of appetite or repulsion for 
food may be regarded as a lesser degree of the same sensation, and is often of equal 
value in the diagnosis. Any one in previously good health who suddenly develops 
anorexia and complains of abdominal pain should be carefully watched for appendi- 
citis. Frequent vomiting at the onset of an attack of appendicitis usually means that 
the appendix is distended on the distal side of a stricture or concretion, and. signals 
the immediate danger of perforation. Frequent vomiting later in the course of the dis- 
ease usually means extension of peritonitis. 

Chief Signs. Pain, beginning centrally and localizing in the right lower quadrant; 
nausea and vomiting, always following the pain, never preceding; moderate fever; 
constipation; rigidity of the right rectus; deep tenderness at McBurney’s point; super- 
ficial tenderness in the right iliac fossa; right leg semiflexed; may be bladder irritabil- 
ity; polymorphonuclear leukocytosis (12,000 to 15,000); may be tumor mass (ab- 
scess ) ; distention, collapse, diffuse tenderness (general peritonitis). 

Acute General Peritonitis. Characteristics. Vomiting is an early symptom with at 
first small amounts. It is painful, but the vomitus comes up with little effort or retch- 
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ing. At first the material consists of the stomach contents, later it is bilious, and finally 
itis a thin, slightly fecal fluid. 

Chief Signs. Diffuse pain in the abdomen; usually a history or evidence of some pri- 
mary infectious lesion (perforated ulcer, appendix, gallbladder, gangrenous gut, pel- 
vic infection) ; sudden onset with vomiting and shock; fever; rapid pulse, at first wiry, 
later thready; constipation, rarely diarrhea; facies hippocratica; dorsal decubitus 
with the knees drawn up; shallow costal respiration; collapse; oliguria; marked leuko- 
cytosis. 

Acute Gastritis (Acute Infectious Gastritis; Acute Suppurative Gastritis; Exogen- 
ous Gastritis; Acute Corrosive Gastritis). Characteristics. In the mild form of acute 
infectious gastritis anorexia, nausea, vomiting, and dyspeptic symptoms are present. 
In the more severe forms there is painful vomiting. At first the vomitus consists of 
food; later it is bile-stained and contains much mucus. In acute purulent or suppura- 
tive gastritis there is severe abdominal pain with repeated episodes of vomiting which 
rapidly lead to dehydration. The vomitus contains pus. Acute toxic gastritis is char- 
acterized by the onset of epigastric burning and distress of varying intensity followed 
by nausea and vomiting as a result of the ingestion of chemical, thermal, mechanical, 
or bacterial irritants. In the more severe forms nausea and vomiting become in- 
tractable, the vomitus eventually consisting of bile. Acute corrosive gastritis results 
in the accidental or suicidal ingestion of organic acids or mineral acids or alkalies or 
various poisons and is manifested by constant vomiting. The vomitus is bloody and 
sometimes contains portions of mucous membrane. 

Chief Signs. Acute infectious gastritis: acute onset; anorexia; may be fever; usually 
constipation; dry, furrowed tongue; headache; may be delirium (severe cases); may 
be intense abdominal pain and slight epigastric distention and tenderness; vomiting 
(first food, then bile); duration one to three days. Acute suppurative gastritis: occurs 
as a complication of bacteremia or stomach ulcer; young men more often affected; 
severe pain; high fever; rapid dehydration; occasionally jaundice; vomitus contains 
pus; prognosis grave. Acute toxic gastritis: history of the ingestion of a causative 
agent (alcohol, medication, gluttony, spoiled food); salivation; diarrhea; disagree- 
able taste in the mouth; in severe cases may be extreme prostration, weakness, and in- 
tractable nausea and vomiting. Acute corrosive gastritis: history of accidental or sui- 
cidal ingestion of offending substance; feeling of strangulation; intense burning pain 
in the mouth, throat, and stomach; great dysphagia; may be evidence of poison on 
the lips and in the mouth; abdominal tenderness, distention, and pain; may be shock 
and sometimes convulsions; bloody vomitus, the examination of which may indicate 
the nature of the poison. 

Acute Intestinal Obstruction (Intussusception; Stricture; Carcinoma; Volvulus; 
Bands; Strangulated Hernia; Ileus). Characteristics. Vomiting sets in after an inter- 
val, the length of which may depend upon the situation of the obstruction. The vomit- 
ing is severe and persistent. The contents of the stomach are ejected first, and later 
mucus, bile, and feces, the last being recognized by its odor and color. The vomiting 
is earlier and more severe the higher the obstruction. In strangulation, however, the 
vomiting is always early. 

Chief Signs. Intense colicky pain in the abdomen; collapse with low temperature; 
rapid feeble pulse, cold sweat, dry tongue, and thirst; absolute constipation after the 
initial emptying; abdomen at first unchanged, later distended and doughy or rigid; 
variable tenderness, often slight; may be visible peristalsis; may be sausage-shaped 


tumor in intussusception. 
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Acute Enterocolitis (Acute Viral Enteritis; Acute Gastroenteritis). Character- 
istics. With coincident gastric involvement (acute gastroenteritis), especially com- 
mon in children, the symptoms of gastric irritation may lead, perhaps overshadow, 
those of intestinal catarrh. In a child, the vomiting may begin simultaneously or 
shortly before the diarrhea. Even without the presence of gastritis, there may be nau- 
sea, epigastric discomfort, and occasionally vomiting. The vomited matter consists 
usually of milk (in infants) or undigested food, sometimes large quantities of clear 
fluid, and at other times bile-stained mucus. The vomiting may disappear after a few 
hours, or persist. 

Chief Signs. Acute onset; pain ranging from discomfort to severe colic; may be 
tenderness over the colon if involved; anorexia, furred tongue, thirst; may be fever; 
may be collapse; abdominal distention and tympanites of varying degree; borborygmi; 
diarrhea (more marked in colon involvement) ; offensive soft or liquid stools (mucus 
and blood in colitis, lighter colored in enteritis ). 

Cholelithiasis (Gallstones). Characteristics. Vomiting frequently accompanies a 
severe attack of biliary colic. 

Chief Signs. See page 523. 

Nephrolithiasis (Renal Colic). Characteristics. Vomiting occurs during a severe 
attack, accompanied by collapse. 

Chief Signs. See page 615. 

Acute Cholecystitis. Characteristics. Nausea and vomiting of varying degrees of 
severity may occur from the beginning of the attack. The vomiting often is retching 
and almost continuous. 

Chief Signs. See pages 523 and 524. 

Uremia. Characteristics. Gastrointestinal manifestations of uremia often set in 
with abruptness. Uncontrollable vomiting may come on and its cause be quite unrec- 
ognizable. The attacks may be preceded by nausea and may be associated with 
diarrhea. Headache, nausea, and vomiting are among the early cardinal symptoms in 
many cases. 

Chief Signs. See page 431. 

Acute Alcoholism. Characteristics. Vomiting may occur early, associated with nau- 
sea and vertigo. 

Chief Signs. See page 38. 

Congestive Heart Failure. Characteristics. Nausea and vomiting are often promi- 
nent features of cases which do badly and do not respond to digitalis. 

Chief Signs. See page 572. 

Digitalis Intolerance. Characteristics. Nausea, vomiting, and diarrhea may occur 
some days after the administration of large doses. Some persons vomit almost imme- 
diately after oral use of the drug. Usually vomiting occurs only after massive doses 
have been given and is preceded by anorexia. 

Chief Signs. Various types of cardiac arrhythmia (sinus arrhythmia, premature 
contractions and pulsus bigeminus, partial or complete heart block, true nodal 
rhythm); hunger pain; diarrhea; oliguria; gradual amelioration of the spans on 
withdrawal of the drug. 

Acute Diffuse Glomerulonephritis. Characteristics. Nausea and vomiting often oc- 
cur at the onset, especially in children. 

Chief Signs. See page 722. 

Migraine. Characteristics. Nausea and vomiting generally accompany severe at- 
tacks. 
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Chief Signs. See page 5. 

Apoplexy (Cerebral Hemorrhage). Characteristics. Nausea and vomiting may at- 
tend the apoplectic attack at the onset, and with headache are the most frequent 
precursors. 

Chief Signs. See page 339. 

Fracture of the Skull. Characteristics. If there is cerebral compression due to intra- 
cranial hemorrhage or a depressed plate of bone, vomiting may occur in the stage 
of irritation, associated perhaps with such symptoms as headache, vertigo, restless- 
ness, delirium, convulsions, tinnitus, contracted pupils, choked disk, slow pulse, rapid 
respirations, and elevated blood pressure. 

Chief Signs. See Head Injury, page 759. 

Food Poisoning. Characteristics. Staphylococcal food poisoning is the commonest 
type of bacterial food poisoning and is characterized by the appearance of nausea and 
vomiting one to six hours after the ingestion of the contaminated food. After emesis 
occurs there is brief relief, but vomiting soon recurs. The vomitus may contain blood. 
In some patients vomiting and diarrhea may be the only symptoms. A period of ano- 
rexia may follow the acute episode and be accompanied by less frequent bouts of 
nausea, vomiting, and diarrhea lasting for one to four hours. In salmonella food poi- 
soning the incubation period is considerably longer than for that of staphylococcal 
food poisoning, being commonly from 6 to 72 hours. Nausea and vomiting may oc- 
cur, but abdominal cramps, diarrhea and tenesmus are the cardinal manifestations, 
with fever and prostration in severe cases. 

Chief Signs. Occurrence in several persons who have consumed the same food; 
sudden onset; general abdominal pain of a colicky nature; diarrhea without mucus; 
headache; cold sweats; variable temperature; bacterial examination of the stool; 
demonstration of the presence of an enterotoxin on culture. 

Cerebral Concussion. Characteristics. The stage of reaction may be inaugurated 
by a convulsion, or more commonly by slight movements of the extremities and 
vomiting. 

Chief Signs. See Head Injury, page 759. 

Acute Hemorrhagic Pancreatitis. Characteristics. Abrupt vomiting and retching oc- 
cur, both severe and frequent, but never feculent. 

Chief Signs. See page 519. 

Acute Yellow Atrophy of the Liver. Characteristics. Vomiting is a constant symp- 
tom, and blood may be brought up. Jaundice with vomiting, diminution of the liver 
volume, and the presence of leucine and tyrosine in the urine form a characteristic 
and unmistakable group of symptoms. 


Chief Signs. See page 833. 
Yellow Fever. Characteristics. Irritability of the stomach is present from the very 


outset, and the vomited matter consists of the contents of the stomach, and subse- 
quently of mucus and a grayish fluid. In the third stage of the disease the vomiting 
becomes more pronounced and in the severe cases is characterized by the presence of 


blood (black vomit). 

Chief Signs. See page 833. 

Less Common Causes. Acute diverticulitis; hyperthyroid crisis; allergy; acute laby- 
rinthitis; Meniere’s disease; trichinosis; Weil’s disease; acute amebiasis; bacillary 
dysentery; pertussis; cholera; tuberculous meningitis; cerebrospinal meningitis; en- 
cephalitis; toxemia of pregnancy; cerebral embolism; cerebral thrombosis; concus- 
sion of the spinal cord; sinus thrombosis; botulism; mesenteric thrombosis or embol- 
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ism; acute cystitis; acute hepatitis; acute myocarditis; coronary artery occlusion or 
insufficiency; ovarian cyst (ruptured or twisted pedicle) ; pelvic peritonitis; splenic 
or renal infarction; poisoning by or idiosyncrasy to analgesic antipyretics, estrogens, 
ammonium chloride, apomorphine, aconite, apresoline, antipyrine, arsenicals, am- 
phetamine, BAL, bichloride of mercury, butazolidin, cantharides, cocaine and cocaine 
derivatives, copper, colchicine, emetine, ergot alkaloids, ethyl alcohol, iodides, ipecac, 
iron, lead, malaricides, mercurials, mushrooms, nitrogen mustards, nicotine, opiates, 
PABA, PAS, pronestyl, quinine, quinidine, salicylates, streptomycin, sulfonamides, 
sulfones, thiocyanate, urethan, the xanthines; carbon tetrachloride, mycin drugs; dia- 
betic acidosis; acute perforation of a peptic ulcer; acute gonococcal perihepatitis; heat 
exhaustion; serum sickness; acute dilatation of the stomach; acute pancreatitis; acute 
infectious hepatitis; acute osteomyelitis; Budd-Chiari syndrome. 


CHRONIC VOMITING 


(Chronic Emesis, Including Nausea) 


(See also Regurgitation, page 557; and Hematemesis, page 554.) 


Chronic vomiting is defined as that which recurs over a long period of time, or 
which, though having begun acutely, continues for some time. In other cases vomit- 
ing has occurred at more or less lengthy intervals, but the history is such that the 
present attack is easily linked with the infrequent previous ones. Vomiting must be 
distinguished from regurgitation, in which the material raised is brought up with 
neither nausea nor retching. This is considered under a special caption. 

Pregnancy. Characteristics. Nausea, or nausea and vomiting are common in the 
early period, usually appearing about the end of the first month and disappearing 
spontaneously after six or eight weeks, although some patients suffer from it for a 
longer period. These symptoms usually come on in the earlier part of the day (morn- 
ing sickness), and pass off in a few hours, although they occasionally persist longer 
or may occur at other times. 

Chief Signs. See page 559. 

Carcinoma of the Stomach. Characteristics. Vomiting is occasionally a prominent, 
relatively early feature of gastric carcinoma, even when there is no pyloric obstruc- 
tion, but unfortunately this is almost an exception to the rule. Cancer of the cardia or 
pyloric area is more likely to be associated with vomiting g, usually preceded for an 
indefinite period of time by vague intermittent dyspepsia. Such “indigestion” is fre- 
quently relieved by the regurgitation or vomiting of small amounts of food or by 
merely reducing the size of the meals. In the beginning, as a rule, vomiting occurs 
only occasionally, the intervals between such attacks being symptom-free. At times 
intractable vomiting may occur as an early symptom of a small tumor invading the 
pyloric canal. The vomitus contains a diminished amount of free hydrochloric acid 
or none at all, undigested food, often traces of blood, lactic acid, and occasionally a 
portion of the growth (see also, Hematemesis, page 554). 

Chief Signs. Occurrence in late middle life; more or less constant pain in the epi- 
gastrium which may be referred to the.shoulder and back; anorexia (especially for 
meat); may be hematemesis; emaciation; anemia (yellow or waxy tint); may be a 
palpable tumor; may be enlarged glands in the neck and left axilla; gastric analysis 
(histamine achlorhydria in 60 to 70 per cent of cases, occult blood in aspirated ma- 
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terial, characteristic malignant-cell nuclei by Papanicolaou’s method) ; x-ray (irregu- 
lar filling defect) ; gastroscopy; exploratory laparotomy. 

Peptic Ulcer. Characteristics. Vomiting which is not self-induced to relieve pain is 
rare in uncomplicated ulcer. In the presence of acute perforation nausea and retching 
are almost always present followed later by vomiting. With massive hemorrhage 
hematemesis is commonly observed in gastric ulcer but occurs in only 15 to 25 per 
cent of patients with duodenal ulcer. In the presence of pyloric obstruction (spastic, 
edematous, inflammatory, or cicatricial) a retention type of vomiting occurs (see 
below). Vomiting is sometimes a complication of gastric resection (see Postgastrec- 
tomy Syndrome, page 518). A rare manifestation of duodenal ulcer consists in a 
pseudotabetic crisis wherein without warning severe epigastric pain with wide radia- 
tion occurs associated with persistent vomiting. 

Chief Signs. See page 517. 

Pyloric Obstruction with Dilatation of the Stomach. Characteristics. The most 
characteristic symptom is the vomiting at intervals of enormous quantities of liquid 
and food, followed by relief, having no relation to meals, occurring several hours 
after eating or in the evening, and recurring at intervals of one or three days. The 
vomitus is sour-smelling, dark gray, contains mucus and remnants of food, and on 
standing separates into three layers (froth, fluid, and food). 

Chief Signs. May be history of previous ulcer; may be a manifestation of carci- 
noma of the stomach (at times early); may be functional (pylorospasm) ; chronic 
dyspepsia with flatulence; increased appetite; constipation (rarely diarrhea); wast- 
ing; dry skin; scanty urine; physical evidence of enlarged stomach (peristalsis, splash- 
ing sound, prominent abdomen, artificial inflation); may be palpable tumor of the 
pylorus; gastric aspiration; x-ray. 

Chronic Gastritis. Characteristics. Retching and vomiting are regarded as classical 
symptoms of this disease. The characteristic vomiting is that of the early morning or 
upon arising, a type of vomiting which takes place usually on a fasting stomach, the 
vomitus consisting of glairy mucus, bile, and if violent, some fresh traumatic blood. 
The vomiting is associated with nausea and epigastric discomfort. There may be only 
morning nausea. 

Chief Signs. Chronicity; flatulence; eructations; diminished appetite; furred tongue; 
bad taste in the mouth; muddy complexion; frontal headache; depression, irritability, 
giddiness; constipation; gastric analysis (diminished hydrochloric acid, copious mu- 
cus in some cases) ; gastroscopy. 

Postnasal Drip. Characteristics. Morning gagging, retching, and vomiting are com- 
mon. 

Chief Signs. See page 267. 

Pernicious Anemia. Characteristics. Gastrointestinal symptoms are frequently pres- 
ent (see page 545). Vomiting occasionally occurs and may be sufficiently persistent 
to endanger the life of the patient. 

Chief Signs. See page 433. 

Pyloric Stenosis of Infancy (Hypertrophic Stenosis of the Pylorus). Character- 
istics. An infant who for the first two or three weeks of life has shown no signs of 
gastric disorder begins without evident cause to vomit, at first occasionally, but soon 
habitually. This vomiting in a short time becomes forcible, projectile, and most fre- 
quently occurs directly after feeding, all the food being generally expelled at one 
time. Some infants vomit regularly after each feeding, while others retain two or 
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three feedings and then expel the whole amount. The vomited matter is at first chiefly 
food; later there is much mucus. 

Chief Signs. Occurrence between two and four weeks of age; visible gastric peri- 
stalsis; distention of the upper abdomen with retraction below; palpable pyloric 
tumor (over 60 per cent) ; progressive wasting; constipation; oliguria. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. Vom- 
iting is frequently a distressing and serious symptom. 

Chief Signs. See page 574. 

Uremia (Renal Insufficiency). Characteristics. Severe and uncontrollable vomit- 
ing may be the first symptom noted. It is a common symptom of uremia due to any 
cause and may increase an already existing dehydration. 

Chief Signs. See page 431. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Nausea and vomit- 
ing are occasionally troublesome at an early period, but more commonly the patient 
feels simply nauseated at the sight of food or after eating. Vomiting more often re- 
sults from a reflex action as the result of a paroxysm of coughing. 

Chief Signs. See page 451. 

Pernicious Vomiting of Pregnancy. Characteristics. Ordinarily, pernicious vomit- 
ing begins as the simple nausea and vomiting of pregnancy. Constant vomiting may 
persist for weeks, the patient becoming markedly emaciated before the seriousness 
of the condition is appreciated. Later she begins to vomit “coffee ground” material. 

Chief Signs. Existence of pregnancy; torpidity or excitation; coma; convulsions; 
slight jaundice; oliguria; casts or blood in the urine; rapid pulse; occasional fever; 
wasting. 

Cirrhosis of the Liver (Portal). Characteristics. Nausea and vomiting may occur, 
particularly in the morning. 

See also Hematemesis, page 554. 

Chief Signs. See page 555. 

Neurosis (Nervous Dyspepsia; Gastric Neurosis; Tension State; Chronic Nervous 
Exhaustion; Neurasthenia; Nervous Prostration or Breakdown). Characteristics. 
Vomiting may occur repeatedly day after day, sometimes after each meal, sometimes 
only once a day. A special feature is the absence of the preliminary nausea and of 
the straining efforts of the ordinary act of vomiting. It is rather a regurgitation. The 
condition may persist for weeks or months at home and the patient get well in a 
week in the hospital. 

Chief Signs. See page 558. 

Pertussis (Whooping Cough). Characteristics. In the spasmodic stage in a young 
child, vomiting is almost certain to follow a paroxysm if food has been recently taken. 

Chief Signs. See page 388. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The gastric muscular 
coat is irritable as is the entire central nervous system including the emetic center, 
and frequent attacks of vomiting may occur, especially during the crises of the dis- 
ease. In some cases emesis becomes sufficiently severe and frequent to prove threat- 
ening. Sometimes gastric crises occur similar to those of tabes. , 

Chief Signs. See page 498. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Vomiting follows the pain 
of the gastric crisis, and may be quite independent of food. Nausea may be absent. 
The attacks usually last for several days, and tend to recur at intervals of weeks. 

Chief Signs. See page 519. 
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Diabetes Mellitus. Characteristics. Nausea, vomiting, and occasionally diarrhea 
are characteristics of the acidosis as it becomes more marked. 

Chief Signs. See page 371. 

Cerebral Tumor. Characteristics. Vomiting is a common feature and, with head- 
ache and optic neuritis, makes up a characteristic clinical picture. It is, however, a 
less common feature than headache and optic neuritis. It usually occurs independ- 
ently of food, and is unassociated with the gastrointestinal symptoms. Moreover, it 
is often unpreceded by nausea and thus has a curious projectile character. A change 
of posture of the head is sometimes enough to induce an attack of cerebral vomiting. 
It is early and often very obstinate in growths of the posterior fossa (cerebellum and 
pons). 

Chief Signs. See page 492. 

Cerebral Abscess. Characteristics. Following injury or operation the disease may 
run an acute course with fever, headache, delirium, vomiting, and rigors. In the 
chronic form, after a latent period of weeks or months following an injury, otorrhea, 
or local lung trouble, severe headache, vomiting, and fever set in, perhaps with a 
chill. This group of symptoms may continue intermittently. In abscess of the cere- 
bellum, vomiting is common. 

Chief Signs. See page 492. 

Cyclic Vomiting (Periodic Vomiting of Children). Characteristics. Four or five at- 
tacks of vomiting occur yearly, each lasting from one to three days. After a prodromal 
period of 12 to 24 hours marked by languor, dullness, dark rings under the eyes, 
anorexia, abdominal discomfort, and slight fever, the vomiting begins suddenly and 
is attended with great retching and distress, to be repeated every half hour or hour. 
The vomited matter consists of frothy mucus and watery material, frequently streaked 
with blood, and often contains variable amounts of bile. 

Chief Signs. Occurrence between the ages of 2 and 10 years; history of previous 
attacks; exclusion of organic disease; presence of acetone, diacetic acid, beta-oxybu- 
tyric acid, sometimes lactic acid, and nearly always an increase of indican in the 
urine. 

Allergic Purpura (Henoch’s Variety). Characteristics. Vomiting is a common 
symptom and occurs from time to time with attacks of abdominal pain simulating 
intussusception, which occasionally occurs in this disease. The vomit may contain 
blood. 

Chief Signs. Occurrence in children; may be purpura with exudative skin lesions; 
abdominal colic; diarrhea or constipation; may be melena; may be leukocytosis; tend- 
ency to relapses. 

Addison’s Disease. Characteristics. Gastrointestinal symptoms are usually pro- 
nounced and include nausea and vomiting. As the disease progresses vomiting may 
become more marked so that little or no food is retained. 

Chief Signs. Occurrence usually between 20 and 40 years; insidious onset; extreme 
and progressive asthenia; pigmentation of the skin, light brown to deep brown or al- 
most black, especially on the exposed parts, parts normally pigmented, and parts 
exposed to pigmentation; low blood pressure; cardiac weakness; anorexia; hiccup; 
constipation early, later may be diarrhea; occurrence of crises with circulatory col- 
lapse and great prostration; delirium, coma, and death (untreated); laboratory data 
(reduced levels of serum sodium, chloride, and carbon dioxide, elevated serum po- 
tassium, diminished urinary 17-ketosteroids and 17 hydroxycorticosteroids ) ; may be 
suprarenal calcification on x-ray; measurement of urinary or plasma 17-hydroxy- 
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corticoids before and after the administration of ACTH; response to corticoid 
therapy. 

Angioneurotic Edema. Characteristics. The local cutaneous attacks (edema) may 
be accompanied by signs of similar affection of the mucous membranes, such as 
vomiting, diarrhea, dyspnea, and even asphyxia from edema of the larynx and 
epiglottis. 

Chief Signs. See page 70. 

Hypercalcemia. Characteristics. lonic hypercalcemia from whatever cause (hyper- 
parathyroidism, metastatic disease of the bones, hyperthyroidism, excessive vitamin 
D) is frequently manifested by nausea and vomiting of the retention type without 
abdominal pain and in the absence of demonstrable pyloric obstruction. 

Chief Signs. Presence of an etiologic factor; increased serum calcium (ionized cal- 
cium ); X-ray. 

Less Common Causes. Chronic intestinal obstruction; carcinoma of the colon; 
carcinoma of the small intestine; balantidial dysentery; Meniere’s disease; eyestrain; 
paroxysmal cold hemoglobinuria; hydrocephalus; epilepsy; mediastinal tumor; 
Adams-Stokes syndrome; amyloid liver; Banti’s disease; carcinoma of the liver; 
carcinoma of the bile ducts; linitis plastica; hourglass contraction of the stomach; 
hypertrophy of the pylorus; movable kidney (adherent); portal obstruction; intes- 
tinal worms; ulcer of the intestine; enlarged bronchial nodes; bronchiectasis; dys- 
menorrhea; bacterial endocarditis; ectopic pregnancy; abscess of the liver; hydro- 
nephrosis; intercostal neuralgia; mitral stenosis; oophoritis; ovarian cyst; uterine 
displacement; enterogenous cyanosis; gangrene of the lung; gout; infantile hemo- 
globinuria; polyarteritis nodosa; remittent fever; pyelitis; pyelonephritis; aneurysm 
of the abdominal aorta; cerebral syphilis; hemorrhagic pachymeningitis; leukemia; 
malaria; carcinoma of the pancreas; pancreatic cyst; chronic relapsing pancreatitis; 
pancreatic lithiasis; subphrenic abscess; syphilis of the stomach; tuberculosis of the 
stomach; acromegaly; malignant hypertension; regional enteritis (when stenosis 
occurs); coronary artery sclerosis; chronic gastritis; hypoparathyroidism; anorexia 
nervosa; Simmond’s disease; acute nephritis (pseudouremia); migraine; chronic 
labyrinthitis; chronic congestive heart failure; low salt syndrome; postfenestration 
operation; intestinal allergy; carcinoma and sarcoma of the gallbladder; pulmonary 
fibrosis; abdominal Hodgkin’s disease; paroxysmal hypertension; sickle cell anemia 
(abdominal crises ) ; panhypopituitarism, acute intermittent porphyria; beriberi; sprue 
(during periods of more active diarrhea); tuberculous meningitis; lead poisoning; 
chronic ulcerative colitis, diaphragmatic hernia; alkalosis; galactosuria; tetany; 
pseudotumor cerebri. 


HEMATEMESIS 
(Vomiting of Blood) 


Hematemesis or gastrorrhagia must be distinguished from hemoptysis. In the 
former there is usually a history of previous gastroduodenal, hepatic, or splenic dis- 
ease, the blood is brought up by vomiting, is usually clotted and mixed with particles 
of food, may have an acid reaction, and is not frothy. Subsequent to the attack tarry 
stools are passed. The vomiting of blood which has previously been swallowed from 
the nose, pharynx, or teeth must be excluded. Approximately 90 per cent of all cases 
of hematemesis are accounted for by intrinsic gastroduodenal disease, and another 
5 per cent represents disease in which esophageal or gastric varices are responsible, 


Hematemesis 555 


Neurotic patients sometimes try to deceive by vomiting blood or colored liquids 
which have been swallowed. Again, the material vomited may be colored by wine, 
juice of berries, etc., which give the vomitus the appearance of blood. Iron, bismuth, 
and bile may produce the blackened color of altered blood. Blows and wounds or the 
use of the stomach tube may cause hematemesis. Foreign bodies in the stomach may 
do likewise. Chemical poisons (phosphorus, hydrocyanic acid, arsenic, antimony, 
volatile hydrocarbons, split proteins and their products) may cause hematemesis 
which may well be overlooked. 

Peptic Ulcer. Characteristics. Hemorrhage from the stomach is a symptom of 
great importance, ulcer of the duodenum being by far the commonest cause of 
hematemesis and melena. The amount of blood varies within wide limits. The 
bleeding may be copious (a quart or more), either liquid and arterial in color, or 
in large red clots, accompanied by the usual general symptoms of acute hemorrhage. 
If the quantity is small, however, or is gradually poured out into the stomach, the 
blood may remain in the presence of the acid gastric juice long enough to allow the 
hemoglobin to be converted into hematin, which will give to the vomitus the appear- 
ance of coffee grounds. Usually other symptoms have preceded the onset of hema- 
temesis, but the vomiting of a large quantity of unaltered blood is very characteristic. 
Melena follows the hematemesis. Hematemesis may occur when previously there 
have been slight if any symptoms. The hemorrhage is rarely fatal. Also, it is rarely 
associated with acute perforation; and when it is, there is always some abdominal 
rigidity, which in simple hemorrhage is absent. 

Chief Signs. Recurrent pain in the epigastrium; vomiting; anemia; some wasting; 
good appetite (but “afraid to eat”); dyspepsia; gastric analysis (usually hyper- 
acidity ); x-ray (deformity or ulcer niche). 

Cirrhosis of the Liver (Portal). Characteristics. Hematemesis may be one of the 
earliest symptoms. It is frequently profuse, very liable to recur, and is sometimes fatal. 
It is usually followed by melena. Gastric or esophageal varices are the cause. 

Chief Signs. Occurrence in middle age; may be history of alcoholism; liver small 
or enlarged, with surface hobnailed or smooth; hepatic facies; dyspepsia; slight or 
absent jaundice; ascites; spleen usually palpable; venules along the costal margin, 
may be slight fever; toxic symptoms. 

Carcinoma of the Stomach. Characteristics. Hematemesis is much less frequent 
than in ulcer, gastric malignancy accounting for about 3 per cent of cases. Bright 
red blood is rarely seen, the amount is slight, and the appearance is that of coffee 
grounds, 

Chief Signs. See page 550. 

Esophageal Hiatal Hernia. Characteristics. Approximately 2 per cent of cases of 
hematemesis have their origin in bleeding from a hiatal hernia as a result of con- 
gestion of the blood vessels in the herniated portion of the stomach, gastritis, or 
ulceration. 

Chief Signs. See page 402. 

Gastritis. Characteristics. About 1 per cent of the cases of hematemesis have their 
origin in bleeding occasioned by erosion in the mucous membrane in cases of chronic 
gastritis, usually of the hypertrophic form. The excessive use of alcohol during a brief 
period may produce an acute gastritis with massive bleeding and subsequent hema- 
temesis. Rarely aspirin may produce a similar situation. Gastritis due to corrosive 
poison results in the vomiting of blood and blood-stained mucus. 

Chief Signs. See page 547. 
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Splenic Anemia (Banti’s Syndrome). Characteristics. There is a marked tendency 
to hematemesis as a result of the portal hypertension occasioned by the extrahepatic 
(portal vein) block as seen in this syndrome. The hemorrhage may be of great se- 
verity. Gastric or esophageal varices are the cause in most cases, but in some instances 
there may be an erosive gastritis or a coexisting peptic ulcer. 

Chief Signs. Insidious onset; progressive course; enlargement of the spleen; pallor; 
anemia (decreased red cells and hemoglobin, leukopenia, relative lymphocytosis) ; 
may be enlarged liver, ascites, and jaundice (the original Banti’s syndrome). 

Passive Congestion of the Liver. Characteristics. Hematemesis may occasionally 
occur. 

Chief Signs. See Congestive Heart Failure, page 572. 

Postoperative Hematemesis. Characteristics. Hematemesis may occur after severe 
abdominal operations, independently of any injury to the stomach or duodenum and 
without obvious cause. 

Aortic Aneurysm with Rupture into the Esophagus. Characteristics. Severe, usu- 
ally fatal hematemesis may occur as a result of the rupture of an aortic aneurysm into 
the esophagus. 

Chief Signs. May be a history of substernal pain, dyspnea, or antecedent cough; 
may be tracheal tug; evidence of shock; often a positive serology; x-ray. 

Peptic Ulcer of the Esophagus. Characteristics. Hematemesis of massive propor- 
tions may occasionally occur. As a rule, however, bleeding is chronic and of rela- 
tively small amounts. 

Chief Signs. Pain on swallowing; dysphagia; may be tenderness over the sternum, 
belching and choking sensations and collections of mucus in the mouth; may be 
anorexia and wasting; anemia; x-ray; esophagoscopy; may be acute perforation. 

Carcinoma of the Esophagus. Characteristics. Blood in greater or lesser amount 
may be regurgitated, or the initial hemorrhage may be very severe and even fatal. 
The usual absence of stomach contents in the regurgitated material is noteworthy. 
Fragments of the neoplasm may be mixed in it. 

Chief Signs. Occurrence late in life; progressive dysphagia; anorexia; cachexia; 
later, cough and pressure symptoms; regurgitation of large quantities of foul material 
if dilatation results from stricture; x-ray; esophagoscopy. 

Yellow Fever. Characteristics. In the third stage of the disease the vomiting be- 
comes more pronounced and in the more severe cases is characterized by the presence 
of blood. It may be copious and forcible, with pain in the throat and abdomen. The 
vomitus is black due to altered blood (the black vomit). It is not necessarily a fatal 
sympton. 

Chief Signs. See page 833. 

Leukemia. Characteristics. Hematemesis may occur and prove fatal, sometimes 
even before the diagnosis is made. Epistaxis is the more common form of hemorrhage 
in this disease. 

Chief Signs. See page 585. 

Malarial Cachexia. Characteristics. Severe hematemesis may be a prominent symp- 
tom, at times causing death. 

Chief Signs. History of malaria; secondary anemia; enlarged spleen; edema of the 
ankles; dyspnea on exertion; retinal hemorrhages; variable fever, leukopenia; pres- 
ence of the malaria plasmodium in the blood during an acute attack. 

Acute Yellow Atrophy of the Liver. Characteristics. Hematemesis may occur 
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during the course of the vomiting. The vomitus is then black and it may resemble 
treacle due to the altered blood. 

Chief Signs. See page 833. 

Thrombosis of the Portal Vein (Adhesive Pylephlebitis, Pylethrombosis ). Charac- 
teristics. This condition may give rise to sudden and profuse hematemesis. 

Chief Signs. May be antecedent cause of suppurative pylephlebitis, history of 
surgical manipulation of the portal vein, prolonged febrile illness, cirrhosis, or ab- 
dominal trauma; sudden onset of ascites, melena, and splenomegaly, together with 
hematemesis. 

Less Common Causes. Hemorrhagic smallpox; black measles; malignant scarlet 
fever, cholemia; hemophilia; esophagitis; foreign body in the esophagus with aortic 
or large vessel perforation; gumma of the esophagus; rupture of an abdominal aneu- 
rysm into the stomach; cancer of the liver; chloroma; cholera; chronic glomerulo- 
nephritis; linitus plastica; dengue; diphtheria; gallstones (ulceration into the duo- 
denum); swallowed glass; scurvy; mediastinal growth (perforating the esophagus 
and aorta); Hodgkin’s disease; pernicious anemia; purpura haemorrhagica; pressure 
on the portal vein by tumor; carcinoma of the duodenum; atheroma; mitral stenosis; 
pancreatoduodenal fistula; pyemia; syphilis of the stomach; syphilis of the liver (?); 
typhus fever; uremia; Weil’s disease; splenomegaly (in general); gastric and duo- 
denal erosions; thrombosis of the splenic vein; Henoch’s purpura; von Willebrand’s 
disease; pellagra; tuberculosis of the gastrointestinal tract; biliary cirrhosis; carci- 
noma of the pancreas; sarcoma of the stomach; benign gastric neoplasm; chronic 
cholecystitis (with associated hepatitis); gastrojejunal ulcer; hemangioma of the 
esophagus; anthrax; hereditary hemorrhagic telangiectasia; Christmas disease (hemo- 
philia B); epigastric injury; Mallory-Weiss syndrome; Budd-Chiari syndrome (oc- 
clusion of the hepatic vein) ; aneurysm of an intrinsic gastric artery; gastric intramural 
parasite (echinococcus, nematodes); Gaucher’s disease; acute and chronic pan- 
creatitis; benign tumor of the esophagus (fibroma, adenoma, leiomyoma, fibromy- 
oma); duodenitis; gastrojejunitis; gastric crises of tabes; hemolytic icterus; aplastic 
anemia; vicarious menstruation; effect of corticosteroids, butazolidin; reserpine; 
Wilson’s disease. 


REGURGITATION 


(See also, Regurgitation of Fluid through the Nose, page 176; and Chronic Vomit- 
ing, page 550.) 


Regurgitation is the bringing up of small quantities of food from the stomach or 
esophagus, whence they may or may not be ejected. The returned matter is undi- 
gested, of alkaline reaction if from the esophagus, acid if from the stomach, and may 
be diluted freely with mucus. There is no retching as in vomiting. 

Esophagitis. Characteristics. More or less secretion is discharged into the buccal 
cavity, and its character is important in determining its cause. In simple catarrhal 
processes, the secretion is largely mixed with saliva, but contains blood cells. Pus 
will occur in the phlegmonous processes, and where necrosis of the membranes is 
taking place particles of tissue may be discharged, which in the case of corrosive 
poisoning may have a diagnostic appearance. Pus and blood are present if due to a 
foreign body. 

Chief Signs. History of swallowing a foreign body or a corrosive poison; pain on 
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deglutition; dull pain beneath the sternum; asthenia and wasting; passage of a bougie 
or stomach tube; esophagoscopy (swollen, injected mucous membrane). 

Stricture of the Esophagus (Fibrous or Carcinomatous ). Characteristics. Regurgi- 
tation follows the accumulation of food material in the dilated portion of the tube 
above the stricture or from a pulsion diverticulum. Enormous quantities of foul- 
smelling, sometimes blood-flecked, alkaline material may be raised a short time after 
eating. Pieces of new growth may be found. 

Chief Signs. History of corrosive poisoning if fibrous; dysphagia; substernal op- 
pression or actual pain; passage of a bougie; x-ray study; esophagoscopy. 

Simple Diverticulum of the Esophagus. Characteristics. Regurgitation of the ma- 
terial filling the sac ultimately occurs, but not with force in diffuse dilatation. Not 
all of the matter is ejected at a time, but enormous quantities of foul-smelling 
substance may be expelled. The material may be reswallowed, some passing into the 
stomach, some back into the diverticulum. 

Chief Signs. Dysphagia; sense of fullness in the neck, sometimes with a palpable 
mass which can be emptied; pressure symptoms with increase in size (dyspnea, 
strangulation, aphonia); dullness on percussion; fluoroscopy and x-ray study. 

Traction Diverticulum of the Esophagus. Characteristics. Regurgitation occurs 
after eating. 

Chief Signs. Usually evidence of necrosing tuberculous nodes in the mediastinum; 
dysphagia; sense of substernal weight; dyspnea; fluoroscopy and x-ray study. 

Gastric Ulcer. Characteristics. Regurgitation may occur and prove quite trouble- 
some. It is accompanied by heartburn. 

Chief Signs. See page 517. 

Gastric and Duodenal Erosion. Characteristics. Regurgitation may follow upon 
eructations of acid gas. 

Chief Signs. Slight pain or pylorospasm; presence of fragments of superficial 
mucosa and macroscopic or occult blood in the gastric contents; negative x-ray study. 

Neurosis. Characteristics. When regurgitation is purely neurotic the act is involun- 
tary and usually continues throughout the entire period of digestion. The longer after 
the ingestion of food it takes place, the more acid is the regurgitated material. The 
regurgitation may occur only after certain meals or after the ingestion of special 
types of food. Spasm of the esophagus is not infrequent in neurotics. Then there is 
sudden regurgitation during or soon after a meal without nausea and with immediate 
relief of the substernal discomfort. The material ejected contains no elements of 
gastric fluids. 

Chief Signs. Neuropathic symptoms, and emotional elements while eating or at- 
tempting to swallow; dysphagia and substernal distress (in spasm); may be wasting; 
elimination of organic disease. 

Cardiospasm (Achalasia). Characteristics. With progress of the disease extreme 
dilatation of the esophagus may occur with resultant regurgitation of copious 
amounts of food residue, saliva, and other secretions, especially upon assuming a 
recumbent position. 

Chief Signs. Gradually progressive dysphagia; may or may not be substernal pain 
following eating; may be attacks of violent cough and choking, especially at night; 
may be anemia, nutritional deficiency, and weight loss in advanced cases; x-ray; 
esophagoscopy. 

Merycism (Rumination ). Characteristics. This condition apparently begins with the 
regurgitation of food. As a result of this a certain agreeable sensation is experienced. 
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Gradually the patient begins to reswallow the regurgitated material, until finally a 
habit is formed which ultimately becomes involuntary. Regurgitation may take place 
after each meal, or only occasionally, soon after the meal, or some hours after. 

Chief Signs. Occurrence in high-strung individuals, often several members of the 
same family; pleasurable sensation; absence of wasting; elimination of organic 
disease. 

Less Common Causes. Carcinoma of the stomach; dilatation of the stomach; gas- 
tritis; carcinoma of the esophagus; aneurysm of the arch of the aorta; bulbar paraly- 
sis; myasthenia gravis; mediastinal tumor; mediastinal abscess; Hodgkin’s disease; 
tuberculous adenitis; goiter; pericarditis with effusion; peptic ulcer of the esophagus; 
scleroderma; nervous dyspepsia; postdiphtheritic paralysis of the palate. 


GENERAL ABDOMINAL SWELLING 


Pregnancy. Characteristics. There is progressive increase in the later months with 
general enlargement. The abdomen is roughly pyriform in shape in the erect position, 
with tapered end below. The profile is symmetrical, the flanks rounded. The navel 
may pout. 

Chief Signs. Amenorrhea; palpation of the fetal parts; movement; ballottement; 
fetal heart sounds; enlarged breasts with colostrum; soft cervix. 

Obesity. Characteristics. The abdomen protrudes as a symmetrical globular en- 
largement which depresses the navel, accentuates the cutaneous flexion folds, arches 
the pit of the stomach, and encroaches upon the flanks and pubes; or the abdomen, if 
relaxed and flabby, is pendulous and creased by transverse furrows. The subcutaneous 
fat may be rolled between the fingers. 

Ascites. Characteristics. lf the effusion is moderate there is slight bulging of the 
flanks with flattening of the belly’s summit in the supine position, and unnatural 
fullness of the lower abdomen when the erect posture is assumed. The dependent 
parts afford a dull or flat percussion sound which shifts with the posture. Intestinal 
tympany is uppermost. If the effusion is large the abdomen is smooth, tense, and 
uniformly globular. A distinctive fluctuation wave is obtainable. The navel may 
protrude. The maximum circumference is at the navel, the base sags. The superficial 
veins may be enlarged, the current flowing upwards. Paracentesis usually brings a 
clear, amber fluid (in some cases hemorrhagic or chylous). 

For causes see page 571. 

Tympanites (Meteorism; Gaseous Distention). Characteristics. The abdomen re- 
sembles a symmetrically ballooned sphere, tympanitic over all on percussion, with- 
out change of contour with change of body posture. The walls are taut, smooth, and 
shiny. Hepatic and splenic dullness is obliterated. The navel is flat or protrudes. 

For causes see page 577. 

Rickets (Rachitis). Characteristics. The pot belly of rickets presents a uniform 
enlargement of the abdomen, generally tympanitic, and often as tense as a drumhead. 
Moderate dilatation of the stomach and colon is present, with moderate enlargement 
and downward displacement of the liver and spleen. 

Chief Signs. See page 409. 

Achondroplasia (Chondrodystrophy ). Characteristics. Lumbar lordosis makes the 
abdomen prominent. 

Chief Signs. See page 623. 

Intestinal Obstruction (Acute or Chronic). Characteristics. Distention of the ab- 
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domen always develops and is extreme when the large bowel is involved. If the ob- 
struction is in the ileocecal region, the small intestines are distended and the central 
portion of the abdomen is prominent. Visible waves of peristalsis are present in 
thin-walled abdomens. 

Chief Signs. See pages 514 and 528. 

Retention of Urine (Distention of the Bladder). Characteristics. Bulging and 
dullness are distinctly located in the hypogastrium with the convex aspect directed 
outward. The fullness may reach above the navel. 

Chief Signs. History of retention; acute nature of the case; pain on pressure with 
increased desire to urinate; dribbling of urine; disappearance after catheterization. 

Visceroptosis. Characteristics. The belly is pendulous, and there may be a gourd- 
like sagging in the erect position, the anterior abdominal wall sloping gently down- 
ward from the epigastrium to the navel, whence it bulges in all directions. With the 
patient on his back the weak abdominal wall bulges in the flanks, and the outlines 
of the stomach and intestines may be visible from thinning and relaxation of the 
walls. 

Chief Signs. Enteroptotic habitus from birth; presence of a precipitating factor in 
a predisposed individual (poor posture, childbearing, weight loss, presence of large 
abdominal tumors, recurrent ascites); may be diastasis recti; symptoms of psycho- 
neurotic origin; x-ray study. 

Tuberculous Peritonitis. Characteristics. Ascites and meteorism may cause gen- 
eral distention. 

Chief Signs. See page 574. 

Large Ovarian Cyst. Characteristics. The abdomen is usually swollen with an 
eminence in front, but the umbilicus not pushed out. There is dullness in front with 
resonance in the flanks. Fluctuation is limited to the dull areas and not shifting as in 
ascites. 

Chief Signs. See page 570. 

Splenomegaly (Large). Characteristics. The enlargement is smooth, uniform, and 
painless. The spleen may reach to the navel or the anterior superior spine of the 
iium, and the organ may occupy the whole of the left side of the abdomen causing 
the abdomen to be generally prominent. 

For causes see page 584. 

Cretinism. Characteristics. The abdomen is swollen and pendulous and an um- 
bilical hernia is almost always present. 

Chief Signs. See page 43. 

Dilatation of the Stomach. Characteristics. The abdomen may be large and promi- 
nent, the greatest projection occurring below the navel in standing posture. The out- 
line of the dilated stomach may be seen and succussion sounds elicited. The epigas- 
trium is concave. 

Chief Signs. May be neurotic symptoms; nervous dyspepsia; vomiting of enormous 
quantities; physical signs (clapotage; distention of the stomach with air; may be 
evidence of pyloric stenosis—tumor or ulcer); gastric aspiration; x-ray study. 

Idiopathic Steatorrhea and Nontropical Sprue (Celiac Disease; Gee+Herter Dis- 
ease; Gee-Thaysen Disease). Characteristics. In adults progressive abdominal dis- 
tention during the day, disappearing at night, is,a frequent observation. At times 
a marked megacolon has been observed. In early childhood the disease occurs as a 
celiac affection characterized by a fatty diarrhea, progressive abdominal enlargement 
due to dilatation of the large intestine and the small intestine, and general retarda- 


Swellings in the Abdominal Wall 56! 


tion of growth. The abdomen in such instances is large, protruding, tense, and tym- 
panitic. 

Chief Signs. Nontropical sprue: intermittent diarrhea for months or years; often 
a past history of intestinal disorders in infancy or childhood; moderate to severe 
weight loss; muscle cramps, or may be tetany due to hypocalcemia; glossitis and 
stomatitis; hypoprothrombinemia with widespread hemorrhagic lesions; anemia, 
often macrocytic; skeletal lesions. Celiac disease: occurrence in children; malnutri- 
tion; alternate constipation and diarrhea; stools large, loose, pale, frothy, and very 
foul; flat glucose tolerance curve; high fecal fat, well split. 

Idiopathic Dilatation of the Colon (Hirschsprung’s Disease; Congenital Dilatation 
of the Colon). Characteristics. In infants and young children symmetric and often 
extreme distention of the abdomen is present. The intercostal spaces are widened, 
and the lateral walls of the thorax bulge. Distention of the skin causes trophic 
changes (dry, shining, glazed skin with visible superficial venous pulsation). On 
percussion the abdomen is uniformly tympanitic, and such tympany extends to and 
often includes the lower portion of the left thorax both anteriorly and posteriorly. 
Peristaltic movement may be seen. 

Chief Signs. Occurrence in childhood; obstinate constipation with fair digestion 
and nutrition; intermittent intestinal obstruction; mild abdominal pain unless there 
is a complication (volvulus or peritonitis), when pain becomes severe; sigmoidos- 
copy; X-ray. 

Embryonal Adenosarcoma of the Kidney (Wilms’s Tumor). Characteristics. In 
children the tumor may grow to an enormous size, so that in five or six months it may 
nearly fill the abdomen, causing great enlargement. The surface of the tumor may be 
lobulated and irregular, or smooth, and although solid, it is sometimes so soft as 
to give an obscure sensation of fluctuation. 

Chief Signs. See page 592. 

Less Common Causes. Congenital dislocation of the hips; Mongolian idiocy; phan- 
tom tumor; pneumoperitoneum; tabes mesenterica; retroperitoneal sarcoma (in 
children); neoplastic peritonitis (numerous secondary growths plus ascites); severe 
chronic constipation (especially with idiopathic or secondary megacolon); surgical 
emphysema of the abdominal wall; chronic gastrectasis (if dilatation of the stomach 
is Massive); giant myosarcoma; large omental cyst; large pancreatic cyst; large hy- 
datid cyst; massive uterine fibroids; paralysis of the anterior abdominal muscles; 
marked lumbar lordosis; generalized peritonitis; regional enteritis; typhoid fever; 
colon bacillus infection; cholecystitis; pseudomembranous enterocolitis; cystic fibro- 
sis; pyogenic liver abscess; acute pancreatitis; pneumococcal pneumonia; neuro- 
blastoma; visceral leishmaniasis; trichuriasis; galactosemia. 


SWELLINGS IN THE ABDOMINAL WALL 


Abscess. Characteristics. The swelling has the usual characteristics of an abscess 
elsewhere, namely pain, tenderness, heat, redness, and fluctuation. 

Inguinal Hernia. Characteristics. There is a soft swelling at the inner third of 
Poupart’s ligament. It may disappear on lying down or be returned to the abdomen 
by manipulation. Straining causes an increase in size and there is an impulse on 
coughing. Gurgling sounds may be heard if intestine is in the sac, and there is 
tympany on percussion unless only the omentum is present, when there is dullness. 
The enlarged external inguinal ring may be felt by the finger from below. 
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Umbilical Hernia. Characteristics. In the adult the hernia begins as a flabby tumor 
about as large as the terminal joint of the finger and covered by the normal skin of 
the umbilicus. It may grow to larger size. The edge of the ring may be felt as a thick 
border. In infants the hernia rarely grows to any great size. These hernias are com- 
mon in stout persons of middle age. The hernia is usually irreducible, becomes grad- 
ually larger, and gives an impulse on coughing. Its contents are omentum or omentum 
and intestines. 

Ventral Hernia. Characteristics. There is a soft, reducible swelling in any portion 
of the abdominal wall, usually at the site of the scar of a previous abdominal opera- 
tion. The edges of the opening can usually be easily felt, and coughing causes a 
marked bulging. The size of a ventral hernia may be great. 

Epigastric Hernia. Characteristics. One or more, usually small, subcutaneous 
swellings are felt along the course of the linea alba between the umbilicus and the 
ensiform cartilage. 

Chief Signs. Occurrence in healthy, hard-working men; may be concomitant 
lipoma; may be attacks of epigastric pain and vomiting, or even intestinal obstruction. 

Lipoma. Characteristics. The tumor may occur in any part of the abdominal wall. 
It is spherical, lobulated, semifluctuating, and the skin is dimpled when an attempt 
is made to lift it from the tumor. Small lipomas above the umbilicus close to the 
middle line may precede or accompany hernia, for which they are easily mistaken. 

Fibroma (Desmoid). Characteristics. Three fifths of all cases occur in women 
during pregnancy. They are usually single but may be multiple. They have a predi- 
lection for the lower half of the abdomen, especially the right side. Originally spheri- 
cal, they may be compressed into an oval or flattened shape. Their rate of growth 
may be slow or, when coming during pregnancy, rapid. They may shrink after partu- 
rition. The usual size is that of an egg or a walnut, but larger ones are seen. The 
typical desmoid is hard and solid. 

Granuloma of the Umbilicus. Characteristics. Excessive granulation sometimes 
follows the removal of the stump of the umbilical cord. The mass of granulations 
gradually assumes a polypoid shape. 

Omphalitis. Characteristics. An abscess may form in the navel as a result of the 
irritation which is produced in a deep umbilicus by the dirt and secretions which may 
collect there. 

Umbilical Cyst. Characteristics. A semifluctuating tumor below the umbilicus 
and containing sebaceous material may be due to a urachus which has not completely 
closed in its course from the navel to the bladder. 

Cyst of the Vitello-intestinal Duct. Characteristics. A small, bright red, globular 
mass appears to arise from the umbilicus of a baby or young child, and usually has 
a distinct pedicle but may be sessile. 

Secondary Malignant Neoplasms (Neoplastic Peritonitis). Characteristics. Small 
secondary nodules may appear quite early at the umbilicus or in the round ligament 
just above it. This may occur even before the primary tumor has given rise to any 
definite signs or symptoms. 

Chief Signs. See page 575. 

Less Common Causes. Sebaceous cyst; carbuncle; subphrenic abscess or perigas- 
tric abscess (inflammatory thickening of the round ligament and umbilicus) ; angio- 
neurotic edema; hepatic abscess (redness and swelling in the right hypochondrium) ; 
appendicular abscess (infiltration of the abdominal wall); Hodgkin’s disease, acute 
(localized glandular deposits ) ; lymphosarcoma, acute (localized glandular deposits) ; 
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dermoid cyst (umbilical region) ; nevi; angioma hypertrophicum; papilloma; fibroma 
molluscum; cutaneous sarcomas; fibromyxoma; myoma; primary carcinoma; echi- 
nococcus cyst; actinomycosis; endometriosis; adiposis dolorosa (Dercum’s disease) ; 
hematoma; tuberculous omphalitis (in children secondary to tuberculous peritonitis). 


SWELLINGS IN THE EPIGASTRIUM 


Carcinoma of the Stomach. Characteristics. There may be a palpable tumor in the 
epigastric, umbilical, or hypochrondriac region, according to the portion of the stom- 
ach involved. This is a late sign, however, and is often absent. The mass is usually 
hard, sometimes nodular. It descends with inspiration, may appear and disappear 
due to peristalsis, and transmits the pulsations of the aorta. Tumors of the pylorus 
are most movable. Percussion over the mass yields a flat tympany. Pain on palpation 
is common. In addition, there may be epigastric fullness, inequality of the infracostal 
grooves, visible peristalsis, a wide area of aortic pulsation, and subcutaneous nodules 
or small masses about the navel. 

Chief Signs. See page 550. 

Dilatation of the Stomach. Characteristics. In some instances the outline of the 
stomach can be seen, the small curvature a couple of inches below the ensiform 
cartilage, and the greater curvature passing obliquely from the tip of the tenth rib on 
the left toward the pubes and then curving upward to the right costal margin. Active 
peristalsis may be seen, the waves passing from left to right, occasionally the reverse. 
In stenosis a tumor may be evident at the pylorus. The resistance of a dilated stom- 
ach is peculiar, resembling an air cushion. Bimanual palpation elicits a splashing 
sound (clapotage). On percussion there is a tympanitic note over the greater portion 
of the distended stomach, a flat note in the dependent part. 

Chief Signs. See page 560. 

Tuberculous Peritonitis. Characteristics. An irregular rope or mass may be felt in 
the epigastrium or extend into any of the regions of the abdomen. It is made up of 
matted inflammatory tissue and exudate, rolled up omentum, fecal accumulations, 
or lymph nodes. 

Chief Signs. See page 574. 

Carcinoma of the Pancreas. Characteristics. A palpable tumor is rare, but occa- 
sionally there may be an indistinct, deeply seated mass felt in the epigastrium. The 
stomach, or stomach and colon lie in front, and there is practically no movement on 
respiration. The pulsations of the aorta are often transmitted. 

Chief Signs. See page 519. 

Pancreatic Cyst. Characteristics. There is a deeply seated, smooth, rounded tumor, 
possibly giving a sensation of fluctuation. At first it occupies the lower epigastrium or 
hypochondriac region, but if it becomes very large it may fill the whole upper part 
of the abdomen. It is usually in the median line or slightly to the left. It is often mov- 
able, but rarely moves with respiration. The stomach usually lies above it and the 
colon below, but it may be above or behind the stomach, or even below the colon. 
Its contents are a reddish, alkaline fluid containing blood, cholesterin, and often pro- 
teolytic ferments. 

Chief Signs. See page 521. 

Subphrenic Abscess (Subdiaphragmatic Abscess). Characteristics. Following a 
perforated gastric ulcer of the posterior wall an abscess may form in the lesser peri- 
toneal sac, and may give rise to a tumor, dull on percussion, presenting below or oc- 
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casionally above the stomach. Such a tumor, however, is often absent. In some cases 
there is increased resistance on palpation. 

Chief Signs. See page 520. 

Aneurysm of the Abdominal Aorta. Characteristics. There is an epigastric tumor 
which has an expansile pulsation and which may be grasped in the hand when the pa- 
tient assumes the knee-chest position, a transmitted pulsation thus being eliminated. 
The mass is usually fixed. 

Chief Signs. Thrill; bruit; neuralgic pain in the sides and back; dyspnea; retarda- 
tion of the femoral pulse; x-ray (erosion of vertebral bodies, lateral view ). 

Omental Cyst. Characteristics. There is a freely movable, rather superficial tumor 
surrounded by tympany on all sides, and not connected with the pelvis. 

Chief Signs. See page 567. 

Less Common Causes. Carcinoma of the duodenum; Hodgkin’s disease; lympho- 
sarcoma; linitis plastica; hypertrophic stenosis of the pylorus; hair ball in the stom- 
ach; sarcoma of the stomach; gumma of the liver (left lobe); phytobezoar; chronic 
pancreatitis; acute pancreatitis (very rare); chronic peritonitis (nodular enlargement 
and deformity of the omentum); carcinoma of the transverse colon; tuberculosis of 
the transverse colon (hyperplastic); chronic gastrectasis; spasm of the transverse 
colon; adenoma of the pancreas; solid tumor of the omentum; omental abscess (per- 
forated gastric ulcer); benign tumor of the liver, especially left lobe (hemangioma, 
adenoma, teratoma, leiomyoma); parasitic and nonparasitic cysts of the liver, es- 
pecially the left lobe; horseshoe kidney; dynamic aorta; retroperitoneal cyst. 


SWELLINGS IN THE RIGHT HYPOCHONDRIUM 


Hepatomegaly. Characteristics. Any extensive degree of enlargement of the liver 
is manifested by undue prominence at the right costal margin with fullness in the right 
hypochondriac and epigastric regions, which, in cases of extensive hepatic enlarge- 
ment, may extend to the entire anterior abdominal wall. There is rarely any upward 
extension of hepatic dullness, and the intercostal spaces are not obliterated. The organ 
rises and falls with respiration. Its lower border can usually be easily palpated un- 
less there is tympanites or marked ascites. 

For causes and characteristics see page 579. 

Acute Cholecystitis (with or without Cholelithiasis). Characteristics. At times 
when there is no muscular rigidity, one can feel the rounded fundus of the gall- 
bladder projecting below the inferior margin of the liver. Usually the swelling is 
small, but occasionally it may be of considerable size and bulge well into the right iliac 
fossa or into the umbilical region. It is a tense globular swelling with its long axis in 
the line between the ninth right costal cartilage and the umbilicus, is movable from 
side to side, and is freely movable with respiration. It is definitely more anterior than 
posterior, and percussion does not reveal any tympanitic note between the liver 
dullness and the tumor. 

Chief Signs. See page 523. 

Chronic Cholecystitis (with or without Cholelithiasis). Characteristics. Obstruc- 
tion of the cystic duct by adhesions from without (pericholecystitis) or by a stone 
frequently leads to dilatation of the gallbladder (hydrops of the gallbladder) which 
may reach an enormous size (see Acute Cholecystitis, with or without Cholelithiasis 
above). 

Chief Signs. See page 523. 
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Chronic Pancreatitis. Characteristics. On deep pressure the head of the pancreas 
may sometimes be felt. More often an enlarged gallbladder is found. 

Chief Signs. See page 519. 

Carcinoma of the Pancreas. Characteristics. This condition is usually associated 
with dilatation of the gallbladder, which may reach a very large size. For character- 
istics of the swellings see Acute Cholecystitis above. In some instances the carcinoma 
itself may be felt as deep-seated mass in the epigastrium. 

Chief Signs. See page 519. 

Carcinoma of the Gallbladder. Characteristics. A tumor can sometimes be de- 
tected extending diagonally downward and inward toward the navel, variable in size, 
occasionally very large, and most often very firm, tender, and hard. It is due either to 
great distention of the gallbladder or to involvement of contiguous parts. 

Chief Signs. See page 525. 

Carcinomatous Lymph Nodes. Characteristics. Carcinomatous nodes resulting 
from metastasis from primary cancer of the stomach and other abdominal organs may 
be palpable in the right hypochondrium and epigastrium as nodulated chains or masses, 
usually hard and rounded. When involving the lymph nodes of the liver the mass may 
cause occlusion of the bile ducts, and dilatation of the gallbladder ensues. 

Chief Signs. Occurrence in late middle life; progressive jaundice; history of evi- 
dence of the primary growth; involvement of the clavicular lymph nodes; may be 
enlarged liver. 

Carcinoma of the Bile Ducts. Characteristics. The gallbladder is enlarged and may 
be palpable due to obstruction of the common duct by the malignant disease. The 
tumor itself is rarely palpable. When the cancer is situated at or above the junction 
of the cystic and hepatic ducts there is hepatomegaly rather than gallbladder en- 
largement. 

Chief Signs. Occurrence in late middle life; insidious onset; progressive jaundice, 
palpable liver; pain absent, moderate, or severe; absence of bile in the stools and 
urobilinogen in the urine; prompt, direct van den Bergh reaction; examination of 
duodenal contents for neoplastic cells; cholangiography. 

Fecal Impaction. Characteristics. Scybala may accumulate in the hepatic flexure 
of the colon. They may be recognized by their general shape, by the ease with which 
they can be molded or indented by pressure with the fingers, and by their being dis- 
persed by a purgative. 

Chief Signs. See page 531. 

Subphrenic Abscess (Subdiaphragmatic Abscess). Characteristics. An abscess 
in the right anterior (intraperitoneal) pouch, resulting usually from a ruptured ap- 
pendix or perforated duodenal or gastric ulcer, may be detected as a palpable mass 
coming from under the right costal margin and not extending beyond the midline, but 
with a curved outline to the left due to bulging of the falciform ligament. It is dull on 
percussion, does not move on respiration, does not extend downward below the nor- 
mal hepatic limits, and may cause the diaphragm to be pushed up with dullness and 
deficient breath sounds at the base of the lung. However, a palpable mass is by no 
means always present. 

Chief Signs. See page 520. 

Less Common Causes. Carcinoma of the hepatic flexure; tuberculosis of the colon; 
intussusception; acute hemorrhagic pancreatitis; acute interstitial pancreatitis; renal 
tumor; adrenal tumor; palpable mobile right kidney; hydronephrosis; new growths 
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of the pylorus or duodenum; prominent upper segment of the right rectus muscle; 
spasm of the hepatic flexure of the colon; phantom tumor. 


SWELLINGS IN THE LEFT HYPOCHONDRIUM 


Splenomegaly. Characteristics. The tumor comes down from under the left costal 
margin in direct contact with the anterior abdominal wall, descends on inspiration, 
has a smooth surface, and a notched upper and inner margin. Resonance is usually 
obtainable between the posterior aspect of the tumor and the spine. 

For causes see page 584. 

Fecal Impaction. Characteristics. Fecal impactions are prone to form at the splenic 
flexure of the colon in constipated elderly women. They form irregular, movable, and 
moldable masses which disappear after purgation or enemas. 

Chief Signs. See page 531. 

Subphrenic Abscess (Subdiaphragmatic Abscess). Characteristics. Perforation of 
a gastric ulcer may result in the formation of an abscess in the left anterior (intra- 
peritoneal) pouch, also known as the perigastric or perisplenic pouch. A palpable 
mass may be detected coming from under the left costal margin, dull on percussion 
and not moving on respiration. It does not extend beyond the midline but presents a 
curved outline to the right. The diaphragm may be pushed up, causing dullness and 
deficient breath sounds at the base of the left lung with upward displacement of the 
heart. 

Chief Signs. See page 520. 

Less Common Causes. Intussusception; carcinoma of the splenic flexure; tubercu- 
losis of the splenic flexure; spasm of the splenic flexure; suppurative or cystic pan- 
creatitis; retroperitoneal cyst; space-occupying lesion in the left lobe of the liver; 
gastric tumor; adenoma of the tail of the pancreas; carcinoma of the tail of the pan- 
creas; tumor of the left kidney; tumor of the left adrenal gland; phantom tumor. 


SWELLINGS IN THE UMBILICAL REGION 


Umbilical Hernia. Characteristics. In infants this hernia is usually of small size, but 
in stout middle-aged persons it may attain considerable proportions. For description 
see page 562. 

Dilatation of the Stomach. Characteristics. A dilated stomach may occupy most 
of the umbilical region. For description see page 560. 

Diastasis Recti (Divarication of the Recti Muscles). Characteristics. A median 
line bulging forward of the abdominal viscera in a moundlike prominence reaching 
from the ensiform cartilage to the symphysis pubis may appear when the patient, 
lying down, folds the arms and raises the head and shoulders. The recti muscles are 
felt to be separated. 

Chief Signs. Usually history of multiple pregnancies; visceroptosis; may be diffuse 
umbilical pain. 

Tuberculous Peritonitis. Characteristics. Tumorlike projections may be’ detected 
in the plastic form in which there is little or no ascites. These masses consist of in- 
durated or coiled up omentum, encysted exudate, or enlarged mesenteric nodes. In 
children especially a tuberculous mass associated with the round ligament may break 
down and point, with ultimate perforation at the umbilicus. 

Chief Signs. See page 574. 
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Phantom Tumor. Characteristics. Fixed, more or less rounded, smooth swellings 
often appear in the neighborhood of or just below the umbilicus. Pregnancy may be 
simulated (pseudocyesis) ; in such cases the condition is probably due to local con- 
tractures of the diaphragm and abdominal muscles. In some cases intestinal obstruc- 
tion may be simulated, with pain, vomiting, distention, and inability to pass gas or 
feces; these are probably due to spasm of the bowel. Swellings of a like nature may 
occur in the right or left hypochondrium or in the right inguinal region. The tumors 
persist during sleep but entirely disappear under general anesthesia. 

Chief Signs. Occurrence in neurotic persons, especially females; exclusion of preg- 
nancy or organic disease. 

Fecal Impaction. Characteristics. A sausagelike, doughy mass above the navel may 
sometimes be palpated if there is much accumulation in the transverse colon. 

Chief Signs. See page 531. 

Carcinomatous Mesenteric or Retroperitoneal Lymph Nodes. Characteristics. 
Secondary involvement of these nodes from the malignant abdominal tumor may 
cause a palpable mass in the middle of the abdomen, the nature of which is usually 
obscure. 

Chief Signs. Those of the primary growth. 

Carcinomatous Peritonitis. Characteristics. Masses of growth may be felt if the 
effusion is not too great. The omentum may be rolled up also, giving a ropelike feel 
across the abdomen. In some cases adhesions and encysted effusions may cause other 
palpable masses. Multiple nodules may be felt through the abdominal wall. 

Chief Signs. See page 575. 

Mesenteric Cyst. Characteristics. There is a round, definitely outlined, smooth and 
regular (except hydatid), tense, possibly fluctuating mass palpable in the middle line 
near the umbilicus. The tumor possesses great mobility in circular directions, espe- 
cially from side to side. It is dull on percussion with a resonant area in front from over- 
lying coils of intestine. These cysts vary in size from a few inches upward. Large cysts 
may be fixed by adhesions and completely dull. 

Chief Signs. May be pain and constipation from enlarging size; may be gastro- 
enteritis; may be rapid emaciation; may be intestinal obstruction; duration usually 
many years. 

Retroperitoneal Cyst or Tumor. Characteristics. The cyst resembles that of a mes- 
enteric cyst (see above) but is fixed. It may easily be mistaken for a pancreatic cyst. 
A sarcoma presents an immobile tumor, extending forward near the midabdomen 
and usually crossed by a coil of gut; it is usually hard, but pseudocysts are common, 
it may attain great size in children. 

Chief Signs. As in mesenteric cyst (see above). 

Omental Cyst. Characteristics. These are freely movable masses lying below the 
transverse colon and in immediate relation with the anterior abdominal wall, in front 
of the mass of small intestine. Cysts are either single or multiple. There is tympany 
on all sides. 

Chief Signs. Only those of pressure if very large; emaciation if malignant, may be 
pain. 

Tabes Mesenterica (Tuberculosis of the Mesenteric Nodes). Characteristics. In 
some cases there is a palpable mass situated centrally or near the cecum. 

Chief Signs. Occurrence in children; enlarged abdomen, constipation; may be at- 
tacks of diarrhea; variable fever; wasting; anorexia; anemia; von Pirquet’s test. 

Less Common Causes. Henoch’s purpura; enchondroma; aneurysm of the abdomi- 
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nal aorta; carcinoma of the transverse colon; intussusception; carcinoma of the small 
intestine; volvulus of the omentum; tumor of the omentum; mesenteric fibrolipoma; 
retroperitoneal abscess; Hodgkin’s disease (with retroperitoneal node involve- 
ment); lymphosarcoma; urachal cyst; hydronephrosis; hypernephroma; sarcoma of 
the kidney; horseshoe kidney; regional enteritis; endometriosis; intra-abdominal 
hernia; tumors of the umbilicus, benign and malignant (hypertrophy of the umbilicus, 
angioma, lymphocele, myxoma, fibroma, papilloma, lipoma, dermoid cyst, sweat 
gland tumors, abdominal myoma, carcinoma—primary and secondary); intestinal 
granuloma; benign and malignant tumors of the pancreas. 


SWELLINGS IN THE FLANK OR LUMBAR REGION ANTERIORLY 
(Iliocostal Space, Right or Left) 


(See also Deep-Seated Swelling in the Lumbar Region, page 619.) 


Enlargement of the Kidney. Characteristics. Renal enlargement from whatever 
cause presents certain characteristics which fix the nature of the swelling definitely as 
one involving the kidney. The tumor usually retains the shape of the kidney and pro- 
jects forward and downward, rarely posteriorly. The area of dullness to percussion is 
continuous from the lateral aspect of the swelling to the midline posteriorly. The large 
intestine runs across its front; hence an area of resonance can usually be obtained in 
front of the swelling. It does not descend so freely with deep inspiration as a splenic 
or hepatic tumor. It can be felt with ease bimanually, and can be pushed back into the 
loin. A renal tumor may be movable downward or inward, or may be fixed in the loin. 
Resonance between the tumor and the liver or ribs may be elicited. A varicocele may 
be developed on the side of the tumor. 

For causes see page 591. 

Nephroptosis (Movable, Displaced, or Floating Kidney). Characteristics. Biman- 
ual palpation may detect a firm, rounded, movable body, of reniform shape in the 
loin, which descends on deep inspiration. Pressure may cause sickening pain. In lesser 
degrees of movability the lower pole of the kidney may be felt on bimanual palpa- 
tion just at the end of a deep inspiration; during expiration something smooth and 
round may then be felt to slip upward toward the ribs. The main characteristics are 
the size, shape, and slippery feel, the sickening pain produced by pressure, and the 
possibility of replacement into the kidney fossa. 

Chief Signs. Sense of dragging or discomfort in the loin, or even pain or neuralgia; 
neurotic symptoms; dyspepsia; Dietl’s crises (pain, chill, nausea, vomiting, fever, 
collapse, accompanied by anuria and followed by polyuria); intermittent hydro- 
nephrosis; x-ray. 

Carcinoma of the Colon. Characteristics. When the tumor involves the ascending 
or descending colon, often a palpable tumor may be felt. The mass may be grasped 
bimanually, is movable, and is resonant on percussion. 

Chief Signs. See page 531. 

Intussusception. Characteristics. The ascending colon can be felt as a sausage- 
shaped tumor in the ileocecal and ileocolic varieties. The tumor may at first be felt 
only in the right flank, later it extends across the abdomen above the umbilicus, and 
finally down the left flank and into the pelvis. The tumor becomes harder and more 
prominent with each recurrence of the griping pain. 
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Chief Signs. Occurrence usually in a plump, healthy infant under one year; sudden 
onset; intermittent abdominal pain; initial vomiting, ceasing later and rarely fecal; 
tenesmus with the passage of blood and mucus; death in from one to eight days with- 
out treatment. 

Less Common Causes. Riedel’s lobe of the liver; thickened ascending colon (peri- 
colitis, perityphlitis, typhlitis, appendicitis, hyperplastic tuberculosis, mucomem- 
branous colitis, dysentery, ulcerative colitis); fecal impaction; enlarged gallbladder; 
ovarian cyst or tumor; splenomegaly; tumor of the suprarenal gland; tumor of the 
small intestine; tumor of the omentum; chronic intussusception; omentum mass. 


SWELLINGS IN THE ILIAC REGION 
(Right or Left) 


(See also Swelling in the Inguinal Region or Groin, page 600; and Abnormalities 
Noted by Digital and Bimanual Palpation, page 655.) 


Appendiceal Abscess. Characteristics. After 24 to 36 hours an acutely inflamed 
appendix may be accompanied by the development of a tender mass in the right lower 
abdominal quadrant, the boundaries of which are poorly defined. Such a mass is com- 
posed of omentum, edematous cecum, inflamed or perforated appendix, and adher- 
ent loops of bowel. After a period of time, usually four or five days, the mass becomes 
more circumscribed, and as rigidity and tenderness subside, its margins become more 
sharply defined. Such an appendiceal abscess is most commonly localized around the 
anatomic site of the appendix, retrocecally or subcecally, but it may be high or deep 
in the pelvis or in the cul-de-sac. If the abscess is in the pelvis, the right flank, or be- 
hind the colon, it is often not palpable through the abdominal wall, but such a mass 
may be disclosed on rectal and pelvic examination. 

Chief Signs. Those of acute appendicitis, followed by an aggravation of the general 
symptoms and local tenderness; increased leukocytosis; may be sweats. 

Fecal Impaction. Characteristics. An irregular lumpy tumor may be felt in the left 
iliac fossa when the accumulation is in the sigmoid. The tumor may pit on pressure 
and may be made to disappear with copious enemas. 

Chief Signs. See page 531. 

Carcinoma of the Colon (Sigmoid or Cecum). Characteristics. There may be a 
palpable resonant tumor in the iliac fossa. The mass is hard, may be irregular and 
nodular, but cannot be altered in shape by pressure as with fecal tumors, although 
there may be scybala behind the cancer due to constriction of the bowel. The tumor 
may, therefore, vary in size according to whether a mass of feces is impacted above it 
or removed by purging or enemas. 

Chief Signs. See page 531. 

Acute Diverticulitis. Characteristics. Localized abscess formation is not uncom- 
mon in the left iliac region closely resembling an appendiceal abscess in the right side. 

Chief Signs. See page 531. 

Chronic Diverticulitis (Peridiverticular Fibrous Hyperplasia). Characteristics. A 
firm tumor forms in the left iliac fossa, very similar to carcinoma of the sigmoid. The 
fibrous tissue may be an inch or more in thickness. Chronic proliferative peritonitis 
may develop, the result resembling a tuberculous cecal tumor. A large diverticular 
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pouch may produce a firm oval tumor which, between acute exacerbations, dimin- 
ishes in size when the sac is temporarily freed of gas, feces, or pus. 

Chief Signs. See page 531. 

Spastic Constipation. (Spastic Colon; Irritable Colon; “Chronic Colitis”). Char- 
acteristics. Careful palpation in the left iliac region will reveal the tightly contracted 
descending and sigmoid colon, which can be rolled from side to side like a rope. 

Chief Signs. Neurotic symptoms; delay in fecal discharge, colic preceding defeca- 
tion; empty, contracted rectum; x-ray study. 

Ovarian Cyst. Characteristics. When of moderate size, a globular or ovoid tumor, 
smooth and regular in outline, giving a fluid feel or actual fluctuation, may be felt in 
the iliac fossa beside or behind the uterus (sometimes in front of it). The tumor is 
movable, independently of the uterus. 

Chief Signs. May be no symptoms, or those of pressure when large; may be dis- 
turbed menstrual function; may be abrupt and intense abdominal pain, vomiting, and 
collapse in the sudden torsion of the pedicle. 

Tuberculosis of the Cecum. Characteristics. Hyperplastic colonic tuberculosis, 
which has a predilection for the cecum, shows itself as a fairly large, smooth, elastic 
mass, defined without difficulty by palpation when not visible. By compressing the 
swelling between the thumb and fingers, it is found to be nonindentable (opposite of 
fecal tumor). The tumor varies in size, however, and is usually elongated in a vertical 
direction, hard, slightly movable or bound down by adhesions, and very sensitive to 
pressure. In a second form there is no definite tumor mass to be felt, but a general 
induration and thickening in the right iliac fossa. In this type a fecal fistula may form. 

Chief Signs. Occurrence between 20 and 40; slow growth (two or three years); 
slight pain; absence of cachexia or marked emaciation; digestive disturbances; may 
be fever; abdominal tenderness; marked peristalsis; occasional tubercle bacilli in the 
stools; positive tuberculin reaction; frequent leukopenia with relative lymphocytosis; 
may or may not be tuberculosis elsewhere; x-ray. 

Ventral Hernia. Characteristics. Ventral hernia is common at the site of an old 
scar for an appendicitis which has drained pus from a local abscess. For description 
see page 562. 

Psoas Abscess. Characteristics. In lower dorsal or lumbar tuberculous spondylitis 
pus may enter the psoas sheath and gravitate downward, either forming a large swell- 
ing in the iliac region or pointing below Poupart’s ligament. Fluctuation may be 
elicited, but there is little tenderness. 

Chief Signs. Tenderness, and rigidity or angular deformity of the spine; may be 
kyphosis; flexion of the hip; fluctuation; pain on movement of the leg; positive tuber- 
culin test; x-ray. 

Tuberculous Adenitis (Ileocecal). Characteristics. Occasionally the lymph nodes 
in the right iliac fossa suffer the main involvement. They may give rise to multiple, 
small but firm, tender swellings. 

Chief Signs. See page 533. 

Sarcoma of the Ilium. Characteristics. Palpation in the iliac fossa reveals a firm 
or even bony hard mass, completely fixed to the deeper parts of the pelvis. 

Chief Signs. See page 533. 

Less Common Causes. Acute intussusception; chronic intussusception; acute iliac 
adenitis, suppurative periostitis of the ilium; actinomycosis of the cecum; ameboma 
of the cecum, amebic granuloma; lymphosarcoma; sarcoma of the cecum; abscess 
originating in the sacro-iliac joint or hip joint; sarcoma of the ovary; carcinoma of 
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the ovary; large diverticulum of the bladder; regional enteritis; endometriosis; ptosed 
kidney (especially if enlarged) ; peritoneal abscess; nonspecific ulcerative colitis (pre- 
dominantly cecal localization); aneurysm of the external iliac artery; iliopsoas ab- 
scess; uterine fibroid; omental metastases. 


SWELLINGS IN THE HYPOGASTRIUM 
(See also Abnormalities Noted by Digital and Bimanual Palpation, page 655.) 


Pregnancy. Characteristics. A suprapubic globular fullness appears by the fourth 
month, enlarging progressively upward 142 inches per month, surrounded above 
and laterally by tympany. 

Chief Signs. See page 559. 

Retention of Urine (Distention of the Bladder). Characteristics. An acute globu- 
lar, tense swelling is visible, reaching from the symphysis pubis to the umbilicus, dull 
on percussion, surrounded above and laterally by a tympanitic zone, and pressure 
upon which causes pain and increased desire to urinate. 

Chief Signs. See page 560. 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. A hard, irregular 
nodular mass is palpable, rising out of the pelvis, when the growths are multiple and 
large. Pedunculated subserous fibroids may be felt at one time and not at another 
and are often freely movable. 

Chief Signs. Leukorrhea; menorrhagia and metrorrhagia; dysmenorrhea; pelvic 
pain, vesical and rectal symptoms from pressure; sterility or abortion; anemia; diges- 
tive disturbances; bimanual examination (enlarged uterus with inseparable smooth, 
hard tumors). 

Ovarian Cyst. Characteristics. There is a large, globular or ovoid, smooth tumor, 
regular in outline, rising from the pelvis, dull on percussion and fluctuating. The 
flanks on either side are tympanitic. Vaginal examination reveals the origin of the 
cyst in the pelvis, displacing the body of the uterus. 

Chief Signs. See page 570. 

Ventral Hernia. Characteristics. Ventral hernias are common in the site of a supra- 
pubic scar. For description see page 562. 

Cyst of the Urachus. Characteristics. This may form a rounded tumor lying be- 
tween the umbilicus and the pubis, soft or firm according to the tension of its con- 
tents; it may produce hypogastric pain. It may open into the bladder or at the umbili- 
cus and sometimes may attain a large size. 

Less Common Causes. Intussusception; physometra; hematometra; ruptured ec- 
topic pregnancy (cup-shaped roof and domelike abdomen) ; carcinoma of the uterus; 
tuberculous peritonitis; large diverticulum of the bladder; subinvolution of the uterus; 
tumor of the small intestine; carcinoma of the ovary. 


ASCITES 


Ascites is the accumulation of serous fluid in the peritoneal cavity. It must be dis- 
tinguished from certain other entities which produce general abdominal swelling, 
chief among which are: |, tympanites (see page 577); 2, large ovarian cyst (see page 
570); 3, pregnancy (see page 559); 4, retention of urine (see page 955); 5, obes- 
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ity (see page 856); 6, phantom tumor (see page 567); 7, large abdominal cyst; and 
8, dilatation of the stomach (see page 560). 

The physical signs produced by ascites may be summarized as follows: 

Inspection. Alterations in the appearance of the abdomen due to ascites vary with 
the volume of the contained fluid and the pressure thereby produced. If the effusion 
be moderate, nothing more definite is perceptible than slight bulging of the flanks 
with flattening of the summit in the dorsal posture, undue prominence of the most 
dependent portion of the abdomen when the patient lies on his side, and fullness of 
the lower abdomen on standing. If the effusion is great enough to form a striking 
enlargement, the abdomen will be smooth, tense, presenting a uniform globular pro- 
tuberance which curves downward from the epigastrium, fills the flanks, overhangs 
the hypogastrium, and obliterates the umbilical fossa or makes it actually protrude. 
The shape of the abdomen when so distended is slightly, if at all, affected by postural 
changes. The skin of the abdomen is shiny and its superficial veins may be dilated, 
the blood flowing in an upward direction if the inferior vena cava is sufficiently 
compromised either by the presence of the ascites itself or by something related to its 
cause. Movements of the abdominal wall with respiration are decreased or absent, 
and the cardiac impulse if visible is displaced outward and upward. A pendulous 
abdomen full of free fluid bulges particularly toward the midline, producing a dis- 
proportionately elongated protuberance, having a broad, sagging base, the shape of 
which visibly alters when the subject changes from the erect to the recumbent posi- 
tion. 

Palpation. Varying degrees of abdominal tenseness are present in large effusions, 
and the fluid will give a distinct wave of fluctuation recognizable often by the eye as 
well as the hand. Ballottement in the presence of large amounts of free fluid may re- 
veal enlargement of an organ or the presence of a mass otherwise not appreciated. 

Percussion. In moderate effusions the most dependent portions of the abdomen are 
dull or flat, shifting with change of posture and gravitation of fluid. In the dorsal de- 
cubitus the flanks are flat, the summit of the abdomen tympanitic. With the patient 
on the side the upper flank becomes tympanitic. In the knee-chest position both 
flanks are tympanitic while the central abdomen is flat. If the ascitic fluid is locu- 
lated, changes in percussion dependent on alteration of posture may be absent. In 
the case of great effusions or in ascites with intestinal immobility due to mesenteric 
shortening the abdomen may be dull all over. 

Cirrhosis of the Liver (Alcoholic or Portal Cirrhosis). Characteristics. Ascites 
gradually develops, the abdomen becoming distended as fluid accumulates until it 
may reach a large size containing at times up to 15 or 20 liters. The large abdomen 
contrasts markedly with the general wasting. 

Chief Signs. Occurrence in middle age; may be a history of alcoholism; liver small 
or enlarged with surface hobnailed or smooth; dyspepsia; may be hematemesis; 
hepatic facies; slight or absent jaundice; palpable spleen (50 per cent of cases); 
venous pattern and presence of spider angiomas; may be slight fever; may be Silve- 
strini-Corda syndrome in males; later toxic symptoms; laboratory (low serum al- 
bumin and increased serum globulin, positive Bromsulphalein (BSP) and hippuric 
acid tests, prolonged prothrombin time) ; liver biopsy in doubtful cases. 

Congestive Heart Failure. Characteristics. Ascites is nearly always preceded by 
swelling and edema of the legs. It is part and parcel of a general edema and is usually 
accompanied by edema of the abdominal wall, It is especially noted in the decompen- 
sation of mitral stenosis. 
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Chief Signs. May be pallor or cyanosis; dyspnea on exertion or constant; pulse usu- 
ally rapid, feeble, or irregular; cough; oliguria; heart usually enlarged; poor muscle 
tone (cardiac); may be various murmurs and arrhythmias; may be liver enlargement 
or pulsation; x-ray; electrocardiography; high venous pressure; prolonged circula- 
tion times. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. There 
may be ascites as part of a general dropsy (anasarca), due to a combination of cardiac 
and renal causes, or to secondary involvement of the peritoneum. 

Chief Signs. Headache, nausea and vomiting; increased arterial tension with ac- 
centuation of the second aortic sound; diminution in the output of urine; albuminuria, 
cylindruria, hematuria; albuminuric retinitis (ophthalmoscopy ); anemia; lowered 
kidney function (phenolsulfonphthalein test); high blood urea (blood chemistry ). 

The Nephrotic Syndrome (in Chronic Glomerulonephritis, see above; Lipoid Ne- 
phrosis; Amyloid Disease of the Kidney; Syphilitic Nephritis; Thrombosis of the 
Renal Vein; Disseminated Lupus Erythematosus; Intercapillary Glomerulosclerosis 
(Kimmelstiel-Wilson Syndrome); Multiple Myeloma; Radiation Nephritis). Char- 
acteristics. Ascites, at times marked, is present as part of the generalized edema. 

Chief Signs. May be sudden onset of generalized edema, often preceded by an 
upper respiratory infection, especially in children, or insidious onset with gradually 
developing edema; pallor; anorexia and other gastrointestinal disturbances; scanty 
urine of high specific gravity with marked proteinuria, many hyaline casts, occasional 
granular casts, and rarely erythrocytes; may be slight anemia; hypoalbuminemia 
with increased total globulin but low gamma globulins; increased free and esterified 
cholesterol and phospholipids; spontaneous remissions and exacerbations with even- 
tual recovery (50 per cent of children), or the development of chronic renal in- 
sufficiency. 

Tuberculous Peritonitis. Characteristics. Ascites is frequent, but the effusion is 
rarely large; it is sometimes hemorrhagic and frequently encysted between coils of 
intestine and hence not freely movable. There is, therefore, often a combination of 
tympany and fixed dullness. This is the most common cause of ascites in children, in 
whom the occurrence of ascites without edema of the legs should at once suggest it. 

Chief Signs. Occurrence especially in children; usually insidious onset, sometimes 
acute; chronicity; weakness; pallor; abdominal pain; loss of weight; fever variable, 
often slight; looseness of the bowels; shifting dullness in the flanks with greatly dis- 
tended abdomen; tympanites or doughy abdomen with moderate distention, or pal- 
pable tumor masses; may be relative lymphocytosis; guinea pig inoculation with aspi- 
rated fluid; may be tuberculosis elsewhere. 

Acute General Peritonitis. Characteristics. Ascites is usually present except in 
some acute, rapidly fatal cases. It is of gradual onset. The flanks are dull on percus- 
sion, and the dullness may be movable unless there are many adhesions. Its presence 
is difficult to elicit because of the abdominal distention, rigidity, and pain. There may 
be considerable effusion without either movable dullness or fluctuation. 

Chief Signs. Usually history or evidence of some primary infectious lesion (per- 
forated ulcer, appendix, gallbladder, gangrenous gut, pelvic infection) ; sudden onset 
of vomiting and shock; abdominal pain; rapid pulse, at first wiry, later thready; fever; 
abdominal distention; constipation, rarely diarrhea; dorsal decubitus with the knees 
drawn up; shallow, costal respiration; collapse; oliguria; marked leukocytosis; facies 
hippocratica, 

Chronic Peritonitis. Characteristics. The ascites is variable and may be slight or 
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large in amount, depending partly upon the amount of adhesions. It may be encysted 
and theretore not movable. There may be dullness all over the abdomen, so that this 
form of ascites is particularly liable to be mistaken for ovarian cyst or tumor. Occa- 
sionally the effusion is chylous. 

Chief Signs. Presence of a former tuberculous peritonitis or foreign body or history 
of repeated paracenteses abdominis or abdominal wall trauma, stab wound, gunshot 
injury, or operative trauma; chronicity; usual occurrence in middle life; variable and 
intermittent abdominal pain; dyspepsia; constipation; occasionally diarrhea and 
vomiting; weakness and progressive wasting; variable fever and pulse; irregular and 
variable abdominal distention; increased and doughy abdominal resistance with 
various masses and tumors. 

Carcinomatous (Neoplastic) Peritonitis. Characteristics. Chronic ascites may be 
the first and only evidence of growth. It may be large enough in amount so that no 
nodules can be felt until after tapping. It is either serous, hemorrhagic, or chylous, 
and may contain endothelial cells. 

Chief Signs. Occurrence after 40; history or evidence of local malignant disease 
(stomach, ovary, pancreas, colon, rectum, etc.); progressive emaciation and ca- 
chexia; enlargement of inguinal nodes or umbilical nodules; enlargement of the supra- 
clavicular nodes (especially Virchow’s node ) ; infiltration of the rectal shelf. 

Obstruction of the Portal Vein (by Enlarged Lymph Nodes). Characteristics. 
Ascites occurs, usually as the result of obstruction of the main portal vein by carci- 
nomatous metastases to the portal lymph nodes from some abdominal growth, less 
commonly from enlarged nodes of lymphatic leukemia, tuberculosis, or Hodgkin’s 
disease. 

Chief Signs. Presence of abdominal tumor; often increasing jaundice; signs and 
symptoms referable to the organ primarily affected (liver, pancreas, stomach, kid- 
ney, colon, suprarenal gland ) ; cachexia. 

Carcinoma of the Liver. Characteristics. Ascites caused directly by either the rare 
primary form or the common secondary form is rare. When it occurs it is probably 
due to coincident affection of the portal lymph nodes or neoplastic peritonitis. 

Chief Signs. See page 581. 

Ovarian Tumor or Cyst. Characteristics. Ascites is common. Rapid growth and 
ascites always suggest malignancy. Rupture of a large cyst causes sudden ascites or 
sudden increase of ascites. Torsion of the pedicle is followed also by the appearance 
of effusion. 

Chief Signs. Presence of a tumor or cyst (smooth and retaining the shape of the 
ovary); pressure symptoms; menstrual disturbances; bimanual examination, reveal- 
ing the tumor originating from the pelvis, and elongation of the vagina. 

Splenic Anemia (Chronic Congestive Splenomegaly; Banti’s Syndrome). Char- 
acteristics. Ascites may be present in the late stage as a result of cirrhosis of the liver 
or affection of the portal vein, mainly thrombosis. 

Chief Signs. Insidious onset; progressive course; enlargement of the spleen; blood 
picture (anemia—normocytic, may be microcytic hypochromic if hemorrhage, or 
macrocytic with severe liver disease, leukopenia, often thrombocytopenia, normal 
bone marrow or slight myeloid hyperplasia ); pallor; recurring hematemesis, later, 
may be enlarged or finally atrophic liver and ascites. 

Syphilis of the Liver. Characteristics. In congenital hepatic syphilis ascites is com- 
mon in association with the cutaneous, mucosal, and osseous lesions of the disease. 
Ascites in a badly nourished and poorly developed person of 10 or 20 years of age, 
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associated with enlargement of the liver and spleen, is almost pathognomonic of 
syphilis of the liver in a congenital syphilitic (delayed congenital syphilis of the 
liver). Ascites may also develop in acquired syphilis as a result of chronic peritonitis 
secondary to local peritonitis over a gumma. 

Chief Signs. Congenital hepatic syphilis: cutaneous, mucosal, and bony lesions; 
anemia; hepatomegaly as a rule; splenomegaly (50 per cent of the cases); often 
jaundice, which may be intermittent; may be congenital hemolytic icterus; positive 
serology in mother or child. Delayed congenital syphilis of the liver: Hutchinson’s 
teeth; deafness; interstitial keratitis; infantilism; hepatomegaly and splenomegaly; 
often jaundice; often amyloid disease; positive serology. Acquired hepatic syphilis: 
history of infection; may be jaundice; signs of syphilis elsewhere; presence of a pal- 
pable mass and tenderness over the liver; positive serology. 

Portal Thrombosis (Adhesive Pylephlebitis). Characteristics. Ascites develops 
suddenly. 

Chief Signs. Sudden onset; hematemesis; melena; swelling of the spleen. 

Chronic Myeloid Leukemia. Characteristics. Ascites may be a prominent symptom, 
due probably to the presence of the enlarged spleen or to a leukemic peritonitis. 

Chief Signs. See page 585. 

Chronic Constrictive Pericarditis (Chronic Cardiac Compression; Pericarditic 
Pseudocirrhosis of the Liver; Pick’s Syndrome; Improperly Called Adhesive Peri- 
carditis). Characteristics. Ascites is often, but not always, one of the prominent 
manifestations. It may be constant or fluctuate in amount from time to time. 

Chief Signs. May be history of pericarditis; dyspnea on exertion; usually “small, 
quiet heart”; hepatomegaly; may be pleural effusion; high venous pressure; x-ray 
(may be calcification of the pericardium, may be abnormal shape of the heart, di- 
minished pulsation, diminution of movability of the heart); electrocardiogram (may 
be low voltage, may be fixation of the electrical axis with change of position of the 
body). 

Polyorrhymenitis (Polyserositis; Concato’s Disease). Characteristics. Ascites oc- 
curs as a part of a general serous accumulation in the various serous sacs. There may 
be pericardial effusion, pleural effusion, and mediastinal effusion in addition to the 
ascites. 

Chief Signs. Occurrence in young subjects; signs and symptoms due to the fluid 
accumulations. 

Less Common Causes, Acute nephritis; aneurysms of the hepatic artery; aneurysm 
of the ascending arch of the aorta; sarcoma of the liver; lymphatic leukemia; Hodg- 
kin’s disease; pernicious anemia; aplastic anemia; Egyptian splenomegaly; fibroid 
phthisis; emphysema; mediastinal tumor; chronic mediastinitis; obstructed thoracic 
duct; rupture of the thoracic duct; ruptured ectopic pregnancy; typhoid fever; throm- 
bosis of the inferior vena cava above the hepatic vein; perihepatitis (capsular cirrho- 
sis); hemochromatosis; retroperitoneal sarcoma; kala-azar; thrombosis of the he- 
patic vein (Chiari’s syndrome); Meigs’s syndrome (fibroma of the ovary with 
ascites and hydrothorax); amyloidosis; lower nephron nephrosis; pneumococcal 
peritonitis; streptococcal peritonitis; hydatid cyst in the peritoneal cavity. (usually 
secondary to hydatid disease of the liver, occasionally primary); liver abscess (with 
capsular involvement leading to local acute peritonitis and subsequent serous exuda- 
tion in the absence of adhesions); constrictive epicarditis (Porter’s syndrome) ; 
biliary cirrhosis; severe malnutrition with avitaminosis; filariasis; periodic peritoni- 
tis; cinchophen hepatitis; acute yellow atrophy; arsenical hepatitis; subacute hepatitis 
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(subacute necrosis of the liver); cardiac cirrhosis; Whipple’s disease (intestinal 
lipodystrophy). 


TYMPANITES 


(Meteorism; Gaseous Distention of the Abdomen) 


Enormous distention of the abdomen with gas occurs, but is of itself of little diag- 
nostic importance. The gas is usually in the intestine, but may be free in the abdomen 
(pneumoperitoneum). The tympany of intestinal meteorism encroaches upon, dis- 
places, and may obliterate the areas of hepatic and splenic dullness, though liver 
dullness may persist in the axillary line; the contour and the peristaltic movements 
of the gaseous. stomach and intestines may sometimes be distinguished. The abdom- 
inal walls are universally taut, smooth, and shiny, the umbilicus is on a level with 
the surface or protrudes, and in extreme cases the lower part of the bony thorax 
projects. The apex beat may be displaced upward to the fourth interspace. In pneu- 
moperitoneum, the intraperitoneal gas, being free, tends to seek the highest level 
and this property may be noted in a distinctive change of the percussion sound when 
the patient turns from the dorsal to the lateral decubitus. This rare condition is 
caused by rupture or perforation of the intestine. 

Paralytic Ileus (Postoperative). Characteristics. The abdomen is extremely tense 
and tympanitic. On ausculation there is an absence of peristaltic sounds, but an 
occasional tinkle due to the movement of fluid and gas in the distended loops of bowel 
is usually audible. A number of other conditions may produce paralytic or adynamic 
ileus, some of the more important of which are considered as separate entities in 
this section (acute general peritonitis, typhoid fever, transverse myelitis, lobar pneu- 
monia, and acute pancreatitis). The remainder of causes are enumerated under Less 
Common Causes. 

Chief Signs. Recent abdominal, more rarely extra-abdominal operation; absence 
of peristalsis; no passage of gas or feces; cardiac embarrassment; ballooning of the 
rectum. 

Acute General Peritonitis. Characteristics. The abdomen is distended and tym- 
panitic. with rigidity of the abdominal wall and without borborygmus or visible 
peristalsis. Pneumoperitoneum may occur, but is rare, from perforation in appendi- 
citis, gastric, typhoid, dysenteric, syphilitic, or tuberculous ulcer, from Aerobacter 
aerogenes infection, or from traumatic rupture of the stomach or bowel. 

Chief Signs. History of gastroenteric disease which might cause perforation (ap- 
pendicitis, ulcer); severe pain at the onset with general tenderness and rigidity of the 
abdomen; vomiting; fever; hippocratic facies; dry, furred tongue; rising rapidity of 
the pulse; gradual onset of effusion; collapse; leukocytosis. 

Acute Intestinal Obstruction. Characteristics. Meteorism eventually occurs and 
may be extreme, with visible peristalsis and borborygmi, but without rigidity. Dis- 
tention is marked in volvulus and occurs early. A “quiet abdomen” ensues. 

Chief Signs. See page 598. 

Chronic Intestinal Obstruction. Characteristics. In stricture, whether cicatricial 
or cancerous, there may be transient attacks, in which from some cause the feces 
accumulates above the stricture, and the intestine becomes greatly distended; in the 
swollen abdomen the coils can be seen in active peristalsis. With fecal impaction 
there may be gradual distention with abdominal pain and vomiting. 
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Chief Signs. See page 598. 

Acute Enterocolitis. Characteristics. More or less tympanites exists, and there 
are gurgling noises or borborygmi, due to the rapid passage of fluid and gas from 
one part to another. 

Chief Signs. See page 513. 

Tuberculous Peritonitis. Characteristics. Tympanites may be present in the very 
acute cases or in the old, long-standing cases when universal adhesion has taken 
place between the parietal or visceral layers. The only characteristic symptom is en- 
largement of the abdomen. Tabes mesenterica without actual tuberculous peritonitis 
may also produce tympanites. 

Chief Signs. See page 515. 

Chronic Constipation (Fecal Impaction). Characteristics. Meteorism occurs, espe- 
cially with fecal impaction in the rectum and sigmoid colon. 

Chief Signs. See page 531. 

Typhoid Fever. Characteristics. Abdominal tympany and tenderness occur but 
sometimes not until the third week. Sudden pain with increased tension, and rigidity 
with fall of temperature and increase of pulse rate indicate perforation. 

Chief Signs. See page 790. 

Idiopathic Steatorrhea and Nontropical Sprue (Celiac Disease; Gee-Herter Dis- 
ease; Gee-Thaysen Disease). Characteristics. Tympanites is constantly present, al- 
though much gas may be passed per rectum. There is a marked tendency for the 
tympanites to increase during the day and to diminish at night, so that the variation 
in the circumference of the abdomen is usually 2 or 3 inches or more in 24 hours 
(differing thus from tuberculous peritonitis). 

Chief Signs. See page 560. 

Transverse Myelitis (Infective, Compression, Syphilitic). Characteristics. Simple 
gaseous distention may be a troublesome complication. 

Chief Signs. See page 697. 

Neurosis. Characteristics. Tympanites is a common symptom and may be associ- 
ated with peristaltic unrest and nervous diarrhea. 

Chief Signs. See page 558. 

Lobar Pneumonia. Characteristics. Meteorism is not infrequent and is sometimes 
serious. 

Chief Signs. See page 450. 

Acute Pancreatitis. Characteristics. The abdomen becomes swollen and tense, but 
without the boardlike rigidity of perforated ulcer. 

Chief Signs. Acute onset with severe colicky pain in the upper abdomen, which 
may radiate to the left scapula; profound shock with cold extremities, lividity, sweats, 
weak pulse, and subnormal temperature; vomiting and retching, not feculent; consti- 
pation; leukocytosis usual. 

Idiopathic Dilatation of the Colon (Hirschsprung’s Disease). Characteristics. 
Tympany is present with great enlargement of the upper half of the abdomen, spread- 
ing of the costal arch, increased distance from the ensiform cartilage to the navel, 
and prominence of the coils of the colon during an acute attack of pain and diarrhea. 

Chief Signs. See page 561. 

Less Common Causes. Dysentery; acute gastritis (severe form); dengue; diabetes 
mellitus (impending coma); fracture of the spine; injury of the spinal cord; uremia 
(fatal coma); cholemia (paralytic ileus); cirrhosis of the liver (late); biliary colic 
(paralytic ileus); renal colic (paralytic ileus); mesenteric embolism or thrombosis 
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(great abdominal distention, occurring suddenly with heart disease); postanesthesia, 
general or spinal (paralytic ileus); arteriosclerosis of the abdominal aorta with or 
without aneurysm and with or without angina abdominalis; postsympathectomy; ex- 
cessive dosage of opiates; trauma to the solar and mesenteric plexuses of nerves as 
a result of abdominal injury; skeletal injury, especially to the ribs and retroperitoneal 
trauma; severe potassium deficiency developing after water and salt depletion are 
corrected by sodium chloride alone; infiltrating intra-abdominal new growth; acute 
gastric dilatation; intestinal meteorism secondary to aerophagia. 


ENLARGEMENT OF THE LIVER 


(Hepatomegaly ) 


The lower edge of the normal liver may be palpable in thin individuals with lax 
abdominal walls, on deep inspiration, just under the right costal margin. In health, 
the edge of the organ is firm and uniform, and the surface feels smooth. On percus- 
sion, dullness due to the liver cannot be distinguished to the left of the sternum 
from that of the heart; on the right its upper limit of dullness begins at the middle of 
the ensiform cartilage, reaches the upper part of the fifth intercostal space in the 
midclavicular line, the seventh interspace in the midaxillary line, and the ninth inter- 
space in the line of the lower angle of the scapula. Below, the dullness due to the 
liver may reach as low as midway between the ensiform cartilage and the umbilicus 
in the midline, but rarely below the costal margin in the right hypochondrium. If 
the liver is transposed, the right lobe is small and the left large. In very rare instances 
the whole organ is lobulated. Occasionally a projection known as Riedel’s lobe may 
protrude from its lower right-hand part, and probably represents an anatomical 
anomaly. Many conditions quite unconnected with the liver cause an apparent al- 
teration in its size. General weakness of the tissues may lead to its dropping down- 
ward in the erect posture from laxness of its supports. Also, if the liver is somewhat 
enlarged from disease, its extra weight may cause it to drop, and hence it appears 
larger than it really is. Alterations in the chest may lead to depression of the liver; 
such conditions are, briefly: fibrosis of the lungs with retraction of the intercostal 
spaces; curvature of the spine; large right-sided pleural effusion; right-sided pneu- 
mothorax; diaphragmatic pleurisy; and rarely, large pericardial effusion and sub- 
diaphragmatic abscess. Enlargement of the liver rarely causes any upward extension 
of the hepatic dullness, except when some local disease, as a tropical abscess, a 
hydatid cyst, or a subdiaphragmatic abscess, directly implicates the diaphragm. 
Three moderately common abdominal tumors may give a false impression of increase 
in size of the liver, namely: carcinoma of the stomach in its greater curvature; malig- 
nant disease or impaction of feces in the hepatic flexure or transverse colon; and 
puckering of the great omentum in chronic peritonitis. The hepatic dullness may be 
partly or almost entirely obliterated by tympanites or hypertrophic emphysema and 
by a large collection of ascitic fluid. Hepatoptosis, or wandering liver, must not be 
confused with enlargement; in this condition the organ is abnormally movable, can 
be replaced in its normal position, and there is diminution or absence of liver dull- 
ness in the chest. 

Congestive Heart Failure. Characteristics. The liver is usually enlarged (chronic 
passive congestion), sometimes greatly, and may extend far below the costal margin 
or even below the umbilicus. It is firm, smooth, and often tender. When there is func- 
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tional tricuspid regurgitation, a systolic pulsation is felt when the organ is held be- 
tween the two hands. 

Chief Signs. See page 572. 

Cirrhosis of the Liver (Portal Cirrhosis; Cirrhosis of Laennec). Characteristics. 
Examination at an early stage of the disease may show an enlarged and painful liver, 
not altered in shape, with the surface and edge quite smooth. In very many of the 
cases of portal cirrhosis the organ is enlarged at all stages of the disease, but whether 
enlarged or contracted the clinical symptoms and course are much the same. Later on 
as the fibrous tissue contracts there is a tendency for the surface to become finely un- 
even. This unevenness increases, the liver becomes hard, and more uneven, until the 
irregularities become like hobnails and can be felt through the abdominal wall. At 
this stage the edge of the liver is irregular and very firm. As the irregularity increases 
the diagnosis from cancer becomes more difficult, but no irregularity from cirrhosis 
ever exceeds the size of a small cherry, nor is it ever umbilicated, nor does it enlarge 
suddenly. Usually a cirrhotic liver is not very painful. 

Chief Signs. Occurrence usually in middle age; may be history of alcoholism; dys- 
pepsia; hematemesis; slight or absent jaundice; ascites; hepatic facies; spleen usually 
palpable; venules along the costal margin; may be slight fever; later, toxic symptoms. 

Carcinoma of the Liver. Characteristics. As a rule, cancer of the liver is associated 
with progressive enlargement, but in some cases of primary nodular cancer and in 
cancer with cirrhosis the organ may not be enlarged. Inspection shows the abdomen 
to be distended, particularly in the upper zone. On palpation the liver is felt a hand’s 
breadth or more below the costal margin, descending with each inspiration. The sur- 
face is usually irregular, and may present large masses or small nodular bodies, either 
rounded or with central depressions. In instances of diffuse infiltration the liver may 
be greatly enlarged and present a perfectly smooth surface. The growth is progres- 
sive, and the edge of the liver may ultimately extend below the level of the navel. Al- 
though generally uniform and producing enlargement of the whole organ, occasion- 
ally the tumor in the left lobe forms a solid mass occupying the epigastric region. By 
percussion the outline can be accurately limited and the progressive growth of the 
tumor estimated. The largest livers are those invaded by metastatic carcinoma. 

Chief Signs. Occurrence after 40; may be evidence of primary malignancy; may be 
jaundice; may be ascites; dilated superficial abdominal veins; nodules at the umbilicus 
and along the linea alba; usually fever (100° F.); absence of enlarged spleen; dys- 
pepsia; anorexia and emaciation. 

Viral Hepatitis (Infectious or Epidemic Hepatitis; Homologous Serum Hepatitis; 
IH and SH or A and B Viral Hepatitis). Characteristics. Slight enlargement and ten- 
derness of the liver are frequently present in the preicteric phase in both forms of the 
disease. During the icteric phase hepatic enlargement and tenderness become more 
marked and thereafter gradually subside with, as a rule, the posticteric phase occur- 
ring prior to the liver’s return to normal size. 

Chief Signs. Nonspecific constitutional and gastrointestinal symptoms (fever, ano- 
rexia, weakness, nausea, vomiting, abdominal pain or discomfort, arthralgia, myalgia, 
may be symptoms of an upper respiratory infection); may be rash (erythematous or 
urticarial); may be splenomegaly (20 per cent of cases); gradually deepening jaun- 
dice, which as it develops is often associated with a marked reduction in constitu- 
tional complaints (in severe cases constitutional symptoms may increase ); dark urine 
and often light stools; laboratory data (elevation of sedimentation rate, elevation of 
the urinary urobilinogen early with return to normal level at the height of icterus and 


582 The Abdomen 


often a secondary increase as jaundice begins to fade, trace of bilirubin in the urine 
early with gradually increasing amount as jaundice increases, followed by a decrease 
as jaundice fades, positive cephalin-cholesterol flocculation and thymol turbidity, ab- 
normal Bromsulphalein retention early with return to normal or near normal levels 
when healing is complete ). 

Toxic Hepatitis (Toxipathic Hepatitis and Hepatitis due to Drug Hypersensitiv- 
ity). Characteristics. Jaundice and hepatomegaly constitute the principal signs of the 
hepatitis. 

Chief Signs. History of exposure to an etiologic factor (hepatotoxin—carbon tet- 
rachloride, chlorinated naphthalenes and diphenyls, mushroom poisoning, phospho- 
rus, tetrachlorethane, toluene, trinitrotoluene, chloroform, ether, aureomycin, Ter- 
ramycin, arsenicals, sulfonamides, urethan; sensitization—cinchophen, gold, buta- 
zolidine, penicillin, Thorazine, Dilantin, phenobarbital, Phenurone, Tridione, ar- 
senicals, Atabrine, isoniazid and iproniozid, para-aminosalycilic acid, sulfonamides, 
dinitrophenol, and thiouracil); absence of a preicteric, nonspecific constitutional 
phase (anorexia, nausea, and vomiting); jaundice; laboratory findings, often essen- 
tially as in viral hepatitis; recovery, usually more rapid and with fewer residuals than 
in viral hepatitis with subsidence of contact with the offending agent. 

Cholangitis. Characteristics. An enlarged and tender liver is often present. 

Chief Signs. Presence of an etiologic factor, such as (1) bile stasis due to extra- 
hepatic biliary obstruction by stone, stricture, or carcinoma, (2) spread of infection 
from adjacent structures (gallbladder or pancreas), (3) enteric infection (typhoid 
fever or paratyphoid fever), or (4) parasitic invasion of the bile ducts (liver fluke, 
ascaris, or giardia); anorexia, nausea, and vomiting; chills; fever; jaundice; may be 
Charcot’s intermittent biliary fever (cholangitis secondary to an unrelieved partial 
biliary obstruction) ; may develop bacteremia, liver abscess, or pylephlebitis; labora- 
tory (leukocytosis, hyperbilirubinemia, bilirubinuria, elevated serum akaline phos- 
phatase). 

Syphilis of the Liver. Characteristics. There is a very important group of cases of 
syphilis of the liver in which the organ is moderately enlarged. It is very lumpy and 
irregular generally, resembling a carcinomatous liver without, however, as a rule, 
clinical symptoms. 

Chief Signs. May be a history of syphilis; absence of signs of carcinoma; rarely 
jaundice and ascites; may be signs of syphilis; positive serology; may be palpable 
spleen; may be an associated amyloid liver. 

Congenital Syphilis (Congenital Hepatic Syphilis and Delayed Congenital Syphilis 
of the Liver). Characteristics. Enlargement of the liver is often present and is usually 
accompanied by splenomegaly. 

Chief Signs. See page 716. 

Fatty Liver. Characteristics. The fatty liver is uniformly increased in size, and the 
edge may reach below the level of the navel; in fact, it is among the largest met with at 
the bedside. It is smooth, perhaps softer than usual, and there is neither pain nor 
tenderness. Sometimes obesity may render palpation difficult. 

Chief Signs. Mainly those of the causal condition, such as: 1, deficiency of lipo- 
trophic substances (faulty diet, chronic alcoholism, absorptive defects, or the malnu- 
trition of wasting disease); 2, metabolic disorders (diabetes mellitus, galactosemia, 
obesity); or 3, acute poisoning (carbon tetrachloride, phosphorus) ; absence of jaun- 
dice or ascites. 

Abscess of the Liver. Characteristics. Enlargement of the liver is more often pres- 
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ent with a single large abscess. The enlargement is most marked in the right lobe, and 
as the abscess cavity is usually located more toward the upper than the under sur- 
face, the increase in volume is upward and to the right, not downward as in cancer 
and the other affections producing enlargement. Percussion in the midsternal and 
parasternal lines may show a normal limit. At the nipple line the curve of liver dull- 
ness begins to rise and in the midaxillary it may reach the fifth rib, while behind, near 
the spine, the area of dullness may be almost on a level with the angle of the scapula. 
The enlargement of the liver may be so great as to cause bulging of the right side, and 
the edge may project a hand’s breadth or more below the costal margin. In such in- 
stances the surface is smooth, palpation is painful, and there may be fremitus on deep 
inspiration. In some instances fluctuation may be detected. If there are multiple py- 
emic abscesses the liver is uniformly enlarged and tender, though pain may not be a 
marked feature. 

Chief Signs. Presence of a focus of infection (pyemic abscess), or history of ame- 
bic dysentery (tropical disease); fever, sweats, rigors; icteroid tint; pain in the back 
and right shoulder, and over the liver; cough and pleurisy (right base) ; leukocytosis; 
may be perforation into the lung (with “anchovy sauce” sputum); liver puncture. 

Rickets (Rachitis ). Characteristics. The liver is generally palpable due to displace- 
ment more than to actual enlargement. 

Chief Signs. See page 715. 

Splenic Anemia (Chronic Congestive Splenomegaly; Banti’s Syndrome). Charac- 
teristics. In the terminal stages the liver becomes enlarged from cirrhosis. In the 
earlier stages of pure splenic anemia the liver is often reduced in size. 

Chief Signs. See page 589. 

Amyloid Liver (Waxy or Lardaceous Liver). Characteristics. The liver is uni- 
formly enlarged and may attain dimensions only equaled by those in cancer (up to 
14 pounds). It is solid, firm, painless, and smooth, with rounded edge and increased 
consistence. Sometimes even when greatly enlarged, the edge is sharp and hard. 

Chief Signs. History of chronic suppuration or inflammatory process or syphilis 
(secondary amyloidosis); presence of multiple myeloma; cardiac involvement, mac- 
roglossia, gastrointestinal involvement, or chronic renal insufficiency in adults, es- 
pecially if associated with the nephrotic syndrome (primary amyloidosis); may be 
a palpable spleen; rarely jaundice, ascites, and spider nevi; may be elevated serum 
globulin; congo red test (secondary form); normal or near normal hepatocellular 
function; biopsy. 

Secondary Biliary Cirrhosis (Extrahepatic and Intrahepatic). Characteristics. The 
liver is slightly or moderately enlarged, rarely greatly so. It is firm, smooth, or 
granular, and slightly tender. 

Chief Signs. History or evidence of common duct obstruction as in postoperative 
stricture, stone, carcinoma, or benign cyst anywhere along the course of the biliary 
tract from the ampulla of Vater to the bifurcation of the hepatic duct (extrahepatic), 
or as an end-stage of a progressive cholangiolitic hepatitis due to viral hepatitis or 
toxic hepatitis (intrahepatic); pruritus; may be recurrent chills, fever, and attacks of 
abdominal pain; intense progressive jaundice, sometimes intermittent; moderate 
splenomegaly; laboratory data (elevated direct and total serum bilirubin, high se- 
rum alkaline phosphatase level, decreased fecal urobilinogen, variable cephalin- 
cholesterol flocculation reaction, usually increased thymol turbidity); liver biopsy; 
surgical exploration. 

Primary Biliary Cirrhosis (Hanot’s Hypertrophic, Pericholangiolitic, Cholangio- 
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litic, and Nonobstructive Cholangiolitic Biliary Cirrhosis). Characteristics. Progres- 
sive enlargement and induration of the liver occur and are usually accompanied by 
significant splenomegaly. The liver is firm, enlarged, and smooth. 

Chief Signs. Occurrence in young adults, usually females, without alcoholic his- 
tory; insidious onset with pruritus and jaundice, both of which gradually increase 
with progression of the disease; bile in the urine; light stools; may be general lymph- 
adenopathy; may be clubbed fingers; may be xanthomatosis with hypercholesterole- 
mia; often steatorrhea; often melanotic pigmentation of the skin; absence of ascites; 
general sense of well-being maintained for years with, however, eventual signs of 
liver failure or massive hematemesis; death in 2 to 10 years. 

Less Common Causes. Septicemia; tropical liver; primary carcinoma of the liver; 
primary sarcoma of the liver; adenoma of the liver; actinomycosis of the liver; hy- 
datid cyst of the liver; universal chronic perihepatitis; acromegaly; Gaucher’s disease; 
hemochromatosis (bronzed diabetes); lymphadenoma of the liver (Hodgkin’s dis- 
ease); malaria; mediastinitis; pneumonia; relapsing fever; trypanosomiasis; Weil’s 
disease; leukemia; chronic constrictive pericarditis; sickle cell anemia; diabetes mel- 
litus; polyarteritis nodosa; Chiari’s syndrome; polycythemia rubra vera; histoplas- 
mosis; cholangiolitic hepatitis; infectious mononucleosis; sarcoidosis (granuloma- 
tous hepatitis); tuberculosis (granulomatous hepatitis); brucellosis (granulomatous 
hepatitis ); postnecrotic cirrhosis; hemangiomas of the liver; constitutional hyper- 
bilirubinemia (familial nonhemolytic icterus); chronic idiopathic jaundice (Dubin- 
Johnson syndrome); polycystic disease; Niemann-Pick disease; extramedullary he- 
matopoiesis; hepatolenticular degeneration (Wilson’s disease ) ; cardiac cirrhosis; hy- 
perthyroidism (cirrhosis etiology? ); von Gierke’s disease (glycogen storage disease) ; 
de Toni-Fanconi syndrome; erythroblastosis fetalis; pylephlebitis; macroglobuline- 
mia; porphyria; disseminated lupus erythematosus; carcinoma of the gallbladder; 
familial hyperlipemia; hypervitaminosis A; kala-azar (leishmaniasis); typhoid fever; 
smallpox; visceral larva migrans; galactosemia; cytomegalic inclusion disease; Che- 
diak-Higaski disease. 


SPLENOMEGALY 


Enlargement of the spleen, if great enough, will cause the appearance of a palpable 
tumor mass in the left hypochondrium, which may extend below the umbilicus or 
even into the pelvis, with visible enlargement of the abdomen. It is generally smooth 
and firm, the right free edge being palpable with a palpable notch or notches. The 
hand cannot be inserted between the mass and the left costal margin except when the 
spleen is dislocated. The lower pole descends with inspiration. The loin is not filled as 
in renal tumor. There is dullness over the mass continuous with the normal area of 
splenic dullness, while resonance may be elicited in the left loin. No intestine can be 
felt or percussed over the front of the spleen. Bimanual palpation is the best way to 
detect moderate splenic enlargement. Occasionally auscultation gives a loud rub over 
the mass on deep breathing, and sometimes a continuous humming bruit may be 
heard. Movable or floating spleens are rare but occur. 

The individual causes of splenomegaly are so numerous that some sort of broad 
classification may be helpful in ordering one’s thoughts when confronted with such a 
finding. The chief causes of splenomegaly may be briefly enumerated as follows: 1, 
inflammatory splenomegaly (acute splenic enlargement of various systemic infec- 
tions, such as septicemia, some contagious diseases, infectious mononucleosis, ty- 
phoid fever, splenic abscess; subacute infections, such as endocarditis; parasitic in- 
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fections, such as malaria, leishmaniasis, trypanosomiasis, schistosomiasis; chronic 
diseases, such as tuberculosis, syphilis, chronic infectious arthritis, histoplasmosis; 
disseminated lupus erythematosus) ; 2, congestive splenomegaly (portal hypertension 
from any cause, such as cirrhosis, portal vein thrombosis, Banti’s disease); 3, hyper- 
plastic splenomegaly (acute and especially chronic hemolytic anemias, such as heredi- 
tary spherocytosis, chronic hemolytic anemia with paroxysmal nocturnal hemoglobi- 
nuria, hemoglobin H trait, homozygous hemoglobin C and E disease, sickle-cell 
hemoglobin C and D disease, thalassemia major, sickle-cell thalassemia disease, 
hemoglobin E thalassemia disease, sickle-cell hereditary spherocytosis; chronic ane- 
mias of various types, such as pernicious anemia, chronic hypochromic anemia, mye- 
lophthisic anemia, myelosclerosis; leukemia; polycythemia vera; thrombocytopenic 
purpura); 4, infiltrative splenomegaly (amyloidosis, Gaucher’s disease, Niemann- 
Pick’s disease, sarcoidosis); and 5, benign neoplasms, cysts, and malignant neo- 
plasms. 

Cirrhosis of the Liver (Hepatic Splenomegaly). Characteristics. The spleen may 
be greatly enlarged or only moderately so. This occurs in alcoholic cirrhosis, post- 
necrotic cirrhosis, syphilitic cirrhosis, primary and secondary biliary cirrhosis, the 
cirrhosis due to schistosomiasis, and in some cases cardiac cirrhosis. The picture may 
closely resemble chronic congestive splenomegaly. 

Chief Signs. General debility; anorexia; dyspepsia; recurring hematemesis; ascites; 
sometimes jaundice; anemia; small, large, or irregularly nodular liver. 

Chronic Myeloid Leukemia. Characteristics. Splenomegaly is often the first physi- 
cal sign of the disease and may vary from slight to huge. The splenic edge and notch 
are easily felt and the surface is smooth; the organ is usually nontender. At times the 
enormous spleen is palpable well beyond the umbilicus and may extend below the 
pelvic rim. The liver is generally enlarged, sometimes greatly, and like the spleen is 
firm and nontender. 

Chief Signs. Insidious onset; anemia with symptoms and signs (weakness, pallor, 
palpitation, dyspnea, etc.) ; often a dragging sensation in the left side of the abdomen; 
may be complaints attributable to increased metabolism (weight loss, weakness, nerv- 
ousness, cachexia); may be slight fever; may be abnormal tendency to bleed with 
often terminal hemorrhages from the gums, nose, or stomach; may be cutaneous 
elevated bluish gray nodules; may be leukemic retinitis; may be deafness (infiltration 
or hemorrhage in the middle or inner ear) ; may be nervous system or renal manifes- 
tations due to infiltration; occasionally pain associated with perisplenitis; blood pic- 
ture, depending on the stage of the disease: early leukocytosis due to an increase in 
the myeloid cells with fewer metamyelocytes than segmented neutrophils, fewer mye- 
locytes than older forms, and often few or no myeloblasts; later myelocytes, including 
earlier forms, much more prominent, the leukocyte count ranging between 100,000 
and 500,000 with at times values as high as 1,000,000; anemia of normocytic variety. 

Chronic Lymphatic Leukemia. Characteristics. The spleen is almost always en- 
larged but usually to a lesser degree than in chronic myeloid leukemia. 

Chief Signs. See page 840. 

Acute Leukemia. Characteristics. The spleen is usually palpable but is rarely very 
large. The liver is also usually enlarged. 

Chief Signs. Acute course; anemia, often severe; fever (103° to 104° F.); swelling 
and ulceration of the gums, cheeks, tonsils; bleeding from the gums, nose, stomach, 
rectum; purpura; enlarged lymph nodes but less than in chronic leukemia; rapid 
weakening; blood changes: usually normocytic, occasionally macrocytic anemia, 
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DIFFERENTIAL DIAGNOSIS OF THE MAIN CAUSES 















































SEPTICEMIA INFECTIOUS ACUTE > ACUTE SUBACUTE 
AND MONONU- tympuatic. _|ACUTE MEETOM) BACTERIAL, ».|\ BACTERIAL 
SEPTICOPYEMIA CLEOSIS LEUKEMIA . 2 ENDOCARDITIS | ENDOCARDITIS 
ONSET Acute Acute Acute Acute Usually acute Subacute or insidious 
Prostration and rap- Onset resembling an Chronic rheumatic 
idly developing ema- acute infectious dis- Be centiall aathenearne aS sven 
COSI CORIO ES Malaise; headache; CASS BPE OS EEA OM neg eae as in septicemia—also g . Oe + pal- 
vomiting, diarrhea; hills i (e *| crotic stomatitis ; pal- Similar to acute lym- Serle ett CERO tion, emaciation ; pa 
MAIN MANI- headache, delirium, |G NCSS+ Sore throat; | to, ; pains in long|phatic leukemia, but | 5¥* bet ge Sacral: tachycardia; em- 
FESTATIONS  |stupor, coma; chills Benes enlargement bones; hemorrhagic | often without enlarge- aes as d embolic | Polic ‘ phenomena ; 
and sweats ; arthritis ; | Of lymph nodes; slight) jenomena; leukemic| ment of lymph nodes | 44 Heatations often | Retechiae; clubbing of 
embolic phenomena; hepatomegaly infiltrations; general- ry ens fingers; occasionally, 
jaundice; tachycardia ized enlargement of ae Na development of a new 
lymph nodes (usual) diastolic murmur 
High; 103° F. to ee = ' 4 ‘ 
105° F. or more; may| Usually about 100° F.| High: 104° F. to 105” : rregular and usually 
FEVER be intermittent, iiss daily, but may reach] F.; often continuous ; Same RONEN lym- Similar to septicemia | not very high: 100° F. 
% 3 ‘ phatic leukemia 6 
tent, continuous, or] 103° F. may be remittent to 102° F. 
variable 
>, : Hace E 
SPLEEN Moderately enlarged meee) uy ee Palpable in 75%, but | Usually moderately | Nearly always pal- Moderately enlarged ; 
and soft aS ROCREXCALY) only slightly enlarged | enlarged pable sometimes painful 
enlarged 
. 3 May be leukemic in- 
Petechial, Laced dotnet? filtrations in skin; | Same as in acute lym- mA : , | Petechial, variable; 
RASH sometimes abscesses | None purpuric hemorrhages | phatic leukemia Same as in septicemia aftenslate 
in skin Va 
¥ a Few days to a few|Few days to a few - Z 
DURATION 4 to 6 weeks Several weeks ack inchs 4 to 6 weeks 6 mos. to 2 yrs. 
25,000 to 30,000 per 
25,000 to 30,000 per |cu. mm.; mainly mye- 
Leukocytosis: 10,000] cu. mm.; mainly lym-|loblasts, myelocytes, Wacibleccettentaced: 
LEUKOCYTE Polymorphonuclear to 20,000 per cu. mm.,|phoblasts; sometimes|and other immature Rae =lorsianaainenthe 
COUNT AND leukocytosis: 25,000]mainly (70 to 80%)|leukopenia (aleuke-|forms; sometimes} Be leukocytosis: 
GENERAL to 50,000 per cu.mm.; |small lymphocytes;!mic form); rapidly |leukopenia (aleuke- | Same as in septicemia cadet ie Betcloning 
BLOOD PIC- hemolytic or other }also monocytes and|developing anemia|mic form) ; rapidly | Siena aginera IN 
TURE anemia large abnormal mono-)and thrombocyto-|developing anemia B.C les : ‘ 
- : -C. or less 
nuclear leukocytes penia; peroxidasejand thrombocyto- 
stain negative penia; peroxidase 
stain positive 
Positive blood culture 
E Heterophile antibodies] Blood picture; bone| Blood picture; bone for Streptococcus vi- 
UABORATORY Positive blood culture |in blood in high dilu-|marrow or lymph|marrow or lymph | Positive blood culture | ridans, or Hemophilus 
DIAGNOSIS tions node biopsy node biopsy influenza; rarely oth- 
ers 
Anemia; nephritis; 
MAIN COMPLI- Metastatic abscesses | None Death Death Septic infarctions toxemia; embolic 
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decreased platelets, leukocyte count between 10,000 and 100,000 with abnormal 
leukocytes with nucleoli, often at first mistaken for lymphocytes; in some cases leu- 
kopenia; at times acute myeloblastic leukemia distinguishable from acute lymphoblas- 
tic leukemia by the peroxidase stain. 

Lymphoma (Including Hodgkin’s Disease, Reticulum Cell Sarcoma, Lympho- 
sarcoma, and Giant Follicular Lymphoma). Characteristics. Splenomegaly develops 
in more than half of the cases of Hodgkin’s disease and giant follicular lymphoma, 
less frequently in other forms. The splenic enlargement is usually moderate. The liver 
is also often enlarged. 

Chief Signs. Insidious onset; lymph node enlargement, often at first cervical, pain- 
less, at first discrete but later matted and fixed; eventually evidence of lymph node in- 
volvement elsewhere; fever; pallor; weight loss; weakness; anemia; manifestations 
first in almost any system of the body (mediastinum, lungs, digestive tract, genito- 
urinary tract, bones, or even the nervous system); blood examination extremely 
variable; may be leukocytosis or leukopenia; neutrophilia, relative or absolute; leu- 
kopenia, monocytosis, or eosinophilia; platelets increased, decreased, or normal; 
biopsy. 


Splenomegaly 


OF ACUTE OR SUBACUTE SPLENOMEGALY 








IDIOPATHIC 
THROMBO- 
CYTOPENIC 
PURPURA 





Moderately acute 


Onset often preceded 
by nasopharyngitis or 
sonsillitis;  purpuric 
Tv hemorrhagic 
phenomena appearing 
spontaneously 


Moderate at onset: 
100~ F. to 102° F.; 
may or may not be 
irregular fever during 
course 


MILIARY 
TUBERCULOSIS 


Insidious 


Malaise; bronchitis; 
cyanosis; pulmonary 
signs, or evidence of 
meningitis 





ACUTE MALARIA 


Acute 


Chills, fever, and 
sweats, regular or ir- 
regular, depending on 
type 
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THROMBOSIS 





TYPHOIDREVER| caparcwon || OF SELENIC OR | OME TICKS 
PORTAL VEIN 
Moderately acute ee Acute Insidious 


Malaise, headache, 
bronchitis, | prostra- 
tion, delirium ; may be 
diarrhea and abdom- 
inal distention 





Sudden pain in region 
of spleen, accentuated 
by deep breathing ; 
coexisting disease 
with embolic mani- 
festations 


Sudden onset of hem- 
atemesis and melena; 
rapidly accumulating 
ascites 


Occurrence in in- 
fancy; Jewish fe- 
males ; hepatomegaly ; 
gastro-intestinal 
symptoms; retarded 
development 





Remittent or inter- 
mittent; evening rise 
lor’ F. to 103° F. 
with morning remis- 
sion; occasionally re- 
versed 


Rapid rise to 104° F. 
to 106° F. with rapid 
fall; regularly or ir- 
regularly occurring 
attacks, or more or 
less continuous fever 
according to type 





Increases daily in 
step-like manner to 
103° F. or 104° F.; 
slow rise and slow 
fall with flat plateau 


Slight fever 48 to 72 
hours after onset: 
100° F. to 101° F. 


Usually some fever 
of variable form and 
duration 


Fever if intercurrent 
infection occurs 





Palpable in 50%, not 
greatly enlarged 


Moderately enlarged 


Moderately enlarged 
during a paroxysm 


Moderately enlarged 
and soft 


Variable enlargement, 
with tenderness 


Rapid enlarge- 
ment, often with ten- 
derness 


Gradual enlargement; 
may be great 





Roseolar, maculopap- 





i os hiae; — purpuric None None ular; mainly abdom- | None None None 

ae inal; in second week 

Va Hf . S é y. . r . Js a S y 
ana blegusually 2 to 6 weeks Several weeks 4 to 5 weeks Variable Variable EBT ANS! 2 EO 


weeks 


of life 





Thrombocytopenia, 

may be as low as 10,- 
000 per cu. mm. ; ane- 
mia in proportion to 
amount of hemor- 
rhage; polymorpho- 
nuclear leukocytosis 


Usually moderate 
polymorphonuclear 
leukocytosis ; 
times leukopenia with 
increase in polymor- 
phonuclears; gradu- 
ally developing ane- 
mia 


some- 


Leukopenia with in- 


crease in mononu- 
clears ; pigmented leu- 
kocytes; hemolytic 
anemia 


Leukopenia with rela- 
tive lymphocytosis 


Slight leukocytosis 24 
to 72 hours after on- 
sect: 10,000 to 20,000 
per cu. mm. ; increase 
in polymorphonu- 
clears 


Polymorphonuclear 
leukocytosis—vari- 
able 


Lymphocytosis 





Thrombocytopenia ; 
normal clotting time; 
prolonged bleeding 
time; failure of clot to 
retract 


X-ray of chest; posi- 
tive spinal fluid find- 
ings for tuberculous 
meningitis 


Plasmodia in blood 
films 


Positive culture from 
blood, urine, and feces 
during first week; 
positive Widal after 
first week 


Increased sedimenta- 
tion rate 24 to 72 
hours after onset—not 
specific 


None 


Lipoid (phosphatid) 
in reticulo-endothelial 
cells of lymph nodes, 
etc. sometimes 
monocytes in blood 





Chronicity with acute 
exacerbations 





Meningitis 





Pernicious course 





Intestinal hemorrhage 
and perforation 


None 








Fatal gastro-intestinal 
hemorrhage 





Intercurrent infection 





Septicopyemia. Characteristics. The spleen is enlarged and soft. 
Chief Signs. Chills and fever (remittent or intermittent); prostration; anemia; 
apathy; gastroenteric symptoms; presence of causative infection; leukocytosis; blood 


culture. 


Subacute Bacterial Endocarditis (Vegetative Endocarditis). Characteristics. The 
spleen is nearly always palpable from the general toxemia. Embolism and infarction 
occur with a history of acute pain low down on the left side of the chest. 

Chief Signs. Often history of acute rheumatism or previous endocarditis; varying 
symptomatology of septicemic, cardiac, and embolic phenomena; markedly irregu- 
lar or continuously high pyrexia; profuse sweats; rigors; progressive weakness; vari- 
ous rashes, often purpuric; variable cardiac murmurs; rapid or irregular pulse; leu- 


kocytosis; blood culture. 


Malaria. Characteristics. During the paroxysm the spleen is enlarged and the edge 
can usually be felt below the costal margin. After recurring attacks the spleen be- 
comes chronically enlarged with additional temporary increase in size during each 
acute febrile paroxysm (ague cake spleen). 

Chief Signs. Cycles of cold, hot, and sweating stages occurring every third or fourth 
day, every day, or irregularly; presence of the malarial parasites in the blood. 
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MAIN MANIFESTA- 
TIONS 


FEVER 


SPLEEN 


BLoop PICTURE 


DIAGNOSTIC PRO- 
CEDURES (CON- 
FIRMATORY 
TESTS) 


CHRONIC MYELOID 
LEUKEMIA 


Loss of weight and 
strength; dragging 
sensation in left 
upper quadrant of 
abdomen; pain 
over spleen; ten- 
derness over long 
bones; hepato- 
megaly; leukemic 
infiltrations of 
cranial nerves and 
skin 


Slight from time to 
time; may indicate 
intercurrent infec- 
tion 


May be enormous, 
usually reaching 
the umbilicus or 
lower; smooth sur- 
face; may be ten- 
der 


200,000 to 1,000,000 
W.B.C., mainly 
mature granulo- 
cytes but younger 
forms present 
(myelocytes and 
myeloblasts) ; nor- 
mocytic anemia 
with thrombo- 
penia; sometimes 
leukopenia in aleu- 
kemic form 


Bone marrow and 
lymph node bi- 
opsy 


The Abdomen 


DIFFERENTIAL DIAGNOSIS OF MAIN 


CHRONIC LYMPHOID 
LEUKEMIA 


Similar to myeloid 
type but progres- 
sion slower and 
with generalized 
enlargement of 
lymph nodes 


Slight from time to 
time; may indi- 
cate intercurrent 
infection 


Moderately en- 
larged; most al- 
ways palpable 


200,000 to 250,000 
W.B.C., mainly 
mature lympho- 
cytes; normo- 
cytic anemia with 
thrombopenia; 
sometimes leuko- 
penia in aleukemic 
form 


Bone marrow and 
lymph node biopsy 


SPLENIC ANEMIA 


Progressive loss of 
strength; pallor; 
pain in region of 
spleen; ab7?ominal 
enlargement; as- 
cites; hematemesis 


Slight from time to 
time, usually due 
to perisplenitis 


May be enlarged to 
umbilicus or 
lower; smooth, 
firm, painless or 
tender 


Microcytic hypo- 
chromic anemia 
with leukopenia 


Possibly splenic 
puncture biopsy 


HODGKIN’sS DISEASE 


Weakness; loss of 
weight; gradual en- 
largement of one 
group of lymph 
nodes, painless, dis- 
crete, usually in 
neck, mediastinum 
or mesenteric 
glands, slowly 
spreading to other 
groups of glands; 
pruritus; symptoms 
of pressure by 
glands 


Pel-Ebstein type, un- 


dulant 


Always enlarged to 


some extent; pal- 
pable in 75%; 
edge hard and 
sharp 


Moderate to severe 


anemia; moderate 
leukocytosis (10,000 
to 20,000), often 
with moderate eo- 
sinophilia 


Response to x-ray 
therapy; biopsy 


Infectious Mononucleosis. Characteristics. The spleen becomes palpable in about 
half of the cases at the end of a week. 


Chief Signs. See page 304. 

Primary Thrombocytopenic Purpura Haemorrhagica. Characteristics. The spleen 
is palpable but not greatly enlarged in about 35 per cent of the cases. 

Chief Signs. Occurrence mainly in young individuals; recurrent petechiae and 
hemorrhages, often after long intervals; low platelet count, prolonged bleeding time, 
nonretractality of clot; normal or increased number of megakaryocytes in the bone 
marrow with few or no platelets at their margins; cure by splenectomy in about 70 
per cent of cases. 

Rickets (Rachitis). Characteristics. The spleen may be enlarged and readily pal- 
pable. 

Chief Signs. See page 715. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The spleen is often en- 
larged and also the liver, either as an early or late manifestation. 

Chief Signs. See page 716. 

Typhoid Fever. Characteristics. Moderate enlargement of the spleen occurs. It is 
soft and may just be palpable on deep inspiration, although at times it may reach the 
level of the umbilicus. 

Chief Signs. See page 790. 


Splenomegaly 


CAUSES OF CHRONIC SPLENOMEGALY 


CIRRHOSIS OF THB 
LIVER 


Gradual debility and 
emaciation; dys- 
pepsia; hobnail 
liver; ascites; mild 
jaundice; recurring 
hematemesis; often 
history of alco- 
holism 


None 


Moderate enlarge- 
ment 


Anemia, often macro- 
cytic hypochromic; 
often leukopenia 


Impaired liver func- 
tion tests 


CHRONIC MALARIA 


History of re- 
peated attacks of 
malaria without 
treatment or with 
improper treat- 
ment; yellowish 
hue to skin; 
anorexia; diar- 
thea; edema; 
nephritis 


Malarial parox- 
ysms 


Enlargement usual 
but not invariable; 
often greatly en- 
larged, firm, in- 


sensitive, nodular, 


may reach crest of 
ilium (ague cake 
spleen) 


Microcytic hypo- 
chromic anemia; 
often mild mono- 
cytosis 


Plasmodia in blood 
stream in active 
stage 


POLYCYTHEMIA 
RUBRA VERA 


Reddish purple hue 
to skin; head- 
aches; dizziness; 
general malaise 
and incapacity for 
work; thrombotic 
phenomena; pre- 
dominance in 
males 


None except from 
infarctions 


Enlarged often to 
umbilicus, hard 
and painless 


R.B.C. 7,000,000 to 


12,000,000 per cu. 


mm.; color index 
lower than nor- 
mal; moderate 
leukocytosis (15,- 
000 to 30,000) ; 
nucleated R.B.C. 
common 


Elimination of 
causes of second- 
ary polycythemia 


CONGENITAL HE- 
MOLYTIC ICTERUS 


Chronic jaundice, 
appearing first in 
childhood or early 
adult life; pallor 
of mucous mem- 
branes in propor- 
tion to anemia; 
hemolytic crises 
from time to 
time; familial 
trait 


None 


Greatly enlarged, 
often to umbilicus 


Microcytic hypo- 
chromic anemia; 
spherical micro- 
cytes; reticulo- 
cytosis 10 to 50% 


Increased fragility of 
erythrocytes; in- 
direct van den 
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AMYLOID SPLEEN 


Long-standing 
chronic suppura- 
tive process, such 
as chronic osteo- 
myelitis, tubercu- 
losis, empyema 


That due to the pri- 
mary process 


Enlarged, smooth, 
firm, and not ten- 
der 


Usually anemia; 
may be leukocy- 
tosis 


Congo red test 


Bergh; increased 
bilirubin in blood 
serum 


Chronic Congestive Splenomegaly (Splenic Anemia; Banti’s Syndrome). Charac- 
teristics. The spleen may be enlarged to the umbilicus or extend to the pelvic brim 
and is smooth and painless. 

Chief Signs. Insidious onset usually in young adults but occasionally in childhood; 
may be gastrointestinal complaints of a vague nature; may be accidental discovery of 
a large left upper quadrant mass (spleen); occasionally first manifestation a gastric 
hemorrhage; eventual appearance of symptoms and signs of cirrhosis; blood examina- 
tion (anemia, usually normocytic but often microcytic if there has been hemorrhage, 
or at times macrocytic if liver involvement is severe; leukopenia; thrombocytopenia; 
normal or slight myeloid hyperplasia of the bone marrow). 

General Tuberculosis (Including Miliary Tuberculosis and Subacute and Chronic 
Hematogenous Tuberculosis). Characteristics. Enlargement of the spleen may occur 
but is neither so early nor so marked as in typhoid fever. 

Chief Signs. Miliary tuberculosis: insidious or sudden onset more frequent in 
childhood but not rare in adults; may be sudden onset of high fever, aching, chills, 
and prostration, or a more gradual onset with general malaise and weakness; few lung 
signs; may be slight nonproductive cough; blood picture varying from agranulocy- 
tosis to leukocytosis or even leukemoid reaction; x-ray with characteristic miliary 
lesions which may not appear until several weeks after onset; recovery of the tubercle 
bacillus in the sputum, often late; may be positive bone marrow or blood culture; 
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often symptoms and signs of tuberculous meningitis. Subacute and chronic hemato- 
genous tuberculosis: lowgrade fever; local or generalized lymphadenopathy; pleural 
or peritoneal effusions; destructive lesions of the bones, skin, and eyes; culture of 
secretion or discharge; biopsy of affected tissues. 

Splenic Infarction. Characteristics. The spleen is felt to be somewhat enlarged and 
tender. 

Chief Signs. Presence of cardiac disease, blood disease, especially leukemia, or 
septic process; sudden onset with pain in the left hypochondrium; fever; occasionally 
friction sound. 

Pernicious Anemia. Characteristics. The spleen is palpable in about 50 per cent of 
cases but is not markedly enlarged. 

Chief Signs. See page 433. 

Hereditary Spherocytosis (Congenital Hemolytic Jaundice; Chronic Acholuric 
Jaundice; Spherocytic Anemia; Chronic Familial Icterus). Characteristics. The 
spleen is considerably enlarged and often the liver also. 

Chief Signs. Familial and hereditary disorders; spherocytosis; increased osmotic 
fragility of the red blood cells; jaundice; deglobulization crisis (fever, lassitude, pal- 
pitation; dyspnea; at times marked abdominal pain, vomiting, and anorexia); ane- 
mia; reticulocytosis; increased indirect van den Bergh reaction; increased urobilino- 
gen in the urine and stools; absence of bile in the urine. 

Polycythemia Rubra Vera (Erythemia). Characteristics. The spleen is enlarged in 
75 per cent of the cases, often to the umbilicus, and is painless and hard. 

Chief Signs. Headache and dizziness; deep redness of the face with cyanosis of dis- 
tal parts; mental changes; slight dyspnea on exertion; hemorrhages from the mouth, 
nose, lungs, ‘stomach, bowels, kidneys; may be apoplexy; blood changes (erythro- 
cytes, 7,000,000 to 12,000,000, hemoglobin 130 to 160 per cent, leukocytes 20,000 
to 60,000, a few myelocytes); increased blood volume; often increased basal meta- 
bolic rate. 

Thrombosis of the Portal or Splenic Vein. Characteristics. The spleen becomes 
greatly congested and enlarged. 

Chief Signs. See page 557. 

Gaucher’s Disease. Characteristics. The spleen is greatly enlarged. 

Chief Signs. Chronic course; health good; absence of marked anemia, hemor- 
rhages, jaundice, ascites; large liver in the later stages; pigmentation of the skin; 
characteristic Gaucher cells in the liver and spleen (splenic puncture or necropsy). 

Less Common Causes, Still’s disease; Felty’s syndrome; Egyptian splenomegaly; 
amyloid disease; pressure on the portal vein by lymph nodes or tumor; relapsing 
fever; typhus fever; paratyphoid fever; brucellosis; erysipelas (rare); pneumonia; 
diphtheria; scarlet fever; smallpox; influenza; kala-azar (India, Africa, Sicily ) ; 
gumma of the spleen; carcinoma of the spleen; sarcoma of the spleen; cyst of the 
spleen (other than hydatid) ; hydatid cyst of the spleen; hemochromatosis; Addison’s 
disease; sarcoma of the kidney; acute yellow atrophy of the liver; cerebrospinal fever; 
diarrhea in children; infectious jaundice (Weil’s disease) ; mycosis intestinalis (in- 
ternal anthrax); pneumonic plague; scurvy; injury (subcapsular bleeding) ; strangu- 
lation by twisting of the pedicle, usually in a dislocated spleen; histoplasmosis; hys- 
terical dysphagia (Plummer-Vinson syndrome); Niemann-Pick disease; Christian’s 
disease; polyarteritis nodosa; disseminated lupus erythematosus; phosphorus poison- 
ing; trench fever; Albers-Schnberg disease; sickle-cell anemia (enlarged early, later 
atrophic); abscess of the spleen; tuberculosis of the spleen; splenomegalic cirrhosis; 
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Boeck’s sarcoid (sarcoidosis); hemangioma; dengue; rickettsialpox; trypanosomi- 
asis, toxoplasmosis; torulosis; systemic blastomycosis; candidiasis; glanders; measles; 
chronic hypochromic anemia; myelophthisic anemia; myelosclerosis; thalassemia; 
hemoglobin C disease; sickle-cell hemoglobin C D disease; sickle-cell thalassemia dis- 
ease; hemoglobin thalassemia; Wilson’s disease; erythroblastosis fetalis; viral hepa- 
titis; lymphangioma; hyperthyroidism; primary splenic neutropenia; primary splenic 
panhematopenia; agranylocytosis (minimal); carcinoma of the body and tail of the 
pancreas; mitral stenosis; macroglobulinemia; porphyria; acquired hemolytic anemia; 
primary biliary cirrhosis; dermatomyositis; histoplasmosis; familial hyperlipemia; car- 
cinoma of the liver; meningococcemia; myeloid metaplasia; schistosomiasis; pretibial 
fever; pyelonephritis; Marchiafava-Micheli syndrome; Chediak-Higashi disease. 


ENLARGEMENT OF THE KIDNEY 


Kidney enlargements have many common characteristics. They lie in the loin, with 
the large intestine in front of the swelling, so that an area of resonance can usually be 
obtained in front. The area of dullness to percussion is continuous from the lateral 
aspect of the swelling to the midline posteriorly, i.e., there is no area of resonance 
between the mass and the spine. The tumor usually retains the shape of the kidney, 
being rounded at its borders and poles. As it enlarges it projects forward and down- 
ward, but, though it may fill up the natural hollow of the loin, it very seldom causes any 
prominence posteriorly. It does not descend so freely upon deep inspiration as a 
splenic or hepatic tumor. It may be movable downward or inward, or may be fixed in 
the loin by preceding inflammation. An enlarged kidney can be felt easily by bi- 
manual palpation, and can be pushed into the loin. When large enough to reach the 
anterior abdominal wall, it comes in contact with the latter at the level of the umbili- 
cus and bulges out the ileocostal spaces. A line of resonance between the upper mar- 
gin of the tumor and the hepatic dullness can usually be elicited. A varicocele may be 
developed on the same side as the tumor. Perinephritic abscess causes a palpable 
mass in the renal region associated with induration and edema of the tissues of the 
lumbar region, but in this condition the mass is ill-defined, fixed, and fills the ileo- 
costal space, and is therefore not easily confused with enlargement of the kidney itself. 
The appearance of the mass is a late manifestation, however. 

Hydronephrosis. Characteristics. A tumor is found occupying the renal region. It 
is oval or rounded, and smooth, and gives a sense of tenseness or elasticity, and 
occasionally a distinct fluctuation. In the intermittent form the tumor disappears after 
the passage of a large amount of urine. Hydronephrosis may attain a large size and 
may be mistaken in children for sarcoma of the kidney or of the retroperitoneal 
glands, and in women for ovarian tumor. 

Chief Signs. May be obscure abdominal pains or pain in the back; frequency or 
diminution of urine; in the intermittent form, passage of a large amount of urine with 
disappearance of the tumor, ureteral catheterization, revealing obstruction or en- 
larged renal pelvis; x-ray. 

Pyonephrosis. Characteristics. The kidney may be enlarged, sometimes enor- 
mously, and the swelling is similar to that of hydronephrosis. Palpation, however, is 
unreliable in many cases. 

Chief Signs. May be pain in the back and loin or on pressure, pyuria; fever, chills, 
sweats, leukocytosis (if occlusion of the ureter occurs); anemia and weakness; may 
be cystitis; ureteral catheterization; pyelography; x-ray. 


592 The Abdomen 


Malignant Tumor of the Kidney (Hypernephroma; Adenocarcinoma; Alveolar 
Cancer; Embryonic Cancer; Nephroma (Wilms’s); Sarcoma; Hemangiosarcoma; 
Hemangioblastoma; Tumors Metastatic to the Kidney). Characteristics. Malignant 
tumors of the kidney may be felt in about 55 per cent of patients, either as an irregu- 
lar nodular enlargement of the kidney or as a uniform solid tumor. Such masses must 
be distinguished from hydronephrosis, polycystic disease, renal tuberculosis, supra- 
renal tumors, neurogenic tumors, retroperitoneal lymph node tumors, pancreatic 
tumors or cysts, hepatic cysts, splenomegaly, ovarian tumors, fecal masses, and ab- 
scess of the kidney. The large renal growths fill the flank and gradually extend toward 
the midline, occupying the right or left half of the abdomen. Inspection may show two 
or three hemispherical projections corresponding to distended sections of the organ. 
On bimanual palpation the tumor is felt to occupy the lumbar region and can usually 
be lifted slightly from its bed; in some cases it is very movable, even when large; in 
others it is fixed, firm, and solid. Adenocarcinomas tend to present as a large (several 
times the size of the kidney), lobulated, or hard renal mass in patients in the third 
decade of life or beyond. Embryonic carcinoma is most often encountered in chil- 
dren and presents as a large solitary renal mass. Nephroma (Wilms’s) is essentially 
a tumor of infancy and early childhood, although it may occur at any age. It is the 
largest malignant tumor found in children and may actually cause a marked protrusion 
of one flank and even a flaring of the costal margin. The surface of the tumor is 
smooth and round except in the late stages when its consistency may vary from a 
tense, hard, rubbery character to a soft consistency when hemorrhage occurs within 
the tumor. Sarcoma of the kidney is seen in children and in adults in the fourth and 
fifth decades. In infancy the kidney as a whole is greatly enlarged, while in the adult 
the tumor appears as a local growth. 

Chief Signs. In children: occurrence from infancy to 4 years; wasting and anemia; 
large size and rapid growth; great abdominal enlargement; hematuria (often absent). 
In adults: hematuria (often intermittent); variable pain (severe only when clots are 
passed) ; rapid wasting; may be varicocele; Papanicolaou’s stain; pyelography; retro- 
peritoneal coccygeal air insufflation (for outlining the upper pole of the kidney); 
arteriography. 

Tuberculosis of the Kidney. Characteristics. On physical examination the kidney 
may be palpable in front on deep pressure, but tuberculous pyelonephritis seldom 
causes a large tumor. Occasionally the pelvis becomes enormously distended, but 
this is rare in comparison with its frequency in calculous pyelitis. 

Chief Signs. Occurrence usually between 20 and 30; frequency of micturition; dull 
ache in the loin; pyuria; hematuria; may be cystitis; may be tuberculosis elsewhere 
(lungs, testicle, seminal vesicles, prostate); tubercle bacilli in the urine; cystoscopy; 
ureteral catheterization; x-ray. 

Congenital Polycystic Kidneys. Characteristics. There are bilateral tumors in the 
renal regions, which may increase in size even while under observation. They may 
cause great enlargement of the upper zone of the abdomen. The colon and stomach 
are in front of the tumors, on the surface of which in very thin subjects the cysts may 
be palpable. While both kidneys are, as a rule, involved, one may be much smaller 
than the other. 

Chief Signs. Appearance of symptoms. most commonly at 40 to 50 years; hema- 
turia; symptoms and signs of chronic nephritis; pyelography. 

Less Common Causes. Pyelonephritis (occasionally enlarged enough to be pal- 
pable); benign renal tumors (papillary cystadenoma, tuberous sclerosis, fibroma, 
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endometriosis, etc.); cyst of the kidney (solitary, infectious—echinococcous and 
pyogenic, cystadenoma, hemorrhagic cyst, dermoid cyst, etc.); amyloid kidney; 
tumor of the renal capsule (usually benign); neurogenic tumors (tumors about the 
kidney including neuroblastoma, sympathicoblastoma, medulloblastoma, schwan- 
noma ); renal hamartoma; perirenal cyst; metastatic renal tumors (sarcoma, lympho- 
sarcoma, blastoma, granuloma, thymoma, testicular) ; pararenal tumor (solid, cystic, 
malignant, teratomous); unilateral hyperplastic kidney; horseshoe kidney; perirenal 
hematoma. 


RETRACTED ABDOMEN 
(Scaphoid Abdomen) 


The scaphoid abdomen is sunken or hollowed out like a basin or a boat, the sides 
of which closely correspond to the concavity of the bony pelvis. The abdominal vis- 
cera are palpable and normal tympany is greatly diminished. This condition is met 
with in severe cachexias ( malignant, syphilitic, tuberculous, etc.), chronic diarrheas, 
and states of inanition incident to prolonged vomiting. In these conditions the cause is 
apt to be apparent and the symptom therefore of no great aid in diagnosis. 

Lead Poisoning (Plumbism; Saturnism). Characteristics. More often than not, dur- 
ing the colic the abdominal walls are retracted, but slight fullness may exist. Tender- 
ness and rigidity of the abdominal walls are usually absent in cases of colic. 

Chief Signs. See page 515. 

Acute General Peritonitis. Characteristics. At first the abdomen may be retracted, 
but soon becomes distended. 

Chief Signs. See page 574. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. The abdomen be- 
comes retracted, boat-shaped, or carinated in the stage of stupor. 

Chief Signs. See page 94. 

Diaphragmatic Hernia. Characteristics. The abdomen may be markedly retracted, 
one or more of the viscera being displaced into the left thorax. 

Chief Signs. History of severe trauma to the trunk; pain in the upper left quadrant 
and chest; dyspnea; gastrointestinal disturbances; signs of pneumothorax or hydro- 
thorax; dextrocardia; x-ray. 

Less Common Causes. Enterocolitis; cerebrospinal meningitis; pyloric obstruction; 
brain tumor; cholera; cyclic vomiting; stricture of the esophagus; pancreatitis; gastric 
crisis of tabes dorsalis. 


RETRACTION OF THE ABDOMEN ON INSPIRATION 


Paralysis of the Diaphragm (Phrenic Nerve Paralysis). Characteristics. The epi- 
gastrium is drawn in during inspiration, but this is often noticeable only on deep in- 
spiration. Breathing is performed by the intercostal and accessory muscles of respira- 
tion. 

Chief Signs. History of diphtheria, birth trauma, wounds or tumors in the neck, 
fractures or tumors of the cervical spine; marked dyspnea upon the least exertion; 
rales and diminished resonance at the base of the lungs; absence of the diaphragmatic 
shadow; fluoroscopy. 

Laryngeal or Tracheal Stenosis. Characteristics. Inspiratory sinking of the abdo- 
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men occurs on account of the relative increase of the atmospheric pressure over that 
within the lungs, and overaction of the accessory muscles of respiration. 

Chief Signs. See page 431. 

Less Common Causes. Pleurisy with large effusion; bronchial asthma; massive 
collapse of the lung. 


RIGIDITY OF THE ABDOMEN 


(General or Local) 


Abdominal rigidity is a sign of great importance, since its existence usually signi- 
fies a condition of serious intra-abdominal disease requiring immediate surgical in- 
tervention. It is a manifestation of a state of tonic contraction of the muscles of the 
anterior abdominal wall, the stimulus for which may arise in the brain or basal gan- 
glia, the dorsal nerve trunks, or the nerve endings in the abdominal wall or perito- 
neum. Muscular rigidity is a relative term. The contraction of the muscles may be 
firm, continuous, and boardlike, or the muscle fibers may not contract to any detect- 
able extent until the fingers are gently pressed on the abdominal wall. It is exceed- 
ingly important to remember that muscular rigidity and resistance are often very 
slight, even though there may be serious intra-abdominal inflammation: |, when the 
abdominal wall is very fat and flabby and the muscles thin and weak; 2, when the 
patient is aged and debilitated; and 3, when the patient is suffering from severe 
toxemia. It is noteworthy that the recti are usually more definitely rigid than the 
lateral abdominal muscles. Limitation of the respiratory movement of the abdominal 
wall indicates either some rigidity of the diaphragm or abdominal muscles, or possibly 
undue distention. 

Certain generalizations as to the character, extent, and degree of rigidity are pos- 
sible when one considers the site of stimulus production and its causation. Thus, in 
the case of cortical or basal ganglia stimulus the causative agent is usually nervousness 
or disturbance engendered by anticipation or existence of an unpleasant experience or 
reaction (cold, pain, embarrassment, etc.), which is usually manifested by a diffuse 
type of abdominal wall rigidity of variable intensity. This type of rigidity can usu- 
ally be obviated by some form of vocal anesthesia, by having the patient take a few 
deep breaths, or by making him draw his knees up and keep his mouth open. When 
the dorsal nerve trunks are responsible for the stimulus the causative agent may well 
be a lesion in the chest or chest wall which will precipitate unilateral abdominal 
rigidity of variable extent and degree. In the case of stimulus production arising in 
the nerve endings in the abdominal wall or peritoneum the causative factor may be 
either injury, infection, or irritation, and rigidity whose degree will depend on the 
nature of the causative agent and the suddenness with which the stimulus has ar- 
rived will correspond in extent to the injured or involved area. 

Acute General Peritonitis. Characteristics. This is the commonest and most impor- 
tant cause of general abdominal rigidity. It occurs as an early sign, associated with 
increasing distention, pain diffuse or general (depending on the degree or extent of 
the inflammatory response of the peritoneum to the presence of a foreign substance 
in the intra-abdominal cavity), and vomiting. Its usual origin is bacterial, from the 
intestinal or pelvic viscera, or chemical, from bile, pancreatic juice, blood, or urine. 
There are some cases of diffuse and spreading peritonitis in which rigidity is minimal 
or even absent as in cases of postoperative, primary pneumococcal, tuberculous, and 
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chylous peritonitis. In the late stages abdominal rigidity is diminished, owing to the 
depression of reflex activity by toxemia. The association of rigidity and rebound 
tenderness is pathognomonic. 

Chief Signs. See page 574. 

Perforated Peptic Ulcer (Gastric or Duodenal). Characteristics. Rigidity of the 
abdominal wall is a constant feature. The muscles, particularly of the upper abdomen, 
are flat and boardlike and even firm pressure cannot make them give way. The rigid 
muscles do not move on respiration, and the movement of the diaphragm is also con- 
siderably inhibited, so that breathing is shallow and of the costal type. 

Chief Signs. See page 518. 

Acute Appendicitis. Characteristics. Local muscle rigidity over the inflammatory 
process of the parietal peritoneum is frequently present but is by no means a constant 
sign in initial stages. There are several grades of muscular rigidity. The extreme de- 
gree is that in which the particular section of the abdominal wall is persistently stiff 
and will not move on respiration, a lesser degree in which the muscles stiffen almost 
as soon as the hand touches the skin, and a mild degree in which rigidity occurs only 
when the fingers are pressed more deeply into the iliac fossa or toward the appendix. 
With an unperforated appendix situated in the pelvic or retrocecal area rigidity is 
often absent. Rigidity of the psoas muscle should always be tested for by extending 
the right thigh with the patient on the left side. Rebound tenderness indicates local 
peritonitis. 

Chief Signs. See page 546. 

Acute Salpingitis (Pelvic Inflammatory Disease). Characteristics. Some rigidity 
of the lower segment of one or both recti muscles is often present, but not as marked 
as in appendicitis, and tenderness tends to be more medial, lower, and usually bi- 
lateral. 

Chief Signs. See page 530. 

Acute Cholecystitis (with or without Cholelithiasis). Characteristics. Rigidity of 
the abdominal muscles is present in severe cases, more marked in the upper segment 
of the right rectus, especially if the inflammation has spread to the neighboring parts 
around the gallbladder. In many cases of cholecystitis, however, there is no rigidity. 

Chief Signs. See pages 523 and 524. 

Cholelithiasis (Biliary Colic). Characteristics. During the attack of colic there is a 
certain amount of rigidity in the right hypochondrium on pressure, due to the severe 
pain. This rigidity passes off with the pain. When it persists there must be accompany- 
ing cholecystitis or local peritonitis. 

Chief Signs. See page 523. 

Acute Pancreatitis. Characteristics. There is rigidity of the abdominal wall, espe- 
cially in the epigastrium, with tenderness over the rigid area. There is a diffuse, ex- 
treme abdominal tenderness and later abdominal distention. The resistance may, how- 
ever, be overcome by steady pressure, and in rare instances a deep, tender swelling 
may be palpated. 

Chief Signs. See page 519. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. Abdominal pain with 
some rigidity may occur, especially in children, in the early stages before the onset 
of the physical signs in the chest. The rigidity is more marked on light superficial 
pressure than on deep pressure, and is limited to one side of the abdomen. 

Chief Signs. See page 450. 

Contusion of the Abdominal Wall. Characteristics. Rigidity may be a marked fea- 
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ture and therefore troublesome in excluding intra-abdominal injury. In mere contu- 
sion, collapse will disappear, the abdomen will become less rigid, and the pulse rate 
will fall. sett 

Rupture of an Abdominal Viscus. Characteristics. There is persistent local rigidity 
tending to extend. 

Chief Signs. History of injury; may be severe abdominal pain; vomiting; gradually 
rising pulse rate; deep local tenderness; shallow abdominal respiration; development 
of symptoms of hemorrhage or peritonitis. 

Typhoid Fever. Characteristics. Rigidity is present following perforation of an 
ulcer, usually in the third week. 

Chief Signs. See page 790. 

Tabes Dorsalis. Characteristics. Paroxysmal rigidity may occur during a gastric 
crisis, accompanied by severe burning pain in the epigastrium, and followed by vomit- 
ing. 

Chief Signs. See page 519. 

Less Common Causes. Subphrenic abscess; subhepatic abscess; acute intestinal 
obstruction (superimposed peritonitis); acute diverticulitis (with perforation or 
pericolitis ); diaphragmatic pleurisy; cancer of the liver; cancer of the uterus; throm- 
bosis or embolism of the mesenteric vessels; pericarditis (involving the diaphragm); 
vesical calculus (lower segment of the rectus) ; ruptured abdominal aneurysm; acute 
thrombosis of the inferior vena cava; lead colic (retraction rather than rigidity); 
ruptured ectopic pregnancy (hemorrhagic peritonitis); liver abscess (perforating 
into the abdominal cavity); hepatitis; pyelitis; hemoperitoneum,; acute osteomyelitis 
of the dorsal or lumbar vertebrae; tetanus; regional enteritis; acute myocardial in- 
farction; rupture of the gallbladder; pulmonary infarction; pulmonary tuberculosis; 
pulmonary neoplasm; collagen disease; spondylitis involving areas from T; to Li 
(may be some rigidity); renal or ureteral colic; mittelschmerz; recurrent pancreatitis 
(acute attack); uterine perforation (attempted abortion); twisted ovarian cyst; 
strangulation, perforation, or inflammation of Meckel’s diverticulum; endometriosis 
with pelvic bleeding; rupture of a hydronephrotic kidney; acute pyelonephritis; 
Dietl’s crisis; mesenteric adenitis. 


ENLARGED VEINS OF THE ABDOMINAL WALL 


(See also Enlarged Veins of the Chest Wall, page 417.) 


The veins may be more visible in wasting conditions due to thinning out of the 
subcutaneous fat. Varicose veins similar to those of the leg rarely occur as an idio- 
syncrasy or hereditary condition. In neither of these cases, however, is the blood cur- 
rent reversed. When the dilatation is considerable and associated with tortuosity, the 
condition always has much diagnostic significance, especially if the direction of the 
blood flow is reversed. The direction of the current is tested by expressing the blood 
from a part of the vein where there are no side branches by means of two fingers 
pressed down on the vein close together and then drawn asunder, while pressure over 
the vein is maintained by each; when a length of the distended vein has been emptied 
in this way one of the fingers is raised, and the time taken by the vein in refilling is 
noted; the procedure is repeated, the other finger being taken off this time. Normally 
the blood flows from above downward in the veins of the lower two thirds of the ab- 
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dominal wall; when the blood flow is from below upward there is undoubtedly ob- 
struction to the inferior vena cava. 

Intra-abdominal Malignancy. Characteristics. Malignant disease causes obstruc- 
tion of the inferior vena cava sufficient to produce collateral varicosity decidedly 
more often than nonmalignant masses. The obstruction is produced by the primary 
growth, by the secondary involved retroperitoneal glands, or by the invasion of the 
inferior vena cava by the malignancy through direct extension along the veins, re- 
sulting in occlusion of its lumen. If there is marked varicosity of the superficial veins 
early in a case with moderate ascites the probability is that both are due to malignant 
disease. There will very likely be symmetrical edema of the legs, and possibly albu- 
minuria and hematuria. The varicosity is noted in the lower veins of the abdominal 
wall, with the blood flow in them reversed so as to be from below upward, and the 
history is a relatively short one. 

Ascites. Characteristics. When the intra-abdominal pressure becomes great enough 
to occlude the inferior vena cava, dilatation of the abdominal and lower thoracic 
veins occurs. This is usually a late symptom of such mechanical obstruction. 

For causes see page 571. 

Large Abdominal Tumor. Characteristics. A large ovarian cyst or great enlarge- 
ment of the spleen or liver, when sufficient to compress the inferior vena cava as in 
ascites, will give rise to the development of collateral circulation as shown by dilata- 
tion and tortuosity of the abdominal veins. 

Cirrhosis of the Liver (Alcoholic or Portal). Characteristics. The mammary and 
epigastric veins are the ones usually enlarged in this condition. The classical caput 
medusae caused by varicosity of the veins around the umbilicus is a very rare finding, 
at least until such time as the general intra-abdominal tension has been greatly in- 
creased by the tenseness of the ascites, which occurs late. Spider nevi on the back of 
the neck or shoulders are very suggestive. 

Chief Signs. See page 581. 

Thrombosis of the Inferior Vena Cava. Characteristics. Varicose veins of the lower 
abdomen are an early sign. The clot is usually an extension upward into the inferior 
vena cava from one of the tributaries in the leg or pelvis. The current is from below 
upward. 

Chief Signs. Edema of the legs (one usually edematous and painful before the 
other, from a thrombophlebitis); may be ascites; may be albuminuria and hematuria 
(when the renal veins have been reached) ; absence of edema of the eyelids or face. 

Mediastinal Tumor. Characteristics. A large tumor of the middle or posterior me- 
diastinum may constrict the inferior vena cava, causing edema of the lower extremi- 
ties, ascites, and engorgement of the surface tributaries of this great venous trunk. 

Chief Signs. See page 472. 

Less Common Causes. Aneurysm of the ascending thoracic aorta; portal throm- 
bosis; aneurysm of the abdominal aorta; dilatation of the stomach; thrombosis of the 
superior vena cava; Cruveilhier-Baumgarten syndrome. 


VISIBLE PERISTALSIS 


Visible peristalsis, which may be of gastric or intestinal origin, is always patho- 
logic except in a few cases in which its unimportant nature is immediately obvious, 
as in diastasis of the recti muscles and ventral hernias through laparotomy scars. In 
wasting diseases with a very thin abdominal wall the normal peristalsis may be visible. 
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Acute Intestinal Obstruction (Intussusception; Volvulus; Bands; Strangulated 
Hernia). Characteristics. Visible waves of peristalsis are seen to run more or less 
transversely across the abdomen if the small intestine is involved, or vertically in one 
or both flanks when the colon is involved, and may be noted even before other seri- 
ous symptoms are present. 

Chief Signs. Abdominal pain; early and constantly repeated vomiting (not so 
early if the colon is obstructed), often copious, first of the stomach contents, then of 
bile, finally of feces; collapse, with low temperature, rapid feeble pulse, cold sweats, 
dry tongue, and thirst; absolute constipation after the initial emptying; abdomen at 
first unchanged, later distended and doughy or rigid; variable tenderness, often 
slight; may be sausage-shaped tumor in intussusception; X-ray. 

Pyloric Stenosis of Infancy (Hypertrophic Stenosis of the Pylorus). Characteris- 
tics. If the skin is bared and the patient placed in a good light the characteristic 
peristaltic waves are seen which are the most diagnostic feature of the disease. They 
are best seen immediately after taking food or water, and when not appearing spon- 
taneously they may be excited by slight friction or tapping of the epigastrium. There 
is seen a slowly moving wave from left to right. First a ball-like tumor appears just 
below the ribs on the left side. It is usually about 1.5 to 2 inches in diameter and 
slowly moves to the right, disappearing usually just beyond the median line. Some- 
times one wave quickly follows another. After marked peristalsis vomiting fre- 
quently occurs. 

Chief Signs. Occurrence two to three weeks after birth; preponderance of males 
(4 to 1); projectile vomiting, often after feeding, of stomach contents and mucus, 
not bile stained (the child does not vomit after each feeding but after several feedings 
have accumulated, and will promptly resume nursing immediately after vomiting) ; 
distention of the upper abdomen with retraction of the lower abdomen; palpable 
pyloric tumor (small, firm, and smooth) most easily felt when the child is asleep 
(two thirds of the cases ); loss of weight; constipation; oliguria; extreme dehydration, 
hypochloremia, and alkalosis (when severe); x-ray examination. 

Dilatation of the Stomach with Pyloric Stenosis (Obstructions at the Pylorus). 
Characteristics. Gastric peristalsis occurs as a large swelling in the upper part of the 
abdomen, coming and going, generally appearing in the region under the left rib 
and progressing slowly downward and to the right where it fades away and disap- 
pears; it corresponds more or less with the greater curvature of the stomach. Tapping 
on the left side of the epigastrium often initiates peristaltic waves if the stomach is 
not greatly dilated. 

Chief Signs. Dyspepsia; large prominent abdomen in which the enlarged stomach 
may be visible; vomiting at intervals of large quantities of decomposing food; suc- 
cussion splash; emaciation; constipation; oliguria; may be palpable pyloric tumor; 
hypochloremia, alkalosis, and hyperazotemia eventually develop (unless relief of 
the obstruction is accomplished) with the patient gradually becoming semicomatose 
and passing into a state which clinically resembles uremia; presence of an etiologic 
factor (stenosis secondary to peptic ulcer or pyloric carcinoma, prolapse of the 
gastric mucosa or tumor through the pylorus, hypertrophic ulcerative gastritis, phleg- 
monous gastritis, syphilis, tuberculosis, hypertrophy of pyloric muscles in adults, 
volvulus of the stomach, extrinsic pressure from abdominal tumors arising in the 
pancreas, lymph nodes, liver, or bile passages); volume of fasting gastric contents 
exceeds 100 ml.; x-ray study. 

Chronic Intestinal Obstruction (Carcinoma of the Bowel, Strangulation, Stricture, 
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Impacted Feces). Characteristics. From time to time there are transient attacks re- 
sembling mild acute obstruction, during which painful peristalsis above the obstruc- 
tion may be both seen and felt. This sign is detected far oftener in chronic than in 
acute obstruction. The distended intestine showing peristaltic contraction is a strong 
suggestion of chronic obstruction. By noticing the portion of gut distended the seat 
of stenosis may be located. 

Chief Signs. Chronic intestinal disturbance; abdominal pain; visible peristalsis and 
distention; may be palpable tumor (due to intermittent spasm of the intestine, or to 
growth of fecal mass); constipation or diarrhea; anemia, wasting, ill-health; exami- 
nation of the feces (blood, especially in carcinoma) ; sigmoidoscopy; x-ray study. 

Idiopathic Dilatation of the Colon (Hirschsprung’s Disease). Characteristics. 
Marked peristaltic waves are almost always seen; they are usually in the lower part 
of the abdomen and on the right as well as on the left side. 

Chief Signs. See page 561. 

Less Common Causes. Visceroptosis; neurosis; pylorospasm; profuse diarrhea; 
chronic peritonitis; regional enteritis (when stenosis occurs) ; congenital atresia of 
the duodenum; congenital hyperplasia of the adrenal glands; swallowed foreign 
bodies (including bezoars) with pyloric stenosis; hourglass deformity of the stom- 
ach (organic) ; spastic ileitis. 


OOZING OR DISCHARGE FROM THE NAVEL 


Eczema (Intertrigo of the Umbilicus). Characteristics. In stout individuals chaf- 
ing may give rise to an eczematous condition of the navel with irritation and oozing. 

Umbilical Abscess. Characteristics. Uncleanliness and infection may cause sup- 
puration at the navel, an abscess resulting. A purulent sinus results from the dis- 
charge of such an abscess. 

Tuberculous Peritonitis. Characteristics. This is the commonest cause of acquired 
umbilical fistula. It may form from extension and caseation of tuberculous masses, 
and may be fecal if there are also ulceration and adhesions of the intestine. 

Chief Signs. See page 515. 

Pneumococcus Peritonitis. Characteristics. Next to tuberculous peritonitis this is 
perhaps the commonest cause of acquired umbilical fistula. The fistula discharges 
feces or pus. 

Chief Signs. Occurrence usually in children; may be primary or secondary; acute 
onset with general abdominal pain, tenderness, rigidity, and distention; fever (rarely 
septic, and may be none in the chronic stage); diarrhea; wasting; presence of thick, 
yellow, odorless pus containing large flakes of fibrin and pneumococci. 

Patent Urachus. Characteristics. The urachus may not be completely closed at 
birth, and if remaining patent throughout its course there is a fistula at the navel 
discharging urine; if only the upper portion is patent the fistula discharges mucous 
material. 

Meckel’s Diverticulum (Nonclosure of the Omphalomesenteric Duct). Character- 
istics. A fecal fistula results if the duct remains patent throughout its course. It is 
first observed after the umbilical stump has separated. The mucous membrane may 
become everted and form a red tumor. When the duct is wide and short a portion of 
the intestine may protrude through the opening. If closed at the visceral end but open 
at the navel the fistula discharges mucus at intervals instead of feces. 

Less Common Causes. Sebaceous cyst (after breaking down); biliary fistula (fol- 
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lowing perforation of the gallbladder); fecal fistula in the newborn from inclusion 
of a small umbilical hernia with the ligature which surrounds the cord; obliteration 
of the bile ducts (spontaneous hemorrhage from the umbilicus ) ; spontaneous umbili- 
cal hemorrhage of the newborn; actinomycosis; regional enteritis; seborrheic derma- 
titis; Fox-Fordyce disease; Paget’s disease of the umbilicus; umbilical concretions 
associated with inflammatory changes in the abdominal wall; cord infection in the 
newborn; extension of a subdiaphragmatic or perigastric abscess, escape of round- 
worms from the umbilicus (preceded by abscess formation) ; fecal fistula secondary 
to carcinoma of an abdominal organ (usually in the stomach). 


ABSENCE OF THE ABDOMINAL SKIN REFLEXES 


The abdominal skin reflexes are present in 99 per cent of normal persons. Chill- 
ing of the skin, however, will cause them to be temporarily absent. 

Multiple Sclerosis (Insular Sclerosis; Disseminated Sclerosis). Characteristics. 
The reflexes are lost or diminished over the epigastrium and abdomen, this is a 
characteristic and definite sign. 

Chief Signs. See page 703. 

Organic Hemiplegia. Characteristics. The reflexes are diminished or lost on the 
hemiplegic side in the initial stage of flaccidity. 

For causes of Hemiplegia see page 338. 

Spinal Cord Arteriosclerosis. Characteristics. The abdominal reflexes become 
weak or vanish. 

Chief Signs. Advanced age; mild spastic paraparesis (walking hampered to the 
extent of a series of short shuffling steps, the legs becoming stiff and heavy, with 
gradually supervening contractures as the muscles slowly waste); brisk knee and 
ankle jerks early, later diminished or absent; sphincter control may or may not be 
defective; may be local muscular atrophy, especially in the arms and hands; may be 
dysarthria, emotional overaction, mental enfeeblement, pseudobulbar palsy, or 
parkinsonism; moderate rigidity and contracture with slowly advancing muscular 
wasting. 

Cerebral Tumor. Characteristics. The epigastric and abdominal reflexes on the side 
Opposite the tumor may be diminished or absent, and may denote a beginning hemi- 
paresis. 

Chief Signs. See page 492. 

Less Common Causes. Acute appendicitis; typhoid fever; tabes dorsalis; epidemic 
cerebrospinal meningitis; transverse myelitis; St. Louis type of encephalitis; subacute 
combined degeneration of the spinal cord; epilepsy (at times at termination of seiz- 
ure); family periodic paralysis; Friedreich’s disease (may be reduced or absent); 
hereditary spastic paraplegia or diplegia (may be absent). 


SWELLINGS IN THE INGUINAL REGION OR GROIN 


Enlarged Lymph Nodes (Adenopathy). Characteristics. Inguinal adenitis from 
whatever cause gives rise to a rather firm, lobulated swelling which is difficult to con- 
fuse with anything else. 


For causes and characteristics see page 602. 
Inguinal Hernia. Characteristics. There is a soft swelling at the inner portion of 
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Poupart’s ligament, which may disappear on lying down, or be returned to the abdo- 
men by manipulation. The swelling may descend into the scrotum (scrotal hernia); 
straining causes an increase in size and there is an impulse on coughing. Gurgling 
sounds may be heard on reduction if intestine is included in the sac, and there is 
tympany on percussion unless only the omentum is present, when there is dullness. 
The swelling is covered by normal movable skin. The enlarged ring and inguinal canal 
are evident after reduction of the tumor by digital examination from below. The re- 
duced tumor does not reappear when the patient stands and coughs if the canal is 
blocked by the finger. The swelling gives no true fluctuation. There is opacity to trans- 
mitted light. The orifice of the hernia is above the fold of the groin and Poupart’s 
ligament and internal to the pubic spine (except in the direct form) in contradistinc- 
tion to femoral hernia. There are two main varieties of inguinal hernia, the oblique 
or indirect, and the direct. The direct hernia is rare, more globular in shape, placed a 
little farther in and higher up, more easily reducible but more abrupt in descent, and 
is usually of sudden onset after some violent straining effort. 

Femoral Hernia. Characteristics. The hernia forms a globular swelling below the 
fold of the groin and below Poupart’s ligament with its neck below and external to the 
pubic spine. A large femoral hernia may be loculated and usually extends upward 
and inward over Poupart’s ligament, though the bulk of it remains below the fold of 
the groin. After the hernia is reduced, pressure of the finger over the femoral canal 
prevents its reappearance when the patient stands and coughs. This hernia is more 
common in women. 

Acute Abscess of the Groin. Characteristics. There is a red, painful, tender, fluc- 
tuating swelling, which upon incision or aspiration reveals pus. 

Chief Signs. Presence as a rule of a primary source of infection (genitals, foot, or 
toe) with secondary suppuration of the inguinal nodes; may be suppuration of a her- 
nia or an appendiceal abscess pointing above Poupart’s ligament; may be suppuration 
of tuberculous or epitheliomatous nodes due to secondary pyogenic infection; may be 
fever. 

Chronic Abscess of the Groin. Characteristics. There is a fluctuating swelling de- 
void of signs of inflammatory reaction located in the outer portion of the groin, usu- 
ally, however, below Poupart’s ligament. 

Chief Signs. Presence of sacro-iliac, lumbar-spine, or hip-joint disease, tuberculosis 
of the superficial or deep lymph nodes, or pus extending from the extraperitoneal 
cellular tissues to the inguinal canal along the cord or round ligaments (from any- 
where in the iliac fossa or pelvis). 

Undescended Testicle (Cryptorchism). Characteristics. There is an elastic, more 
or less circumscribed swelling in the inguinal canal which gives the testicular sensa- 
tion on pressure. 

Chief Signs. Absence of the testicle from the scrotum of the corresponding side; 
often associated hernia above the undescended testicle; may be attacks of pain. 

Psoas Abscess. Characteristics. This gives a soft, fluctuating, painless swelling be- 
low Poupart’s ligament and usually external to the femoral vessels. 

Chief Signs. Deformity, rigidity, and tenderness of the lumbar or lumbodorsal 
spine (tuberculosis) ; fluctuating swelling in the iliac fossa from the loin to the groin; 
X-ray. 

Saphenous Varix. Characteristics. A fluid swelling is present below Poupart’s liga- 
ment below and external to the pubic spine. It is reducible, but gives a thrill instead 
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of a gurgle as it is reduced. It reappears from below upward even when the finger 
blocks the femoral canal. 

Encysted Hydrocele of the Cord. Characteristics. This presents an elastic, circum- 
scribed swelling in the course of the inguinal canal, dull on percussion, and not com- 
pletely reducible. It does not give an impulse on coughing. If traction is made on the 
cord, thus pulling the cyst down, the swelling is fixed and is seen to present the fea- 
tures of a hydrocele, namely fluctuation and translucency. 

Hydrocele of the Canal of Nuck. Characteristics. This is a smooth cystic swelling 
in the inguinal region in a woman corresponding to an encysted hydrocele of the cord 
in aman. 

Lipoma of the Spermatic Cord or Round Ligament. Characteristics. A soft, dis- 
placeable swelling is present in the inguinal canal which may give an impulse on 
coughing. It may attain large size and may be the pilot of a hernial sac. 

Fibromyoma of the Spermatic Cord or Round Ligament. Characteristics. A hard, 
smooth mass is felt in the inguinal canal, somewhat simulating an ovary. 

Iliopsoas Bursitis. Characteristics. A swelling is present at the base of Scarpa’s 
triangle under or to the outer side of the femoral artery, and possibly transmitting the 
pulsations of the artery. It is sometimes, but not often, reducible, and is translucent. 

Chief Signs. May be pain down the thigh; may be flexion, abduction, and outward 
rotation of the thigh. 

Obturator Hernia. Characteristics. There is a vague cordlike swelling deep in the 
thigh below the fold of the groin and internal to the femoral vessels. Vaginal or rectal 
examination reveals a tender swelling extending to the obturator foramen. There 
may be pain in the hip and along the inside of the thigh and knee. This hernia is more 
common in women. 

Aneurysm of the External Iliac Artery. Characteristics. An expansile pulsation is 
present beneath the middle of Poupart’s ligament, with a bruit, weakening and delay 
of the corresponding femoral pulse, and marked reduction of the size of the swelling 
as a result of pressure on the common iliac artery above. 

Dislocation of the Hip (Forward or Inward). Characteristics. There is a hard 
rounded enlargement below or beneath Poupart’s ligament (the head of the femur). 

Chief Signs. History of trauma; immobility, eversion, and abduction of the thigh; 
flattening of the hip, the trochanter being nearer the median line, the acetabular cavity 
empty; X-ray. 

Sarcoma of the Pelvis. Characteristics. There is a hard swelling arising from the 
bones or soft parts of the pelvis but no expansile pulsation or bruit. 

Chief Signs. X-ray; vaginal or rectal examination, revealing the origin of the 
growth within the pelvis and usually fixed to the side of the pelvis. 


ENLARGED LYMPH NODES OF THE GROIN 


There are two chief groups of lymph nodes in this region: the inguinal, lying in the 
subcutaneous tissue about Poupart’s ligament and draining the external genitals, the 
anus, the umbilicus, the lower parts of the abdomen and back, the buttocks, and the 
upper third of the thigh; and the femoral, lying below the saphenous opening and 
draining the lower limb below the upper third ofthe thigh. Most men and some 
women have shotty, nontender, palpable nodes in the groin, the result of repeated 
minor infection. The nodes may become slightly enlarged and tender from mechani- 
cal irritation of a truss or from the bites of parasites (pediculi pubis). 
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Chancre. Characteristics. The inguinal lymph nodes are moderately enlarged, moy- 
able, hard, and knotty, often on both sides. They are not inflammatory. They make 
their appearance on about the tenth day and persist for weeks after the chancre has 
disappeared. 

Chief Signs. History of exposure (within a month); single, small, indurated ulcer 
on the penis; darkfield examination, revealing spirochetes; may be positive serology. 

Local Septic Infection. Characteristics. Suppuration in the area drained by the 
nodes of the groin causes them to become enlarged and slightly tender. Suppuration 
of the nodes usually does not occur, but when it does the nodes enlarge rapidly, be- 
come adherent, and suppurate within three or four weeks of their first enlargement. 
The enlargement may become chronic. 

Chief Signs. History or presence of infected sore in the area drained by the nodes 
(wound, abrasion, balanitis, herpes, boils, burns, erysipelas); subsidence after re- 
moval of the source of infection. 

Chancroid (Soft Chancre). Characteristics. In about 50 per cent of the cases there 
is inflammation and suppuration of the inguinal lymph nodes. The chancroidal bubo 
develops rapidly and becomes a very painful, tender, inflammatory inguinal mass. 
With suppuration there is a tensely fluctuant mass which may rupture spontaneously, 
leaving a large, single, craterlike abscess. 

Chief Signs. History of exposure (two to five days previous); multiple soft ulcers 
on the genitals; presence of Ducrey’s bacillus in the scrapings; skin test (intradermal 
injection of killed Ducrey’s bacilli); biopsy; exclusion of syphilis (mixed infection). 

Gonorrhea. Characteristics. The inguinal lymph nodes of one side may enlarge, 
become painful, and suppurate, causing the ordinary bubo. Buboes due to gonorrhea 
are not, however, especially common. 

Chief Signs. Presence of a urethral discharge containing gonococci. 

Secondary Syphilis. Characteristics. There is often a generalized slight adenitis, 
but the enlargement is more marked and more common in the epitroclear and post- 
cervical groups. The nodes are discrete, not tender, and never suppurate. 

Chief Signs. See page 203. 

Epithelioma. Characteristics. Malignant involvement of the inguinal nodes is al- 
most always secondary to a primary growth in the region drained by the nodes. The 
nodes are exceedingly hard, grow slowly but progressively, adhere early to the deep 
fascia and skin, and are painful but show no signs of inflammation until late, when 
they may suppurate or slough and bleed. 

Chief Signs. Presence of an epitheliomatous lesion of the skin or mucous mem- 
brane in the area drained by the nodes (penis, anus, sometimes colon). 

Lymphogranuloma Inguinale (Lymphopathia Venereum). Characteristics. These 
nodes are usually involved in the male, rarely in the female, more often unilaterally. 
They may attain the size of hens’ eggs and are at first discrete but later fixed. The skin 
becomes dark red, and fistulas may form which discharge thin, yellowish pus. Grad- 
ual healing occurs, leaving a puckered scar. 

Chief Signs. Incubation period of a few days to three weeks after intercourse; pri- 
mary ulcerative, papular, or herpes-like genital lesion, often unnoticed; ulcerated 
perineal and rectal lesions in the female; headache; fever; malaise; anorexia; leukocy- 
tosis; Frei’s test; complement fixation test (usually positive in a high titer of 1:80 to 
1:640) ; biopsy of primary lesion or lymph node. 

Tuberculous Lymphadenitis. Characteristics. Involvement of these nodes is rare 
but does occur, sometimes as part of a generalized adenitis and sometimes as a local 
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adenitis. Chronic adenitis is suggestive of tuberculosis of the hip or knee. The nodes 
are at first discrete, but later they coalesce with eventual suppuration after months 
and then usually with a paucity of inflammatory reaction. 

Chief Signs. See page 303. 

Less Common Causes. Hodgkin’s disease; leukemia; lymphosarcoma; lymphoblas- 
toma; melanotic sarcoma; measles; German measles; chickenpox; whooping cough; 
bubonic plague; diphtheria; eczema; intertrigo; prurigo; scarlet fever; Still’s disease; 
symmetrical adenolipomatosis; varicose (filarial) nodes; tularemia; granuloma ve- 
nereum; infectious mononucleosis; cat-scratch disease; tinea crurium of the inguinal 
area; dermatophytosis of the feet; scrub typhus; rat-bite fever; swamp fever (due to 
leptospirae); vaccination (thigh); chromoblastomycosis; Behget’s triple symptom 
complex; ulcus vulvae acutum; macroglobulinemia. 


SKIN AFFECTIONS OF THE ABDOMEN 


The linae striae or lineae albicantes are common on the abdomen and are due to 
previous pregnancy or to any other cause of markedly increased abdominal tension. 

Syphilis. Characteristics. Syphilitic eruptions are rarely confined to the abdomen, 
but are part of a general rash. 

See Skin Affections of the Chest, page 422. 

Scabies (The Itch). Characteristics. The lesions are frequently seen about the 
umbilicus and lower part of the abdomen. The burrows are never numerous in these 
regions but are confounded by lesions of scratching and open vesicles. 

Chief Signs. History of contagion; marked itching; presence of lesions between 
the fingers and on the hands, wrists, genitalia, and groins; multiformity of lesions; de- 
tection of burrows with a glass. 

Psoriasis. Characteristics. Slightly elevated plaques are present, covered thickly 
with imbricated, bristly, whitish scales, which, when removed, reveal the uncovered 
surface of the patch coated over with a thin reddish white pellicle, which, when 
scratched, oozes minute drops of blood. 

Chief Signs. Chronicity; absence of itching; presence of lesions on the extensor 
surfaces and scalp; improvement in summer. 

Pityriasis Rosea. Characteristics. The trunk, especially laterally, first shows the 
eruption. It may appear rapidly and attain full development in several days, or it may 
be slow, coming out in crops and taking one or two weeks to develop. In some cases 
a herald patch appears anteriorly near the middle of the waist. The eruption is macu- 
lar, maculopapular, or distinctly papular. The lesions are oval, scaly, bright rosy red, 
vary in size from one half to one inch in length, and have their long axis parallel to the 
direction of the ribs. In a few days the centers become yellow, while the edges remain 
rosy. The lesions of the maculopapular and papular variety are smaller than the 
macular. 

Chief Signs. Onset with sore throat and malaise; sudden spread of the eruption; 
duration several weeks to a few months. 

Less Common Causes. Erysipelas of the newborn (navel); intertrigo (navel); 
lichen scrofulosus; eczema seborrhoeicum (dermatitis seborrheica) ; tinea versicolor 
(extension downward from the chest); pediculosis corporis; herpes zoster; urticaria; 
lichen planus; drug eruption; dermatitis due to rubber girdle; prickly heat; exan- 
themas, 
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SYMPTOMS PAGE 
Pain in the Back (Backache) . ; . , j s . 605 

Pain in the Back of Musculoskeletal eran 5 ; : ; . 605 

Pain in the Back of Neurogenic Origin ; : ’ . ‘ . 608 

Pain in the Back of Visceral Origin . ; ; ; ; ‘ 8009 

Pain in the Back of Psychogenic Origin ; ; : 4 OO 
Thoracic Back Pain . : : é : : , ; é ool 
Lumbar Pain (Lumbago) . 2 : ; : ; : : peols 
Sacral, Sacro-iliac, or Coccygeal Pain . 3 ‘ : : : Oi, 
Lumbar Tenderness ° ; ; : : 618 
Muscle Spasm, Stiffness, or Rigidity of ‘fe Back : : mols 
Deep-seated Swellings in the Lumbar Region (Visible or Palpablel : meols 
Superficial Swellings in the Lumbar Region ; : : ; 020 
Kyphosis (Dorsal Convexity of the Spine; Hump Back) F ; : w62 
Lordosis (Lumbar Concavity of the Spine; Hollow Back) . ; ; 205622 
Scoliosis (Lateral Curvature of the Spine) : , ' : ; “623 
Localized Tenderness of the Spine . ‘ ; 3 , ‘ : “625 
Skin Affections of the Buttocks ; : ‘ é : 5 . 626 


For Skin Affections of the Back, see Skin Affections of the Chest Wall, page 422; 
and Skin Affections of the Abdomen, page 604. 


PAIN IN THE BACK 
(Backache ) 


Pain in the back is a common complaint and its causes are numerous. In general 
the causes of backache may be classified etiologically under four categories: 1, mus- 
culoskeletal; 2, neurogenic; 3, visceral; and 4, psychogenic. In the present discus- 
sion such pain will be considered from the standpoint of the categories just men- 
tioned, because it is felt that by so doing a more comprehensive presentation of the 
subject may be made. Regional localization will be discussed in subsequent sections. 


PAININ THE BACK OF MUSCULOSKELETAL ORIGIN 


Postural Defect. Characteristics. There is chronic, constant or intermittent, diffuse 
or localized aching pain in the back, more often the low back, associated with sore- 
ness and stiffness, which is worse on arising, improves with activity, tends to recur 
toward the end of the day (fatigue), and is relieved by rest in the supine position 
(until organic changes occur). Such “backs” are subject to occasional bouts of acute 
pain lasting for hours or days, which may be completely incapacitating and which 
are usually precipitated by exposure to cold, sudden excessive use of back muscles, or 
trauma. 

Chief Signs. Presence of faulty body mechanics (poor habits of standing, sitting, or 
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sleeping; obesity; gravidity; occupational trauma; muscular insufficiency; congenital 
anomalies such as inequality of leg length, pes planus, scoliosis, lordosis, and other 
vertebral anomalies; arthritis of the hip, etc.) ; may be associated headache, pain in 
the chest, abdomen, or legs; x-ray evidence of deformity. 

Osteoarthritis of the Spine (Degenerative Joint Disease; Hypertrophic Arthritis; 
Senescent Arthritis). Characteristics. Back pain and discomfort are essentially as re- 
counted for postural defect, above. In addition at times there may be episodes of 
sharp, lancinating, segmental pain in various regions of the body (occipital, cervico- 
brachial, intercostal, or lumbosacral neuralgia), aggravated by movements of the 
spine. 

Chief Signs. Occurrence in middle age or the elderly; painful restricted motion; 
tenderness on deep pressure; may be muscle spasm; Heberden’s nodes; absence of 
constitutional symptoms and signs (fever, weakness, excessive fatigue, weight loss, 
leukocytosis, elevated sedimentation rate ) ; x-ray. 

Acute Fibrositis (Acute Lumbago). Characteristics. The pain is very severe and 
greatly aggravated by the slightest movement. There are tenderness and spasm of the 
muscles. 

Chief Signs. See page 613. 

Muscle Strain. Characteristics. Some time after a violent exertion such as lifting a 
heavy object or lifting a lighter one when in poor mechanical balance, the patient will 
notice a dull, aching, diffuse pain in the back associated with stiffness and tenderness 
which is aggravated by motion. Subsequently trigger points may be found and such 
lesions are often followed by myositis or myofascitis. 

Chief Signs. History of trauma; may be demonstrable trigger points; muscle spasm, 
absence of fracture by x-ray. 

Fractures of the Vertebrae (Traumatic, Neoplastic, Osteoporotic). Characteristics. 
Fractures of the bodies, transverse processes, or articular processes of the vertebrae 
may cause severe pain, tenderness, and muscle spasm in the region of the lesion. 
Sometimes there is segmental neuralgia aggravated by motion, deep breathing, and 
cough. 

Chief Signs. Often a history of trauma; localized tenderness over the spinous proc- 
ess or paraspinally; x-ray. 

Infectious Disease. Characteristics. There is often diffuse, acute backache (pain) 
with the onset of the disease. 

Chief Signs. Those of the underlying disease. 

Ruptured Intervertebral Disk (Herniation of the Nucleus Pulposus). Character- 
istics. There is severe pain, usually in the low back, associated with muscle spasm 
and flattening of the lumbar area, coming on as a rule immediately after or within a 
few hours of injury. Forward bending, coughing, sneezing, and straining tend to ac- 
centuate the pain, while recumbency will relieve it. Such an acute attack usually tends 
to subside after a period of a few days, but then there are usually recurrences oc- 
casioned by progressively diminishing amounts of trauma which tend to be of a more 
intense and prolonged nature. Sciatic pain eventually develops, usually with succeed- 
ing attacks, and as this occurs the backache tends to become less severe and occasion- 
ally may be entirely absent. 

Chief Signs. Usually a history of injury; reduced mobility (especially forward bend- 
ing but, when acute with marked muscle spasm, generalized); list of the trunk away 
from the affected side; tenderness to deep pressure over the involved interspaces; 
usually sensory, motor (muscle weakness and atrophy), and reflex changes (knee 
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and ankle jerks diminished or absent) in the lower extremities; x-ray (including mye- 
lography ). 

Congenital Spondylosis and Spondylolisthesis. Characteristics. Early there are re- 
current dull, aching pain and stiffness of the low back confined to the midline, ag- 
gravated by physical exertion, and relieved by rest. Later the pain is more severe and 
there is associated tenderness with muscle spasm in the area with marked limitation 
of all motion. 

Chief Signs. May be a palpable deformity or abnormal curve; x-ray. 

Osteoporosis (Senile, Postmenopausal, Metabolic). Characteristics. The entire 
spine, especially dorsal, is the seat of a chronic, persistent, dull, aching pain which 
often radiates around the chest wall. The discomfort is aggravated by exertion. At 
times following trivial injury with resultant compression fracture, which is a frequent 
complication, there is sudden, severe pain localized to a definite region or radiating 
into the chest, abdomen, or leg. 

Chief Signs. Occurrence in middle age (postmenopausal) or older patients; normal 
serum chemistry (calcium, inorganic phosphorus, alkaline phosphatase, total pro- 
tein); may be a history or evidence of renal calculi; may be spontaneous fractures; 
exaggeration of dorsal kyphosis; x-ray. 

Rheumatoid Spondylitis (Ankylosing Spondylitis; Marie-Striimpell Spondylitis; 
Bechterew’s Disease; Spondylitis Adolescens). Characteristics. There are gradual, 
progressively severe localized pain and stiffness in the back which usually begin in 
the sacro-iliac joint. With the passage of time the back pain spreads upward, and the 
parts earlier affected become less painful and more stiff. Segmental neuralgia or 
radiculalgia often complicates the process. The pain is increased by jarring, sneezing, 
coughing, and motion. 

Chief Signs. Occurrence usually in the young adult male; gradually increasing stiff- 
ness of the spine after inactivity; neuralgia and/or radiculalgia; gradual loss of lum- 
bar lordosis with eventual poker back, or kyphosis and scoliosis; persisting activity 
for two or three years (pain, low-grade fever, weight loss, anemia, elevated sedimen- 
tation rate); usually disappearance of pain on an average 10 years after the onset of 
symptoms; x-ray (showing ankylosis, bony outgrowth, sacralization of the fifth lum- 
bar vertebra, atrophy of the intervertebral disks); involvement of spine alone (Bech- 
terew type; involvement of spine, shoulders, and hips (Marie-Strumpell type). 

Neoplasm of the Vertebrae (Including Metastatic Carcinoma, Primary Sarcoma, 
Multiple Myeloma; Hodgkin’s Disease; Lymphosarcoma ). Characteristics. When the 
tumor enlarges so that it erodes the vertebral cortex and stretches or tears the peri- 
osteum, or when it so weakens the support in the back that strain of ligaments or 
joint capsules and muscle spasm result, or when there is direct pressure on nerves, 
back pain may be agonizing. The pain is most often constant and persistent and de- 
scribed as expansile or boiling. Motion of the spine will aggravate the pain, as does 
weight-bearing. 

Chief Signs. History of a primary tumor; x-ray. 

Tuberculosis of the Spine (Pott’s Disease). Characteristics. Slight pain and stiff- 
ness are the earliest symptoms. The pain is localized over the site of involvement or 
is referred, depending on the specific nerve root irritation. As the infection progresses 
and becomes more destructive one or more vertebral bodies may collapse, producing 
angular kyphosis (gibbus), and severe spasm of the paraspinal muscles becomes evi- 
dent, augmenting back pain. Relaxation of the muscles during sleep allows painful 
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motion causing night crises. The disease is most common in the middle and lower 
dorsal regions. 

Chief Signs. Protective attitude and carriage of the patient (torticollis occurs in 
cervical disease; military bearing with high shoulders accompanies upper thoracic 
involvement; over-erectness of the trunk resulting from extension of the head and 
thorax is seen in lower thoracic and upper lumbar lesions; increased lordosis accom- 
panies lower lumbar lesions); muscle spasm in involved areas; restricted motion in 
all directions, especially forward flexion; tenderness to pressure and percussion over 
affected vertebrae; may be a boggy, dusky thickness of the soft tissues about the spine; 
may be abscess formation (retropharyngeal, triangles of the neck, dorsal, lumbar, 
psoas); may be paralysis of the extremities; kyphosis; x-ray (showing absorption of 
the bodies of the vertebrae ). 

Less Common Causes. Congenital malformations such as spina bifida occulta, neu- 
ral arch defects, impingement of adjacent spinous processes, sacralization, or lum- 
barization, abnormal articular facets, etc. (often asymptomatic, pain usually result- 
ing from faulty body mechanics or compression); vertebral epiphysitis (Scheuer- 
mann’s disease—chronic aching pain localized over the involved area, usually dorsal 
and upper lumbar, aggravated by extension, fatigue, and percussion); osteitis de- 
formans (Paget’s disease—generalized chronic backache, aggravated by activity and 
relieved by rest); osteitis fibrocystica (von Recklinghausen’s disease); vertebral in- 
fections (osteomyelitis, typhoid fever, brucellosis, syphilis, fungous); contusion; 
joint sprains (facet syndrome, displaced rib syndrome, lumbosacral and sacro-iliac 
joints ); dislocations; post-traumatic spondylitis (Kiimmell’s disease) ; coccygodynia 
(fracture, infection, sprain) ; myofascial syndrome (fibrositis, myofibrositis) second- 
ary to trauma, exposure, or infection (suboccipital, levator scapulae, trapezius, scap- 
ulocostal, longissimus, multifidus, iliocostalis, quadratus lumborum, gluteal), mod- 
erate to severe pain in the back, in area of involvement, aggravated by muscle motion 
and pressure in the area (see Acute Fibrositis, page 613); herniation of subfascial 
fat (pain and tenderness in the low back, and sometimes interscapular area, where 
there is usually a palpable nodule, may be spasm); dermatomyositis; trichinosis; 
polyarteritis nodosa; subfascial adhesions. 


PAIN IN THE BACK OF NEUROGENIC ORIGIN 


Ruptured Intervertebral Disk. Characteristics. See page 606. 

Chief Signs. See page 606. 

Tumors of the Spinal Cord or Cauda Equina. Characteristics. Pain may be con- 
fined to the back where it is generally situated about the site of the lesion, although it 
is usually felt in the region supplied by the involved posterior root. The pain is 
early, constant and severe, and characteristically more pronounced at rest. It is ag- 
gravated by cough, sneezing, and strain. When the cauda equina is involved any- 
where in its course there is often low back pain. As the lesion progresses there is radic- 
ulitis with bilateral segmental pain in the arms, chest, abdomen, or lower extremities. 

Chief Signs. Motor signs (muscle weakness at level supplied by the involved seg- 
ment of the cord, usually on the same side at first, but with continuing compression 
the opposite side will become implicated; pyramidal tract signs with spastic paralysis, 
hyperactive deep and absent superficial reflexes, and pathologic tendon reflexes; 
flaccid paralysis and absent knee and ankle jerk reflexes with cauda equina involve- 
ment); sensory changes (may be loss of deep sensation, position, and vibration sense 
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in compression of the posterior columns; loss of pain and temperature sensation on 
the opposite side below the level of the lesion in compression of the lateral column) ; 
may be hyperesthesias and hyperalgesias at the level of the lesion; may be sphincter 
weakness and trophic ulcers; spinal fluid evidence (elevated total protein); positive 
Queckenstedt test; x-ray (myelography). 

Herpes Zoster. Characteristics. There is moderate to severe back pain of a burning 
nature with occasional bouts of lancinating pain with segmental radiation. 

Chief Signs. See page 425. 

Neuritis (Disorders of the Formed Spinal Nerves). Characteristics. There is back 
pain of variable severity with segmental neuralgia in the extremities, chest, or abdo- 
men. 

Chief Signs. Presence of an etiologic factor (arthritis, osteitis, tumor, congenital 
abnormalities, fractures, dislocations, infectious process); often tenderness and mus- 
cle spasm in the involved area; x-ray. 

Less Common Causes. Diseases of the spinal cord (syringomyelia, poliomyelitis, 
myelitis, abscess, cysts, hematoma, arachnoiditis—back pain with frequent segmental 
or diffuse radiation to the extremities, chest, or abdomen); radiculitis (due to osteo- 
phytes, tumors, meningitis, syphilis, epidural abscess, Guillain-Barré syndrome— 
moderate to severe back pain with segmental radiation) ; central pain (disease of the 
cerebrum, thalamus, or brainstem—diffuse back pain associated with localized pain 
elsewhere) ; scars (postoperative, post-traumatic). 


CANIN tie BACK OP VISCERAL IORIGIN 


Peptic Ulcer. Characteristics. The pain radiates from the epigastrium to the back, 
when there is chronic perforation posteriorly, causing dorsal pain in many cases local- 
ized to the mid and lower thoracic (T; to T19) portion of the back. The pain may 
shoot straight through or spread around the left side. 

Chief Signs. See page 517. 

Carcinoma of the Pancreas. Characteristics. Pain associated with cancer of the 
head of the pancreas is usually continuous and tends to radiate to the right upper 
quadrant and back, whereas when the tail is involved the pain is usually felt in the 
left hypochondrium and left side of the chest. In the case of carcinoma of the body 
of the pancreas the pain is felt in the epigastrium and often extends through to the 
back and radiates to the scapula. The discomfort is frequently aggravated by the 
supine position and is relieved by sitting up or leaning forward. It is often worse at 
night. 

Chief Signs. See page 519. 

Aneurysm of the Descending Thoracic Aorta. Characteristics. Pain in the back 
(dorsal region) is commonly the only manifestation. This may be of a dull aching 
character or a sharp, shooting, neuralgic pain. The pain may be localized at one 
point along the spine or it may radiate around the body and down the left arm and 
is often intense. It is due to pressure on nerves and bone erosion, usually the fifth, 
sixth, and seventh vertebrae. 

Chief Signs. Indefinite and due to pressure within the thorax (on the esophagus, 
thoracic duct, spinal nerves, vertebrae); later, pulsating tumor in the back, usually 
alongside the spine in the left interscapular region; x-ray (pulsating rounded mass 
in the course of the thoracic aorta; erosion of the vertebral bodies). 

Dissecting Aneurysm of the Aorta. Characteristics. The pain which accompanies 
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the splitting of the aortic wall is usually excruciating and extensive, radiating from 
the mid thorax forward or backward through the chest, down the back, and even 
into the thighs or up into the neck. 

Chief Signs. See page 399. 

Retroperitoneal Mass (Lymphosarcoma; Hodgkin’s Disease; Carcinomatosis; 
Lymphadenopathy; Aneurysm of the Abdominal Aorta; Retroperitoneal Hemor- 
rhage). Characteristics. There is moderate to severe, continuous, boring pain in the 
thoracolumbar region of the back. 

Chief Signs. Presence of an etiologic factor with its attendant symptoms and signs; 
X-ray. 

Acute Pancreatitis. Characteristics. Agonizing lumbar back pain of sudden onset 
may be produced in some cases, usually in association with epigastric and left ab- 
dominal pain. 

Chief Signs. See page 519. 

Renal Infection (Pyelitis, Pyelonephritis, and Pyonephrosis). Characteristics. 
Often there is continuous, dull aching pain or discomfort beginning in the lower tho- 
racic and lumbar paravertebral regions and costovertebral angle of the affected side 
which crosses the flanks and extends downward toward or to the external genitalia. 

Chief Signs. Chills; fever; anorexia, nausea, and vomiting; frequency, urgency, or 
burning on urination; urinalysis (pus, albumin, blood, culture); decreased renal 
function (pyelonephritis and pyonephrosis) ; pyelography. 

Disease of the Colon or Rectum (Cancer, Fecal Impaction, Obstruction, Ulcer). 
Characteristics. There is often continuous, dull, aching pain in the low back modi- 
fied by defecation or the passage of flatus. 

Chief Signs. Those of the underlying lesion; digital or proctoscopic examination; 
X-ray. 

Less Common Causes. Disease of the lungs and pleura (posterior and peripheral 
portions), such as pneumonia, pleuritis, embolism, infarction (sharp, stabbing pain 
in the thoracic region aggravated by cough and breathing); diseases of the medias- 
tinum, such as lymphosarcoma and other neoplasms when large (continuous, mod- 
erate to severe, localized, boring pain in the thoracic region); esophageal disease, 
such as esophagitis, peptic ulcer, cardiospasm, carcinoma (mild to moderate pain 
in the lower thoracic region associated with substernal and epigastric pain aggravated 
by deglutition) ; hiatus hernia (back pain on recumbency associated with epigastric 
and substernal pain); pancreatic cyst; aseptic necrosis of the pancreas; disease of 
the liver and gallbladder, such as cholecystitis, cholelithiasis, carcinoma, empyema, 
hepatitis, subphrenic abscess (back pain, especially referred to the right shoulder 
and inferior angle of the scapula); pylorospasm; carcinoma of the stomach; retro- 
cecal appendicitis (low back pain in the midline or slightly to the right side with 
signs of an “acute abdomen”); tumor of the small bowel (dull aching pain some- 
times radiating to the back); renal tumor; renal carbuncle; renal tuberculosis; aneu- 
rysm of the renal artery; obstructive uropathies; prostatitis and seminal vesiculitis 
(low back); disease of the uterus and adnexa, such as tumor, ovarian cyst, infection, 
retrodisplacement of the uterus (chronic, continuous ache or pain in the lumbosacral 
region). 


PAIN IN THE BACK OF PSYCHOGENIC ORIGIN 


Psychosomatic Backache. Characteristics. Moderate to severe pain, stiffness, and 
muscle spasm in the back, usually in the cervical and lumbosacral region, may pre- 
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dominate. The discomfort is usually constant with, however, at times episodes of 
sharp stabbing exacerbations. Trigger areas and tender regions which are extremely 
sensitive to touch or pressure are frequently found. 

Chief Signs. Anxiety; apprehension, tremor; emotional tension; suggestibility; 
easy fatigue; insomnia; headache. 

Post-traumatic Neurosis. Characteristics. Backache and pain are often present 
long after injury without apparent organic basis. 

Chief Signs. History of accident involving litigation; absence of spasm or physical 
manifestations of disability; negative x-ray films of the spine; relief after compen- 
sation. 

Hysteria. Characteristics. Pain in the back is an almost constant complaint and is 
associated with sensitiveness of certain spinous processes. The pain is aching in 
character and may be referred to the whole length of the back or to certain localized 
portions of it. It is generally relieved by rest upon the back. 

Chief Signs. Occurrence in females; headache; morbid motor, sensory, and psychic 
phenomena, such as paralyses without wasting of the muscles; characteristic con- 
vulsive seizures; anesthesias or hyperesthesias; special sense palsies; suggestibility 
and emotionalism. 

Malingering. Characteristics. As in post-traumatic neurosis, see above. 


THORACIC BACK PAIN 


(See also Pain in the Back of Musculoskeletal Origin, page 605; Pain in the Back 
of Neurogenic Origin, page 608; Pain in the Back of Visceral Origin, page 609; and 
Pain in the Back of Psychogenic Origin, page 610. ) 


Fracture of the Spine. Characteristics. There is pain in the region of the fracture. 

Chief Signs. See page 606. 

Osteoporosis. Characteristics. Chronic persistent backache is common, especially 
in the area of the lower dorsal vertebrae. (See also Osteoporosis, page 607. ) 

Chief Signs. See page 607. 

Tuberculosis of the Spine (Pott’s Disease). Characteristics. The disease is most 
common in the middle and lower dorsal regions, beginning as slight pain and stiff- 
ness which with the progress of infection becomes more severe. Eventually with de- 
struction and collapse of vertebral bodies there is an associated severe spasm of the 
paraspinal muscles which augments the pain. (See also pages 618 and 621.) 

Chief Signs. See page 607. 

Neoplasm (Including Metastatic Carcinoma, Primary Sarcoma, Multiple Mye- 
loma, Hodgkin’s Disease, Lymphosarcoma ). Characteristics. There is constant, per- 
sistent, at times agonizing pain described as expansile, localized to the area of in- 
volvement, which is intensified by weight-bearing and movement. (See also Neo- 
plasm of the Vertebrae, page 607.) 

Chief Signs. See page 607. 

Vertebral Epiphysitis (Scheuermann’s Disease; Adolescent Kyphosis ). Character- 
istics, There is vague pain in the lower thoracic spine, radiating laterally toward 
both loins and subsiding with recumbency. Over a period of many months the pain 
gradually subsides, while at the same time the dorsal spine develops a gradual 


kyphotic deformity. 
Chief Signs. Onset around the age of puberty; involvement of the lower thoracic 
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spine with rigid fixation; may be history of antecedent strenuous physical activity; 
eventual compensating increase in cervical and lumbar lordosis; x-ray (deficient ossi- 
fication of the apophyseal ring, Schmorl’s nodes, narrowing of the intervertebral 
disk spaces, eventual wedging of vertebral bodies). 

Rib Facet Syndrome (Displaced Rib Syndrome). Characteristics. Low-grade ache 
or a sensation of discomfort, which at times may be severe, can result from violent 
movement causing the costovertebral joints to exceed their normal range and be- 
come locked. The pain is usually constant but at times may be present only on exer- 
tion and frequently radiates to the chest anteriorally. 

Chief Signs. History of violent or sudden movement such as putting the arms 
through a coat sleeve or the presence of postural deformities; may be small, ribbon- 
like muscle spasm on the involved side, spanning the costotransverse joints; intensi- 
fication of pain on pressure. 

Tumor of the Spinal Cord. Characteristics. Pain may be confined to the back 
where it is generally situated about the site of the lesion, although it is usually felt 
in the region supplied by the involved posterior root. (See also Tumors of the Spinal 
Cord or Cauda Equina, page 608. ) 

Chief Signs. See page 608. 

Herpes Zoster. Characteristics. There is moderate to severe back pain of a burn- 
ing nature with occasional bouts of lancinating pain with segmental radiation which 
precedes the typical eruption by three to five days. 

Chief Signs. See page 425. 

Neuritis (Disorders of the Formed Spinal Nerves). Characteristics. There is back 
pain of variable severity with segmental neuralgia. 

Chief Signs. See page 609. 

Disease of the Lungs and Pleura (Including Pneumonia, Pleurisy, Embolism, In- 
farction). Characteristics. When involvement is posterior and in a peripheral loca- 
tion there is sharp, stabbing pain in the back and side of the chest aggravated by 
cough and deep breathing. 

Chief Signs. Fever; leukocytosis; cough; may be hemoptysis; physical signs of the 
condition involved; x-ray. 

Mediastinal Tumor. Characteristics. There may be continuous, moderate to severe, 
localized, boring pain in the back. 

Chief Signs. See page 472. 

Peptic Ulcer. Characteristics. When there is chronic perforation posteriorly there 
is often radiation of pain from the epigastrium to the back which tends to be local- 
ized to the mid and lower thoracic vertebrae (T; to Tio). 

Chief Signs. See page 517. 

Aneurysm of the Descending Thoracic Aorta. Characteristics. Pain in the back 
(dorsal region) is commonly the only manifestation. (See also page 609.) 

Chief Signs. See page 609. 

Carcinoma of the Pancreas. Characteristics. Carcinoma of the body of the pan- 
creas produces pain in the epigastrium which frequently extends directly through to 
the back and radiates to the scapula. (See also page 609.) 

Chief Signs. See page 519. 

Disease of the Esophagus (Including Esophagitis, Peptic Ulcer, Cardiospasm, 
Carcinoma). Characteristics. There may be mild to moderately severe pain in the 
lower thoracic region associated with substernal and epigastric pain aggravated by 
swallowing. 
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Chief Signs. See pages 271-274. 

Less Common Causes. Degenerative joint disease; rheumatoid spondylitis; myo- 
fascial syndrome; herniation of subfascial fat (pain in the interscapular region); 
hiatus hernia (pain in the back on recumbency); pancreatitis (pain in the mid and 
lower thoracic portion of the back) ; pancreatic cyst; aseptic necrosis of the pancreas; 
cholecystitis (pain often referred to the inferior angle of the right scapula); 
cholelithiasis; carcinoma of the gallbladder; empyema of the gallbladder; liver ab- 
scess (pain referred to the right scapular region of the back); carcinoma of the 
liver; hepatitis; subphrenic abscess; carcinoma of the stomach; pylorospasm; dissect- 
ing aneurysm of the aorta; vertebral infections (osteomyelitis, typhoid fever, brucel- 
losis, syphilis, fungous); post-traumatic spondylitis (Kiimmell’s disease); post- 
traumatic neurosis. 


LUMBAR PAIN 
(Lumbago) 
(See also Pain in the Back and subdivisions, page 605.) 


A very frequent and obvious cause for pain in the lumbar region is that of certain 
acute infectious diseases of which influenza is the most typical example, others being 
smallpox, meningitis, pneumonia, epidemic poliomyelitis, typhoid, and dengue. In 
these cases the patient has become acutely ill with fever, malaise, and other symp- 
toms indicating infectious disease; and in all of these, pain in the lumbar region is 
only an obtrusive symptom. The difficult cases are those of chronic lumbar pain 
without outstanding symptoms of a serious nature. Pain in the lumbar region from 
fatigue and muscular exertion is common. Backache is a common complaint in preg- 
nancy near term. Postoperative backache is also common. The causes of lumbar 
pain are numerous. 

Postural Defects (Chronic Low Back Pain, Chronic Lumbago, Chronic Fibrositis). 
Characteristics. As many as 90 per cent of all low backaches have been attributed to 
postural defects or body mechanics. There is chronic, constant, or intermittent low 
back pain associated with soreness and stiffness which is worse upon arising, im- 
proves with activity, tends to recur toward the end of the day (fatigue), and is re- 
lieved by rest in the supine position (until organic changes occur). (See also 
page 605.) 

Chief Signs. See page 605. 

Acute Fibrositis (Acute Lumbago; Acute “Inflammatory” Lumbago; Acute 
Lumbar Myositis). Characteristics. Acute, severe, paralyzing, lumbar pain is com- 
plained of, which is greatly aggravated by the slightest movement, especially bending 
or twisting. There are tenderness and spasm of the lumbosacral muscles, often asso- 
ciated with induration or deep, tender nodules. 

Chief Signs. Sudden onset; may be a history of trauma, cold, cough, or muscular 
exertion, or may be a postural defect; tenderness and spasm of the lumbosacral 
muscles; slow gait with rigid back; trigger points; recurrences common, 

Osteoarthritis of the Spine (Degenerative Joint Disease, Hypertrophic Arthritis, 
Senescent Arthritis). Characteristics. Backache in the lumbar area is essentially as 
recorded for postural defect (see above ). 

Chief Signs. See page 606. 

Congenital Spondylosis and Spondylolisthesis. Characteristics. There are recur- 
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SENILE 
OSTEOPOROSIS 
AGE After 65 
ETIOLOGY Senescence 
X-RAY Generalized 
FINDINGS rarefaction 
of bones ex- 
cept skull 
Lasoratory Normal blood 
FINDINGS calcium, 
phosphorus, 
and phos- 
phatase 
MAIN Other evi- 
CLINICAL dences of 
FEATURES senescence; 
fractures 
from trivial 
injury 
COURSE Chronic and 


benign 
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DIFFERENTIAL DIAGNOSIS OF MAIN DISEASES 


DISUSE 
OSTEOPOROSIS 


Any age 


Prolonged im- 
mobilization 
because of 
infantile pa- 
ralysis, spi- 
nal disease, 
etc. 


Same as pre- 
ceding 


Same as pre- 
ceding 


Those of un- 


derlying dis- 


ease 


Depends on 
underlying 
disease; re- 
calcification 


with resump- 


tion of ac- 
tivity 


POSTMENO- 
PAUSAL 
OSTEOPOROSIS 


10 to 12 years 
after meno- 
pause 


Estrogen de- 
ficiency? 


Rarefaction of 
pelvis and 
spine; long 
bones rarely 
affected; 
skull not af- 
fected 


Normal blood 
calcium, 
phosphorus, 
and phos- 
phatase; in- 
creased out- 
put of cal- 
cium in 
urine in 
early phase 


Appearance of 
premature 
aging, espe- 
cially of skin 


Chronic and 
progressive? 


OSTEITIS 

FIBROSA 

CYSTICA 
(HyYPERPARA- 
THYROIDISM ) 


Adults 


Hyperfunction 
of one or 
more para- 
thyroid 
glands (ade- 
noma) 


Rarefaction of 
all bones; 
ground glass 
appearance; 
multiple 
cystic le- 
sions; patho- 
logic frac- 
tures; ky- 
phosis and 
other de- 
formities 


High blood 
calcium and 
phosphatase; 
low blood 
phosphorus; 
increased 
output of 
calcium in 
urine 


Weakness; 
backache; 
generalized 
pains; ten- 
derness over 
bones; short- 
ening of 
stature; 
renal cal- 
culi; im- 
pairment of 
renal func- 
tion 


Chronic and 
progressive 
unless ade- 
noma is re- 
moved 


OSTEOMALACIA 


Age of fecun- 
dity 


Repeated 
childbearing 
plus diet 
inadequate 
in calcium, 
phosphorus, 
and vitamin 
D 


Rarefaction of 
all bones, 
especially 
pelvis and 
spine; de- 
formities; 
pathologic 
fractures 


Normal or 
low blood 
calcium; 
low blood 
phosphorus; 
high blood 
phosphatase 


Loosening or 
loss of teeth; 
tenderness 
over bones; 
back pain; 
tetany 


Chronic; re- 
sponds 
slowly to ad- 
ministration 
of calcium, 
phosphorus, 
and vitamin 
D 


RICKETS 


First 2 years 
of life 


Deficiency 
of vitamin 
D and/or 
calcium 
and phos- 
phorus 


Rarefaction 
of all 
bones; ir- 
regularity, 
widening, 
and cup- 
ping of 
epiphyseal 
line at 
ends of 
long bones 


Normal or 
low blood 
calcium; 
low blood 
phos- 
phorus; 
high blood 
phos- 
phatase 


Delayed 
closure of 
fontanels; 
delayed 
dentition; 
weakness; 
rachitic 
rosary; 
bowlegs; 
promi- 
nence of 
brow; 
tetany 


Responds 
well to 
early treat- 
ment with 
calcium 
and vita- 
min D; 
deformities 
may per- 
sist 


* Osteogenesis imperfecta and osteitis deformans (Paget’s disease) are not included because the roentgenographic 


rent dull aching pain and stiffness of the low back confined to the midline which with 


the passage of time becomes more severe. (See also page 607.) 


Chief Signs. See page 607. 

Nephrolithiasis (Renal Colic). Characteristics. There is agonizing pain beginning 
in the lumbar region on the side affected and radiating down the ureter to the groin, 
inner side of the thigh, and to the testis or labium on the same side without relief in 
any position. There is a dull ache in the lumbar region after the spasm. Calculi re- 
maining in the kidney pelvis may be symptomless or accompanied by constant pain 
in the renal region of varying intensity which may radiate or even be referred to the 


opposite side. 


Chief Signs. Sweating, nausea, and vomiting; rapid pulse; may be chill and fever; 


Lumbar Pain 


CAUSING GENERALIZED RAREFACTION OF BONES* 


SPRUE, CELIAC 
DISEASE, 
PANCREATIC 
STEATORRHEA, 
ETC. 


Children, usually 


Failure to absorb 
calcium because 
of steatorrhea 


Generalized rare- 
faction of bones 


Low blood cal- 
cium and phos- 
phorus; normal 
or high blood 
phosphatase; 
anemia; hypo- 
proteinemia 


Large, fatty 
stools; other 
evidences of 
malnutrition; 
especially vita- 
min deficiency 
states; dwarfism; 
tetany 


Chronic; responds 
slowly to ad- 
ministration of 
calcium, phos- 
phorus, and 
vitamin D 


RENAL RICKETS 


Children and 
young adults 


Chronic renal 
insufficiency 


Rarefaction of 
all bones; 
pathologic 
fractures 


High blood 
N.P.N.; other 
evidences of 
renal failure; 
high or nor- 
mal blood cal- 
cium; high 
blood phos- 
phorus and 
phosphatase; 
anemia 


Symptoms 
mainly of 
renal failure; 
tetany; may 
be dwarfism 


Chronic and 
progressive; 
death trom 
renal failure 


CUSHING’S 
SYNDROME 


Young adults 


Hyperfunction 


of adrenal cor- 
tex, thymus, 
ovary, or 
basophilic 
cells of pi- 
tuitary 


Rarefaction of 


pelvis and 
spine; long 
bones rarely 
affected; skull 
not affected 


Normal blood 


calcium, phos- 
phorus, phos- 
phatase 


Occurrence 


chiefly in 
women; 
amenorrhea or 
impotence; 
hirsutism of 
male type; 
obesity of 
face, neck, 
trunk; purple 
striations of 
skin; hyper- 
tension 


Chronic and 
progressive 
unless cause 
is removed 


appearances are rarely those of generalized osteoporosis. 


HyPER- 
THYROIDISM 


Young adults 


Exophthalmic 


goiter, usu- 
ally 


Slight rarefac- 


tion of all 
bones 


Same as preced- 


ing 


Tachycardia; 
polyphagia; 
loss of weight 
and strength; 
tremor; high 


pulse pressure; 


sweating; high 
B R.; ex- 
ophthalmos 


Chronic unless 
arrested by 
thyroidectomy 


MULTIPLE 
MYELOMA 


Adults 


Unknown 


Punched-out 
areas of rare- 
faction of 
bones, espe- 
cially of skull, 
ribs; patho- 
logic fractures 


Variable blood 
calcium; nor- 
mal blood 
phosphorus 
and phos- 
phatase; high 
serum protein; 
Bence-Jones 
protein in 
urine; ane- 
mia 

Rheumatic 
pains; rapid 
decline to 
state of ca- 
chexia; im- 
paired renal 
function; 
spinal cord 
disturbances 


Progressive; ’ 
death within 
2 years 
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METASTATIC 
CARCINOMA OF 
BONES 


Adults 


Usually car- 
cinoma of 
breast, kidney, 
prostate, or 
thyroid 


Patchy rarefac- 
tion (moth- 
eaten appear- 
ance) of 
bones; espe- 
cially of 
pelvis, spine, 
and upper 
parts of hu- 
merus and 
femur 


Normal blood 
calcium and 
phosphorus; 
high blood 
phosphatase; 
anemia 


Rheumatic 
pains; symp- 
toms refer- 
able to un- 
derlying dis- 
ease; ca- 
chexia 


Same as preced- 
ing 


often tenderness over the kidney or ureter; hematuria; x-ray (negative for uric acid 
calculus); cystoscopy; ureteral catheterization; pyelography. 

Nephrolithiasis (without Colic). Characteristics. When the stone is in such a posi- 
tion or of such size as to fill the cavity in which it lies, it may cause a dull continuous 
ache associated with tenderness. 

Chief Signs. May be increased frequency of urination; persistent microscopic 
hematuria; may be pyuria; may be mild fever for long periods; x-ray. 

Renal Infection (Pyelitis; Pyelonephritis; Pyonephrosis; Focal Suppurative Nephri- 
tis; Unilateral Septic Infarct). Characteristics. Unilateral pain is often present in 
the loin associated with tenderness, especially in the costovertebral angle (not usual 
in chronic forms). Pain may be felt rather in front than behind and referred to dif- 
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ferent points in the abdomen. It may be increased by motion (especially by cough). 

Chief Signs. Acute onset, irregular fever of the “picket fence” type, and chills; 
sweating; pyuria; frequency of urination; may be swelling (in pyonephrosis). 

Perinephritic Abscess. Characteristics. There is a deep aching and unilateral pain 
in the loin, intensified by lumbar pressure, sometimes radiating to the hip joint and 
into the thigh, knee, or testicle. 

Chief Signs. Possible history of furunculosis or infection; chills; fever; renal ten- 
derness; muscular rigidity; hip joint often flexed; an ill-defined mass in the loin; 
edema of the corresponding foot, and lameness; local edema of the skin; high leuko- 
cytosis. 

Renal Tuberculosis. Characteristics. Moderately severe lumbar pain associated 
with tenderness of the kidney occurs in about half the cases. Renal pain may occur 
in the healthy kidney from hypertrophy; rarely there is renal colic. However, for a 
long time there may be no clinical symptoms. 

Chief Signs. Vesical symptoms (frequent and painful urination); mild fever; 
hematuria (microscopic or visible); pyuria; palpably large or tender kidney at times; 
tubercle bacilli in the urine; animal inoculation; ureteral catheterization; x-ray 
(moth-eaten or fuzzy kidney with or without calculi). 

Movable Kidney (Floating Kidney; Nephroptosis). Characteristics. There may 
be a dragging pain in the loin. If the ureter becomes kinked or twisted, violent pain 
occurs (Dietl’s crisis—pain, vomiting, and polyuria). 

Chief Signs. Neurasthenic and dyspeptic signs; physical exploration (palpation of 
the movable kidney ); x-ray. 

Hydronephrosis. Characteristics. There may be unilateral backache with obscure 
abdominal pains. 

Chief Signs. Frequency or diminution of urine; may be tumor in the loin, con- 
stantly present or disappearing from time to time with the discharge of a large amount 
of urine; pyelography. 

Acute Glomerulonephritis. Characteristics. Pain in the back may be present at 
the onset. 

Chief Signs. Sudden onset with malaise, fever, nausea, and vomiting; scanty high- 
colored urine containing blood, albumin, and tube casts; early edema, especially in 
the face and eyelids; may be moderately elevated blood pressure; may be uremia. 

Tumor of the Kidney (Carcinoma, Hypernephroma, Sarcoma, etc.). Character- 
istics. Pain is variable and uncertain. When present it is dragging and dull in char- 
acter, situated in the loins, and radiating down the thighs. There may be passage of 
clots with pain. 

Chief Signs. See page 592. 

Ruptured Intervertebral Disk (Herniation of the Nucleus Pulposus). Character- 
istics. There is severe intermittent low back pain associated with sciatic pain, more 
often unilateral, and aggravated by coughing and sneezing. 

Chief Signs. Often history of trauma, lifting in a bent-forward position, or sudden 
torsion of the trunk; stiffness of the lumbar spine; tenderness of the spinous process; 
may be decreased or absent ankle jerk; may be sensory changes and paresthesias; 
may be increased spinal-fluid protein; positive Lasegue sign; x-ray (after lipiodol 
injection). . 

Acute Appendicitis. Characteristics. Pain is sometimes present in the right loin, 
particularly in a high retrocecal appendix. 

Chief Signs. See page 530. 
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Abdominal Aneurysm. Characteristics. Pain almost always occurs, usually in the 
back, and it may be severe. 

Chief Signs. See page 520. 

Less Common Causes. Cauda equina tumor; vesical calculus; fecal impaction; 
phosphaturia; chronic prostatitis; hernia; hydatid cyst of the kidney; lumbo-abdom- 
inal neuralgia; abdominal tumor; splenomegaly; myelitis; diabetes mellitus; con- 
genital malformation of the fourth and fifth lumbar and first sacral vertebrae; frac- 
ture of the transverse process (lumbar vertebrae); disarticulation of the lumbar 
facet (lumbar vertebrae) ; compression fracture of the body of a lumbar vertebra; 
impingement of one lumbar spinous process upon another; syphilis of the vertebrae; 
Charcot’s spine (arthropathy); pancreatitis; adult rickets or osteoporosis; hyper- 
parathyroidism; osteomalacia; gastric carcinoma; carcinoma of the pancreas; vis- 
ceroptosis; spina bifida occulta; neuritis; Pott’s disease; infectious diseases; tumor 
of the small bowel; aneurysm of a renal artery; neoplasm of the lumbar vertebrae; 
muscle strain; vertebral epiphysitis (may be upper lumbar pain); herpes zoster; dis- 
secting aneurysm of the aorta; retroperitoneal mass; psychosomatic backache; post- 
traumatic neurosis; herniation of the subfascial fat; scars (postoperative, post-trau- 
matic) ; pylorospasm; embolism of a renal artery. 


SACRAL, SACRO-ILIAC, OR COCCYGEAL PAIN 


Coccygodynia. Characteristics. Severe pain, which may be spontaneous or induced 
by sitting, walking, or defecation, is complained of. 

Chief Signs. Occurrence almost always in females; tenderness in the sacrococcygeal 
region, aggravated by movement of the coccyx, relieved by local injection; muscle 
spasm in the low back and perineal regions; may be a history of injury; x-ray. 

Uterine Disease (Parametritis, Displacement, Dysmenorrhea, Endocervicitis, Sal- 
Ppingitis, Uterine Tumor, Cervical Cancer, etc.). Characteristics. Pain in the lower 
back is a common symptom and may be deep-seated or superficial. 

Chief Signs. Bimanual palpation and direct vaginal examination. 

Lumbosacral Disease (Strain, Sprain, Malformation, Sacro-iliac Disease). Char- 
acteristics. Pain and tenderness are present directly over the joint. The pain may be 
elicited by raising the leg while the knee is kept stiff. It may be referred to the course 
of the sciatic nerve and is often worse at night. 

Chief Signs. History of injury or postural defect; abnormal mobility of the joint 
(subluxation) ; tendency to lean the trunk away from the affected side when standing; 
limitation of lateral bending of the spine to one side or the other when standing with 
the knees stiff; x-ray (congenital malformation, etc. ). 

Rectal Disease (Hemorrhoids, Fissure, Cancer, Ulcer, etc.) Characteristics. The 
pain, which is chiefly in the rectum, may radiate into the lower back. 

Chief Signs. Inspection; digital examination per rectum; proctoscopy. 

Trauma (Fracture, Sprain, Bed Sore). Characteristics. The pain is located in the 
sacral region and is usually limited to the part affected. 

Chief Signs. History of injury; local examination by inspection and palpation; x-ray 
(revealing fracture or sprain ). 

Chronic Posterior Urethritis or Prostatitis. Characteristics. Pain is usually present 
in the upper sacral region, constant and aching in character, and uninfluenced by 
urination. 

Chief Signs. Urethral discharge; normal, frequent, painful, urgent, or difficult 
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urination; pain along the urethra; disturbance of sexual function; prostatorrhea and 
spermatorrhea; smear after massage of the prostate (pus). 

Less Common Causes. Tuberculosis of the sacro-iliac joint; sacral caries; sacro- 
coccygeal tumor; hip-joint disease; orchitis; pelvic peritonitis; osteomalacia; in- 
flamed coccygeal or pilonidal cyst; rheumatoid spondylitis (early); contracture of 
the fascia lata and iliotibial band. 


LUMBAR TENDERNESS 


Acute Fibrositis (Acute Lumbago; Acute Lumbar Myositis). Characteristics. 
There is usually tenderness of the lumbar muscles. 

Chief Signs. See page 613. 

Acute Renal Infection (Pyelitis, Pyelonephritis, etc.). Characteristics. There is 
often tenderness on deep pressure on the affected side, elicited by pressure in the 
costovertebral angle. 

Chief Signs. See page 615. 

Perinephritic Abscess. Characteristics. Tenderness in the loin is always present in 
acute perirenal abscesses. 

Chief Signs. See page 620. 

Nephrolithiasis (Renal Calculus). Characteristics. A large stone filling the cavity 
within which it lies may cause tenderness. 

Chief Signs. See page 615. 

Renal Tuberculosis. Characteristics. There is tenderness of the affected kidney in 
about 50 per.cent of the cases. 

Chief Signs. See page 616. 

Less Common Causes. Lumbar abscess; acute appendicitis; colitis; acute nephritis; 
carcinoma of the kidney; degenerative joint disease (deep pressure); ruptured in- 
tervertebral disk (deep pressure ); spondylosis and spondylolisthesis (late); tubercu- 
losis of the spine (over involved vertebrae); muscle strain; myofascial syndrome; 
herniation of the subfascial fat; neuritis; psychosomatic backache; hysteria. 


MUSCLE SPASM, STIFFNESS, OR RIGIDITY OF THE BACK 


Fibrositis (Acute Lumbago; Acute Lumbar Myositis). Characteristics. The back 
is held rigid on account of the pain produced by muscular movement. 

Chief Signs. See page 613. 

Rheumatoid Spondylitis. Characteristics. There is progressive ankylosis of the 
vertebrae (poker back), sometimes amounting to complete immobility. (See also 
page 607.) 

Chief Signs. History of heavy lifting or abnormal twisting. 

Sprain. Characteristics. There is rigidity accompanied by pain and tenderness. 

Chief Signs. See page 607. : 

Cerebrospinal Meningitis. Characteristics. Painful stiffness of the muscles of the 
neck is an early and important symptom, and in severe cases rigidity of the muscles 
of the back is also present, the patient lying in a position of orthotonos, less com- 
monly, opisthotonos. 

Chief Signs. See page 492. 

Tuberculosis of the Spine (Spinal Caries; Pott’s Disease). Characteristics, Rigidity 


Deep-seated Swellings in the Lumbar Region 619 


is present in the early stages due to muscular spasm, while in the later or convalescent 
stage immobility is due to ankylosis. Movements of the spine are instinctively re- 
sisted, the trunk being moved as a whole with a minimum of bending or rotation. 

Chief Signs. See page 607. 

Paralysis Agitans. Characteristics. There is general stiffness with rigidity of many 
muscles, leading ultimately to the characteristic attitude in which the body is stooped 
forward and the spine held stiff. 

Chief Signs. Insidious onset in older people; coarse tremors and “pill-rolling”; 
weakness; rigidity; bent attitude; propulsion gait; masklike facies; cogwheel motion 
of biceps muscle on passive extension of forearm after flexion (Moyer’s sign). 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. The same as 
paralysis agitans (see above) but often not so extensive. 

Chief Signs. Occurrence in younger individuals following febrile attacks suggestive 
of encephalitis years before. 

Lumbosacral Disease (Strain, Sprain, or Subluxation). Characteristics. There is 
limitation of lateral bending with a tendency to lean the trunk away from the af- 
fected side when standing. 

Chief Signs. See page 617. 

Tetanus. Characteristics. Stiffness of the back is present with or without convul- 
sions. During the convulsion, spasm of the powerful back muscles causes the patient 
to be rigidly bent backward, forward, or sideways, or simply rigidly stiff. Rigidity of 
the abdominal and lumbar muscles may appear early. 

Chief Signs. History of puncture wound (8 to 12 days previous); stiffness of the 
neck; may be retraction of the head; locking of the jaws (trismus); risus sardonicus; 
fever; tonic convulsions with rigidity between paroxysms; duration not over 7 to 10 
days; culture from the wound and inoculation of mice. 

Gonococcal Arthritis (Spinal). Characteristics. Stiffness due to pain is present. 

Chief Signs. History of recent gonococcal infection; sudden onset of pain in the 
back increased by bending or rotation; may be fever; chronic course; positive com- 
plement-fixation test; demonstration of the gonococcus in a urethral smear; x-ray of 
the spine. 

Aneurysm of the Descending Thoracic Aorta. Characteristics. Marked stiffness of 
the back in the dorsal region is often present, from erosion of the bone. 

Chief Signs. See page 609. 

Less Common Causes. Perinephritis; osteitis deformans; multiple myelomas; spi- 
nal cord tumor; carcinoma of the esophagus; equina encephalomyelitis; fracture; 
degenerative joint disease; congenital malformation, osteoporosis (severe spasm 
with vertebral collapse); infectious spinal arthritis and vertebral infection (osteo- 
myelitis, typhoid fever, brucellosis, actinomycosis, blastomycosis, syphilis—severe 
muscle spasm); dislocations; coccygodynia (low back); myofascial syndrome; her- 
niation of the subfascial fat; neuritis; ruptured intervertebral disk; poliomyelitis. 


DEEP-SEATED SWELLINGS IN THE LUMBAR REGION 
(Visible or Palpable ) 


Hydronephrosis. Characteristics. The swelling or tumor is in the renal region with 
bulging in the loin. If large, the tumor may occupy most of the abdomen. It is tense, 
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elastic, smoothly globular, and may fluctuate. It is dull to percussion, often painless, 
and the colon is felt to lie in front of it. 

Chief Signs. May be intermittent filling and emptying; frequency or diminution of 
urine; ureteral catheterization; x-ray. 

Perinephritic Abscess. Characteristics. There is deep-seated induration between 
the last rib and the crest of the ilium; bimanual palpation may reveal an illdefined 
tumor mass overlying which edema or puffiness of the skin is frequently present. 

Chief Signs. May be intense pain aggravated by pressure in the lumbar region; 
usually pain referred to the vicinity of the hip; the patient lies with the thighs flexed, 
and in walking throws the weight on the opposite leg, the spine being held immobile 
and the body bent forward; may be pus in the urine; may be chills, irregular fever, 
and sweats. 

Tumor of the Kidney. Characteristics. If large, the flank is bulging and felt to be 
full of an irregularly nodular, or smooth and regular mass. If large, it may extend 
to the middle of the abdomen. It is dull to percussion and the colon is felt on its 
anterior surface. If small, the tumor may not be palpable. 

Chief Signs. See page 592. 

Congenital Polycystic Kidneys. Characteristics. Palpable bilateral tumors are pres- 
ent in the loins filling the renal regions and bulging forward into the abdomen. Fluc- 
tuation is not present as in hydronephrosis and pyonephrosis, although the tumors 
are dull and have the colon lying in front of them. 

Chief Signs. See page 592. 

Renal Tubercuiosis. Characteristics. One kidney is often enlarged and tender in 
the caseous variety; in the miliary form the condition is bilateral but causes no tumor. 

Chief Signs. See page 616. 

Pyonephrosis. Characteristics. Same as in hydronephrosis (see above). 

Chief Signs. See page 591. 

Lumbar Abscess (of Pott’s Disease). Characteristics. A fluctuating mass may be 
felt in the loin or in the region of Petit’s triangle associated with evidence of caries of 
the lumbar spine. 

Chief Signs. See Tuberculosis of the Spine, page 607. 

Less Common Causes. Cancer of the colon; abdominal aneurysm; renal aneurysm; 
interstitial emphysema; hydatids of the kidney; hydatids of the liver; rupture of the 
kidney; lymphosarcoma (of the retroperitoneal nodes); hernia of Petit’s triangle; 
simple cyst of the kidney. 


SUPERFICIAL SWELLINGS IN THE LUMBAR REGION 


Furuncle; Carbuncle. Characteristics. An acute inflammatory, circumscribed, 
rounded or acuminate, firm, painful formation is present, usually terminating in 
suppuration and necrosis. In carbuncle the formation is larger, terminating in a 
slough with multiple exits in the skin. 

Sebaceous Cyst. Characteristics. A rounded, circumscribed, usually painless swell- 
ing is present, which later undergoes retrograde changes (suppuration, calcification) ; 
there may be an opening from which pressure causes sebum to exude. 

Lipoma. Characteristics. There are small circumscribed masses or a large lobu- 
lated one. They are movable under the skin and within their capsules, the overlying 
skin being puckered; they may undergo changes (calcification, etc.). 

Anasarca. In any disease causing anasarca there is edematous swelling in the 
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lumbar region, which is more marked if the patient lies on his back much of the time. 

For causes see page 737. 

Kyphosis of Pott’s Disease. See Tuberculosis of the Spine, below. 

Spina Bifida (Rachischisis Posterior). Characteristics. A congenital central globu- 
lar swelling is present in the lower lumbar region, partially reducible, translucent, 
and bulging on coughing or crying. Palpation and x-ray reveal a cleft in the spine; 
pressure causes the fontanels to bulge and may produce convulsions and other ner- 
vous symptoms. 

Tuberculosis of the Sacro-iliac Joint. Characteristics. Abscess formation in the 
region of the joint is often the first distinctive sign. 

Chief Signs. Pain in the joint, increased by forcibly pressing the wings of the ilium 
together; psoas spasm; limp; local reaction after tuberculin injection; X-ray. 

Fracture-Dislocation of the Spine. Characteristics. There is swelling due to de- 
formity at the seat of the injury. 

Chief Signs. History of injury to the back; severe local pain; dread of movement; 
feeling of broken back; symptoms of spinal cord compression; x-ray. 

Less Common Causes. Dermoid cyst; lumbar hernia (through Petit’s triangle) ; 
sarcoma of the back. 


KYPHOSIS 
(Dorsal Convexity of the Spine; Hump Back) 


Angular kyphosis may be accompanied by some lateral deviation which is generally 
much more abrupt than the curve of scoliosis. A compensatory lordosis is often 
present, as when in dorsal caries with kyphosis there is lordosis in the lumbar region. 
In kyphosis, or posterior hump of the spine, the curve may be angular and limited 
to a small portion of the back, or diffuse and extending from the cranium to the 
coccyx. General weakness from any cause may produce a uniform scoliosis in the 
cervicodorsal region with a compensatory lordosis in the lumbar region and tilting 
backward of the occiput (round shoulders). This is common during adolescence 
from muscular weakness, lazy habits, and carrying of too heavy weights (postural 
or developmental kyphosis). Lateral curvature may be associated, and myopia a 
factor. Old age is often accompanied with kyphosis or stoop. Occupation is often a 
cause of bent back. 

Tuberculosis of the Spine (Spinal Caries; Pott’s Disease). Characteristics. There 
may be a gibbus or sharp hump at the seat of the disease. Kyphosis is not infrequent 
in the lower cervical region, but not common above, and it develops later than else- 
where. If the dorsal region is kyphotic there is a lordosis in the lumbar region. In 
the lumbar region deformity is usually not so marked nor so early as in dorsal dis- 
ease, and sometimes a distinct lateral curvature is present. 

Chief Signs. See page 607. 

Rheumatoid Spondylitis (Spondylitis Deformans). Characteristics. Kyphosis ex- 
ists with immobility of the spine. The curve is uniform and lordosis is not present. 

Chief Signs. See page 607. 

Rickets. Characteristics. The spine is often bent posteriorly in a uniform curve and 
the processes are prominent; lateral curvature is less common. The deformity may 
be corrected by lifting the legs when the patient is in the prone position. More 
marked deformity occurs with adult rickets (senile osteoporosis). 
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Chief Signs. See page 409. 

Hypertrophic Emphysema. Characteristics. The curve of the spine is increased 
and the back is rounded so that the scapulae seem horizontal. 

Chief Signs. See page 454. 

Paralysis Agitans. Characteristics. The head is bent forward, the back bowed, 
and the arms are held away from the body with the elbows somewhat flexed. 

Chief Signs. See page 619. 

Acromegaly. Characteristics. The spine is kyphotic, the attitude resembling that 
of a gorilla. 

Chief Signs. See page 693. 

Osteitis Deformans (Paget’s Disease). Characteristics. Cervicodorsal kyphosis 
occurs, with sunken chest. The deformity is irreducible and not accompanied by 
lumbar lordosis. 

Chief Signs. See page 693. 

Osteomalacia. Characteristics. A severe kyphoscoliosis may reduce the height by 
several inches and cause the head and neck to sink downward and forward onto the 
chest. 

Chief Signs. Occurrence mainly in improperly nourished women; muscular weak- 
ness; pain in the back and legs; may be tetany; blood chemistry (low phosphorus, 
high phosphatase); x-ray (generalized osteoporosis); improvement with vitamin D 
therapy. 

Less Common Causes. Tumor of the vertebrae; syphilis of the spine; hydatid dis- 
ease of the vertebrae; hyperparathyroidism; Scheuermann’s disease; poliomyelitis; 
syringomyelia; Friedreich’s disease; hypertrophic pulmonary osteoarthropathy; aneu- 
rysm of the descending thoracic aorta (eroding through to the back); Porter’s bur- 
sitis (vertebra prominens); congenital spastic paraplegia; multiple myeloma; idiocy; 
degenerative joint disease; chondro-osteodystrophy (Morquio-Brailsford disease) ; 
vertebra plana (Calvé’s disease of the spine); muscular dystrophy; dysplasia epiphy- 
salis multiplex; Klippel-Feil syndrome. 


LORDOSIS 


(Lumbar Concavity of the Spine; Hollow Back) 


Anterior curvature of the spine is common only in the lumbar and lower dorsal 
regions as an exaggeration of the natural hollow of the back. If primary, it is accom- 
panied by compensatory kyphosis in the cervicodorsal region, and is often itself com- 
pensatory to cervicodorsal kyphosis. The abdomen is often very prominent. Lordosis 
is often due to weakness or paralysis of the muscles of the back. Any condition 
within the abdomen which throws an extra strain upon the lumbar spine, such as 
large abdominal tumors, pregnancy, and ascites, may cause lordosis, in which case 
the cause is self-evident. Lordosis is common in contortionists. 

Tuberculosis of the Spine (Pott’s Disease). Characteristics. Lordosis is often com- 
pensatory in this disease to dorsal kyphosis, but it ay be primary in the early stage 
of lumbar caries in children. 

Chief Signs. See page 607. 

Tuberculosis of the Hip Joint. Characteristics. Lordosis is marked if the child lies 
on its back with the knee of the affected side pressed down to the table. This bend will 
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disappear when the thigh is flexed. Lordosis combined with lumbar scoliosis is pres- 
ent on standing. 

Chief Signs. Occurrence in children; onset with slight lameness and stiffness of the 
hip; pain in the hip or along the inner side of the knee, increased by moving the joint 
or jarring the knee or foot; limitation of movement of the hip; flexion, adduction, and 
internal rotation of the leg; muscular atrophy; muscular rigidity; x-ray. 

Congenital Dislocation of the Hip. Characteristics. Lordosis is present with com- 
pensatory obliquity of the pelvis, the erect position being maintained only by throw- 
ing the shoulders backward to an unusual degree; there is an associated scoliosis in 
unilateral cases. 

Chief Signs. Recognition when the infant begins to walk; muscular atrophy; flexion 
and adduction of the thigh with shortening; palpation of the dislocated head of the 
femur; waddling gait when bilateral, limping when unilateral; x-ray. 

Chondrodystrophy (Achondroplasia). Characteristics. Marked lordosis is present 
with prominent hips. 

Chief Signs. Large head, short arms and legs, long body, delayed dentition and 
walking; trident hand; normal sexual powers; normal mental development; late bow- 
ing of the legs; depressed base of the nose with a prognathous jaw. 

Primary Muscular Dystrophy (Muscular Pseudohypertrophy ). Characteristics. A 
marked degree of lumbar lordosis is present in the standing position due to muscular 
weakness. 

Chief Signs. Occurrence in childhood; general weakness of the lower extremities 
with increase in the size of the muscles; unsteady gait with falling; difficulty in rising 
from the floor; later, the arms and shoulders affected; knee jerks at first present, later 
absent; no reaction of degeneration. 

Orthostatic Albuminuria (Postural Albuminuria). Characteristics. Lordosis is 
often present. 

Chief Signs. Occurrence in male youths; albumin only after exertion, eating, or the 
assumption of an upright position; normal renal function tests. 

Less Common Causes. Spondylolisthesis; juvenile form of muscular atrophy, Erb’s 
type (lordosis marked ); cretinism; double coxa vara; myxedema; perinephritis; oste- 
itis deformans; anterior poliomyelitis; progressive muscular atrophy; syringomyelia; 
spastic paraplegia; progressive torsion spasm; osteomalacia; senile osteoporosis; hy- 
perparathyroidism; muscular fibrodystrophy. 


SCOLIOSIS 


(Lateral Curvature of the Spine ) 


Scoliosis is lateral deviation of the spine. It not only produces body disfigurement 
and predisposes to backache in adulthood, but it may also, when of extreme degree, 
lead to alterations of function of the intrathoracic and intra-abdominal organs as a 
result of displacement and compression. 

Scoliosis is designated as “right” or “left” depending on the direction of the con- 
vexity, and it may occur in one direction (C-curve, simple curve, or total curve) or 
be bidirectional (S-curve or compound curve). As a rule there are one or two com- 
pensatory curves with their convexities in the opposite direction to the original devia- 
tion. The curve may be “nonrigid” when there is no deformity and soft tissue con- 
tracture or it may be “rigid” or “structural” when there is deformity of the vertebrae 
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and ribs and contracture of the soft tissues. The typical nonrigid curve occurs as a 
C-curve usually to the left in the dorsal and lumbar areas, the ribs on the concave side 
being closer together and the disk spaces narrowed, without, however, actual bony 
deformity. When deviation of the spine progresses or becomes more persistent, the 
vertebrae rotate and become more wedged, the vertebral bodies usually turning to- 
ward the convex side and the spinous processes toward the concave side. Such de- 
grees of rotation in the case of the thoracic vertebrae displace the ribs backward on 
one side posteriorly and forward on the opposite side anteriorly with resultant tho- 
racic cage deformity. The intercostal spaces are widened on the convex side and 
narrowed on the concave side; all the soft tissue structures are adaptively contracted 
and thickened on the concave side and stretched on the convex side; the intrathoracic 
structures on the side of the curve convexity are compressed. In the lumbar region the 
bodies again rotate to the convex side as a rule and the transverse processes on this 
side also turn backward, thereby causing the soft-tissue structures to protrude with 
resultant deformity. 

The great preponderance of cases are idiopathic, either congenital or acquired. 
Faulty posture and occupational strain are frequent causes of scoliosis. Any condition 
with shortening of one leg will cause scoliosis, the convexity of the lumbar curve be- 
ing toward the short limb. 

Infantile Paralysis (Poliomyelitis ). Characteristics. In paralysis, muscle imbalance 
allows the spine to displace to one side. The muscle involvement must be asymmetric 
to produce scoliosis. Asymmetric involvement of the abdominal muscles is as effec- 
tive as involvement of the back muscles in producing spinal curve. Paralysis and con- 
tracture of the hip muscles and a tight iliotibial band will cause fixed pelvic obliquity 
and, secondarily, a lumbar curve. Reduction of the growth rate in one lower extrem- 
ity involved by poliomyelitis, which produces inequality of limb length, may likewise 
be responsible for scoliosis. 

Chief Signs. See page 705. 

Rickets. Characteristics. Occasionally lateral curvature is present, kyphosis being 
more common. Marked lateral curvature in children under 3 years is usually rachitic. 

Chief Signs. See page 409. 

Lumbosacral Disease (Strain; Sprain; Subluxation; Tuberculosis; Asymmetric 
Sacralization of L;). Characteristics. There is a tendency to lean the trunk away from 
the affected side when standing, which may lead to a scoliosis. 

Chief Signs. See page 617. 

Tuberculosis of the Hip Joint. Characteristics. There is scoliosis due to shortening 
of the lower limb, the lumbar spine being convex toward the diseased side. The pelvis 
is lowered on the sound side due to the bearing of more weight on the sound leg. 

Chief Signs. See page 622. 

Congenital Dislocation of the Hip. Characteristics. Scoliosis and lordosis are usu- 
ally combined when the dislocation is unilateral. The lumbar spine is curved with its 
convexity toward the dislocated hip. 

Chief Signs. See page 623. 

Torticollis (Wryneck). Characteristics. Scoliosis is slight and limited to the cervical 
and dorsal regions. 

For causes see page 310. 

Tuberculosis of the Spine (Pott’s Disease). Chane Lateral curvatures 
occur when the disease affects one side more than the other. Posterior angular de- 
formity is the typical one, however. 
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Chief Signs. See page 607. 

Pulmonary Fibrosis (Contracted Lung; Cirrhosis of the Lung; Fibroid Phthisis; 
Interstitial Pneumonia; Pleural Adhesions; Old Empyema). Characteristics. More or 
less spinal curvature is present, the dorsal scoliosis being concave toward and twisted 
in the direction of the affected side. 

Chief Signs. See page 392. 

Primary Muscular Dystrophy (Muscular Pseudohypertrophy). Characteristics. 
Scoliosis may occur, lordosis being more common. 

Chief Signs. See page 623. 

Multiple Neuritis. Characteristics. Scoliosis is frequent, especially in the postdiph- 
theritic form. 

Chief Signs. History of diphtheria, recent; paralysis of the palate with regurgitation 
through the nose; may be paralysis of the diaphragm; paralysis of the trunk and limb 
muscles with atrophy; diminished knee jerks and the reaction of degeneration; cul- 
ture of the throat (Klebs-Loffler bacilli). 

Friedreich’s Ataxia. Characteristics. Kyphoscoliosis develops with the advent of 
muscular weakness. 

Chief Signs. See page 99. 

Syringomyelia. Characteristics. Deviation of the spine is very common, occurring 
in over 50 per cent of the cases. It is usually a scoliosis, although anteroposterior 
curves occur. The whole column may be involved or only a part; most often the dorsal 
region is affected. 

Chief Signs. See page 342. 

Less Common Causes. Hemivertebra; maldeveloped vertebra; fusion of irregularly 
developed vertebrae; spina bifida; neurofibromatosis; hysteria; spastic paralysis; renal 
rickets; osteomalacia; visual and auditory disturbances; thoracotomy; thoracoplasty; 
spondylitis deformans; spinal fracture; spinal dislocation; dyschondroplasia; verte- 
bral epiphysitis; syphilis of the vertebrae; organic heart disease; heredity; cervical 
rib; coxa vara, unilateral; perinephric abscess; Klippel-Feil syndrome; osteogenesis 
imperfecta; amyoplasia congenita; Perthes’ disease. 


LOCALIZED TENDERNESS OF THE SPINE 


Hysteria. Characteristics. A frequent manifestation of hysteria is the condition 
known as hysterical spine. On percussion of the spine tenderness may be general or 
localized. It may be more pronounced on pressure over the muscles on one or the 
other side of the vertebral spines. It is also characteristic that the tenderness is as 
acute on light as on deep pressure. 

Chief Signs. See page 611. 

Psychosomatic Backache. Characteristics. There may be spots of local tenderness 
on the spine, often associated with backache or neuralgic pains in the intercostal re- 
gions and aching pains in the legs. Rachialgia, while often spontaneous, may be 
noticed only on pressure or movement. 

Chief Signs. See page 610. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. There may be 
great sensitiveness along the spine associated with painful stiffness of the muscles of 
the neck and back. 

Chief Signs. See page 492. 
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Ulcer of the Stomach. Characteristics. Sometimes in ulcer on the posterior wall 
near the lesser curvature, there is tenderness to the left of the spine on a level with the 
tenth dorsal vertebra, accompanied by referred pain at the same point. 

Chief Signs. See page 517. 

Rheumatoid Spondylitis (Arthritis Deformans, Vertebral Form; Spondylitis De- 
formans). Characteristics. There are pain and tenderness with kyphosis and perhaps 
pressure on the nerve roots, causing nerve-root pains. Tenderness is present, as a rule, 
only in the acute stages. 

Chief Signs. See page 607. 

Neoplasm Involving the Spine. Characteristics. Local pain and tenderness on pres- 
sure are elicited and may be severe. 

Chief Signs. See page 607. 

Less Common Causes. Chronic gastritis (fourth to seventh dorsal vertebrae ) ; duo- 
denal ulcer (right of the twelfth dorsal vertebra) ; mediastinal tumor; lumbar abscess; 
mediastinal abscess; perinephric abscess; retropharyngeal abscess; subphrenic ab- 
scess; aneurysm of the abdominal aorta; aneurysm of the descending thoracic aorta; 
carcinoma of the pleura; tuberculosis of the spine; enlarged bronchial lymph nodes 
(fourth and fifth dorsal vertebrae ) ; hydatids of the spine; hepatic colic (sixth to ninth 
dorsal vertebrae); chronic myelitis; pleurisy; traumatic neurosis; rickets; hemato- 
myelia; traumatic spondylitis; typhoid spine; acute osteomyelitis of the vertebrae; 
osteitis deformans; cholecystitis (eighth and ninth dorsal vertebrae); actinomycosis 
of the spine; gout; ruptured intervertebral disk; leukemic infiltration; herpes zoster; 
neurofibroma; meningioma; tumor of the spinal cord; syringomyelia; epidural ab- 
scess; malingering; degenerative joint disease; congenital spondylosis and spondy- 
lolisthesis; muscle strain; vertebral epiphysitis; coccygodynia; neuritis. 


SKIN AFFECTIONS OF THE BUTTOCKS 


Various forms of skin irritation from intertrigo to dermatitis or eczema may some- 
times be observed on the buttocks in infancy, due to pyogenic infection in the majority 
of cases. In various pruriginous conditions the buttocks may become the seat of a 
chronic irritation with infiltration, to which the name lichenization is given. At the 
present time when the buttock is the frequent site of mercurial and other injections, 
indurated nodules are rather often met with. Drug rash, particularly of iodides, bro- 
mides, etc., appears frequently on the buttocks. 

Furuncle (Boil). Characteristics. Boils are common in this situation. When sub- 
ject to pressure, especially by horseback riding, the irritation may disseminate the 
furuncles along the inner thigh and occasionally the center of the lesions may undergo 
peripheral necrosis and a typical ecthyma results. 

Chief Signs. Presence of furuncles elsewhere; local pain; induration; inflammation; 
pustulation, 

Syphilis. Characteristics. Moist lesions or condylomas are common between the 
buttocks and about the anus. They are sharply raised from the skin, about one cm. in 
diameter, and have a flat, smooth, moist top of a grayish color. Giant condylomas 
may occur in children suffering from congenital syphilis. Radiating fissures from the 
anus are characteristic of congenital syphilis. 

Chief Signs. See page 716. 

Scabies (The Itch). Characteristics. The lesions are common and marked in this 
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locality. There are papules, pustules, and vesicles interspersed with scratch marks. 
The burrows are scarcely recognizable. 

Chief Signs. History of contagion; intense itching; presence of similar lesions and 
burrows on the penis, groin, lower abdomen, hands, wrists, axillae, and between the 
fingers. 

Less Common Causes. Eczema; Mongolian spot. 
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See also Painful or Difficult Urination, page 945; Blood in the Urine, page 948; 
Enuresis, page 953; Impotence, page 822; and Sterility in the Male, page 919. 


PAIN IN THE PENIS 


Penile pain may accompany the act of micturition, immediately follow it, or be 
completely unrelated to it. When pain in the penis is associated with urination there 
is usually some inflammatory lesion of the urethra or prostate; if it follows micturi- 
tion, the lesion is most likely to be present in the urinary bladder; and finally, if it is 
unrelated to micturition it may be due to any of a number of diseases of the urinary 
tract. 

Acute Urethritis (Usually Gonorrheal). Characteristics. A sense of burning or 
scalding is present in the terminal urethra in the early stages. Pain during micturi- 
tion is marked. Painful erections, chordee may occur. 

Chief Signs. Tip of the meatus swollen, red, and everted; urethral discharge of 
thick creamy pus, sometimes with blood; smear (pus and usually gonococci). 

Urethral Stricture. Characteristics. Pain during micturition occasionally occurs, 
usually due to prostatitis, cystitis, or retention. The pain is felt at the neck of the blad- 
der, in the perineum, at the point of the stricture, or near the glans penis. While actual 
pain is not common without inflammation, the patient may complain of a scalding, 
burning sensation during urination. 

Chief Signs. History of gonorrhea (1 to 15 years previous); gradually increasing 
difficulty of urination with a feeble stream and dribbling; gleet (shreds and pus in the 
urine ) ; obstruction to the passage of a bougie; endoscopy. 

Trauma of the Urethra. Characteristics. Paini is present on urination. 

Chief Signs. History of injury; evidence of injury; hematuria; extravasation of 
urine into the perineum or scrotum if ruptured. 

Urethral Chancre. Characteristics. Slight pain is present on urination, usually in 
the glans. 
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Chief Signs. Erosion and thickening of the lip of the urethra; palpable lump in the 
urethra; slight discharge; endoscopy (livid or gray, bleeding ulcer); darkfield ex- 
amination (spirochetes). 

Urethral Calculus. Characteristics. The passage of a calculus through the urethra 
causes a sharp, cutting pain along the urethra. If arrested in its course (membranous 
portion or distal end), a sudden sharp pain is felt with stoppage of urine. 

Chief Signs. Passage of a stone; gleet if impacted, with dysuria; palpation of the 
stone through the urethra; obstruction to the sound; hemorrhage; retention of urine; 
x-ray. 

Acute Cystitis. Characteristics. Penile pain is present throughout urination with 
tingling pain after urination. 

Chief Signs. Acute onset; frequent micturition; pyuria; pyrexia; may be mild hema- 
turia at the end of urination. 

Vesical Calculus. Characteristics. Pain is usually intense, especially in the glans 
penis, along the pendulous urethra, and in the perineum, and is increased by jolting. 
In a “fit of the stone” the pains are intensified with long-drawn spasm. These parox- 
ysms become more intense as cystitis develops. If the stone passes into the urethra, 
a sharp pain is felt. 

Chief Signs. Frequent micturition, greater during the day, with urgency; hemor- 
rhage; sudden stoppage; vesical sound; cystoscopy; x-ray. 

Tuberculosis of the Bladder (Primary or Secondary). Characteristics. There is at 
first pain in the penis and perineum at the close of urination; later the pain occurs 
before urination due to mixed infection. 

Chief Signs. Increased frequency of urination; hematuria at the end of urination, 
never profuse but persistent, and unaffected by exercise; pyuria; discovery of tuber- 
culosis in the kidney, testes, prostate, or seminal vesicles if secondary; the terminal 
ureter may be felt thickened per rectum. 

Carcinoma of the Bladder. Characteristics. Sooner or later, pain and difficulty of 
urination, and symptoms of cystitis develop, lancinating and very severe and referred 
to the posterior urethra and penis. The pain in the penis usually follows micturition, 
but if a pedunculated tumor is present it may block the internal urethral orifice and 
give rise to sharp penile pain during micturition. 

Chief Signs. Spontaneous, painless, sometimes profuse hematuria, uninfluenced by 
rest or drugs and often at the termination of urination; may be blood clots, pus, 
mucus, and tumor fragments in the urine; cystoscopy. 

Vesical Ulcer. Characteristics. There may be pain referred to the penis following 
micturition. Hunner’s ulcer causes great pain. 

Chief Signs. May be history of stone, operation, or gonorrhea; passage of blood 
and clots; cystoscopy. 

Vesical Papilloma. Characteristics. Penile pain and dysuria may be present. 

Chief Signs. Hematuria; sudden stoppage of urine; cystitis; cystoscopy (single pe- 
dunculated growth with delicate fimbriae ) ; biopsy. 

Retention of Urine (Distention of the Bladder). Characteristics. There is pain in 
the penis, perineum, abdomen, and thighs. 

Chief Signs. Inability to urinate voluntarily; enlarged bladder above the symphysis; 
catheterization (with disappearance of the tumor and the pain); history of obstruction 
(stricture, prostatic enlargement, etc. ). 

Prostatitis (Acute and Chronic). Characteristics. Pain in the sacrum and peri- 
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neum may radiate into the urethra before, during, and immediately following micturi- 
tion. The condition is usually accompanied by urethritis. 

Chief Signs. Urethral discharge; pain, principally on sitting; heat and fullness in 
the perineum; frequency of urination with pain especially at the close of the act; tenes- 
mus; painful defecation; may be fever; rectal exploration in chronic cases; urethral 
smear; smear after massage of the prostate (pus) ; shreds in the urine. 

Prostatic Hypertrophy (Prostatism). Characteristics. There may be soreness or 
smarting in the urethra and shooting pains in the glans; tenesmus appears with cystitis 
and pain on urination. 

Chief Signs. Middle age; increased frequency of urination, especially at night and 
particularly toward morning; force of stream lacking; hesitation in starting, and 
dribbling at the end of the act; residual urine; hematuria; secondary cystitis; pyone- 
phrosis or septicemia; rectal palpation; cystocopy (revealing obstruction). 

Prostatic Abscess. Characteristics. Severe pain in the pelvis may radiate into the 
penis, with penile pain during and at the end of micturition. 

Chief Signs. Antecedent urethral discharge; septic fever; painful micturition; 
swollen dusky perineum; urinary retention; softening and fluctuation on palpation 
through the rectum. 

Carcinoma of the Prostate. Characteristics. Penile pain is occasionally felt on uri- 
nation though usually of slight severity. 

Chief Signs. Middle life; frequency of urination; hematuria; late sciatic and pelvic 
pain; bony and glandular metastasis; rectal palpation (stony nodules). 

Tuberculosis of the Prostate. Characteristics. No pain may be present or there may 
be pain on urination. 

Chief Signs. Gleet; hematuria; involvement of the testis or bladder; tubercle bacilli 
in the urine, 

Urinary Hyperacidity. Characteristics. Smarting is present on micturition. 

Chief Signs. Urinalysis (hyperacidity ) . 

Epithelioma of the Penis. Characteristics. Lancinating pain is a prominent symp- 
tom only late in the disease. 

Chief Signs. See page 631. 

Balanoposthitis. Characteristics. Burning soreness with itching is present at the end 
of the penis on urination, usually scalding in character. 

Chief Signs. See page 631. 

Herpes Progenitalis. Characteristics. A sensation of heat and tingling occurs, with 
pain later if ulceration follows. 

Chief Signs. See page 631. 

Renal Colic. Characteristics. Pain may occasionally radiate downward into the 
penis in renal or ureteral colic. 

Chief Signs. Pain in the flank; hematuria; ureteral catheterization; x-ray. 

Acute Appendicitis. Characteristics. Pain in the penis is occasionally a prominent 
early symptom when the appendix occupies a very low position. The pain is not as- 
sociated with micturition nor with increased frequency of micturition. 

Chief Signs. See page 535. 

Less Common Causes. Cavernitis and penitis; cellulitis of the penis; erysipelas of 
the penis; injury to the penis (wound, fracture, hematoma, strangulation, etc.) ; rectal 
cancer; anal fissure; inflamed hemorrhoids; proctitis; foreign body in the urethra; 
cowperitis; carcinoma of Cowper’s glands; sacro-iliac disease; sarcoma of the penis; 
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Peyronie’s disease (pain on erection) ; descending ureteritis; prostatic calculus; acute 
seminal vesiculitis; vesical schistosomiasis; herpetic urethritis; carcinoma of the ure- 
thra (pain on urination) ; Stevens-Johnson disease; Reiter’s syndrome; Behg¢et’s triple 
complex. 


ULCERS OF THE PENIS 


Chancre. Characteristics. This begins as a small red papule upon the glans or fore- 
skin which gradually enlarges and breaks in the center, leaving a small ulcer, with 
induration of the surrounding tissue. It is usually solitary and heals in three or four 
weeks. 

Chief Signs. History of inoculation; enlarged inguinal glands; darkfield examina- 
tion (spirochetes); serology, (may not be positive). 

Chancroid. Characteristics. This begins as a minute yellow spot surrounded by a 
halo of intense redness, which shades off into a pink color. Later the yellow spot 
becomes a pustule and finally a deep ulcer with clear-cut edges which are undermined. 
Its base is irregular, grayish yellow, and covered by a pultaceous false membrane. The 
secretion is abundant and purulent, and the ulcer bleeds readily. There are usually 
several lesions. 

Chief Signs. History of recent exposure (3 to 10 days); painful bubo (unilateral 
or bilateral), which may suppurate; smear (Ducrey’s bacillus); culture on blood 
agar; auto-inoculation, elimination of syphilis (but mixed infection is not uncom- 
mon). 

Herpes Progenitalis. Characteristics. Clusters of vesicles upon reddened patches 
appear on the mucous covering of the glans or on either layer of the prepuce or 
neighboring skin, which finally rupture, forming erosions irregular in shape, super- 
ficial, and rarely complicated by suppurating bubo. There is a slight sensation of heat 
and tingling. 

Chief Signs. Negative smear; pus noninoculable; tendency to recur. 

Chronic Balanoposthitis. Characteristics. The glans and mucous membrane of the 
prepuce become red, then mottled and moist; next the epithelium comes off in 
patches, leaving irregular excoriations which soon ulcerate and discharge a purulent 
fluid. 

Chief Signs. Long or tight prepuce; enlarged or tender, nonsuppurative inguinal 
nodes; negative smear and serology. 

Epithelioma of the Penis. Characteristics. Usually a lobulated cauliflower growth 
on the glans or inner surface of the prepuce begins to ulcerate in places. Then the base 
gradually takes on the hard induration of epitheliomatous ulcers with everted edges. 
More rarely epithelioma of the penis begins as a raw spot or indolent ulcer. But in 
either case the ulcer advances, becoming deep, irregular, unhealthy, with hard, livid, 
everted edges, and there is a thin sanious, fetid discharge. The ulcer bleeds easily. 

Chief Signs. Glandular enlargement in either inguinal group; pain; biopsy. 

Less Common Causes. Tuberculosis; erosive and gangrenous balantitis (spirochete 
infection); erosive meatitis (in little boys); diabetic balanoposthitis; scabies; trau- 
matic ulcer; granuloma inguinale; sarcoma; pseudochancre redux; gouty baanopos- 
thitis; lymphogranuloma venereum (lymphogranuloma inguinale); gummatous ul- 
ceration; Behget’s triple complex (ulceration of the genitals, aphthous lesions of the 
mouth, uveitis, or iridocyclitis ) ; Stevens-Johnson synarome. 
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Gonorrhea (Gonorrheal Urethritis). Characteristics. The discharge begins as a 
serous exudate, later becoming seropurulent or purulent. When the disease becomes 
chronic involving the posterior urethral structures the discharge is represented as a 
“morning drop” (gleet, stricture). 

Chief Signs. History of recent exposure; inflamed pouting meatus; painful urina- 
tion; painful erection; presence of gonococci in the discharge. 

Nonspecific Urethritis (Septic Urethritis). Characteristics. The discharge is mild 
and usually only mucopurulent. 

Chief Signs. May be no history of exposure; urination and erection not painful, 
short duration; absence of the gonococcus in the discharge. 

Urethrorrhea. Characteristics. This is a nonpurulent, mucilaginous, bluish white, 
sticky discharge which does not leave a stain. 

Chief Signs. Ungratified sexual desire usually in youth; may be excessive mastur- 
bation; absence of inflammatory elements microscopically. 

Less Common Causes. Prostatorrhea; spermatorrhea; urethral chancre; herpes of 
the urethra; papilloma of the urethra; carcinoma of the urethra (very rare); tubercu- 
losis of the urethra; foreign body in the urethra; Reiter’s syndrome (urethral dis- 
charge, polyarthritis, conjunctivitis, and keratoderma blennorrhagica); gout?; rheu- 
matism?; gumma of the urethra; prostatic abscess; soft sores in the urethra; testicular 
abscess; Stevens-Johnson syndrome; Behget’s triple complex; trichomonas infection. 


FECAL URETHRAL DISCHARGE 


Chronic Diverticulitis. Characteristics. This is perhaps the commonest cause of 
vesicocolic fistula, with pus in both the urine and feces. 

Chief Signs. See page 531. 

Carcinoma of the Sigmoid, Cecum, or Rectum. Characteristics. Feces, gas, and 
particles of undigested food (tomato skins, corn, etc.) are passed through the urethra 
if the bladder wall becomes infiltrated by the growth and a fistula forms, as occasion- 
ally occurs. 

Chief Signs. Middle age; progressive constipation; passage of blood or blood and 
mucus per rectum; imperative desire for defecation with explosive movements of gas 
and mucus; dyspepsia; hemorrhoids (often with cancer of the rectum); bladder irri- 
tability; later, cachexia, pain, loss of weight; x-ray; protoscopy; sigmoidoscopy; cys- 
toscopy. 

Traumatic Rectrovesical Fistula. Characteristics. Feces and gas may be passed 
through the urethra following the sloughing due to difficult and prolonged labor. 

Chief Signs. History of difficult labor; passages of feces through the vagina and 
urethra; vaginal examination; cystoscopy. 

Appendicular Abscess. Characteristics. Feces and pus are passed through the 
urethra when the abscess has broken through into the bladder. . 

Chief Signs. History of acute appendicitis; mass in the right iliac region palpable 
through the abdomen or rectum; cystoscopy; opaque enema (x-ray). 

Carcinoma of the Bladder. Characteristics. Feces and gas may be passed if the 
bladder has infiltrated an adherent bowel or rectum and produced a fistula. 

Chief Signs. See page 629. 
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Less Common Causes. Carcinoma of the uterus (opening into the bladder and rec- 
tum); prostatic abscess (opening into the rectum); perirectal abscess (opening into 
the bladder); intestinal tuberculosis (caseous mass opening into the bladder and 
rectum); acute diverticulitis (abscess opening into the bladder); traumatic vesico- 
intestinal fistula; congenital vesico-intestinal fistula; pelvic actinomycosis; prostatitis 
(opening into the rectum) ; regional enteritis; chronic ulcerative colitis. 


PRIAPISM 


Priapism is a condition of prolonged penile erection independent of the will or 
emotion of the individual. Such erections may be transitory or of long duration. Fe- 
males as well as males may be affected. Aphrodisiac drugs, as cantharides, turpen- 
tine, alcohol, strychnine, canabis indica, camphor, phosphorus, and damiana, may 
cause priapism. In the young adult it may be due to sexual excitement, sleeping on 
the back, bladder distention, ill-fitting trousers, and masturbation. Pain may be ab- 
sent or severe. In elderly men it may occur as a part of the “male menopause,” a some- 
what disputed condition. 

Spinal Syphilis (Chronic Meningomyelitis). Characteristics. This is one of the 
prominent causes of priapism. A prolonged erection occurs, usually following inter- 
course or exertion. 

Chief Signs. History of infection (usually within five years) ; pain in the root areas, 
and paresthesias; retention of urine; impotence; paraplegia, partial or complete; 
partial anesthesias, often dissociated; increased deep reflexes; extensor plantar reflex; 
often signs of cerebral syphilis (cranial nerve palsies, etc.); positive serology; spinal 
fluid examination (positive serology, increased globulin, lymphocytosis, luetic curve). 

Fracture-Dislocation of the Spine (Upper Dorsal Region). Characteristics. Priap- 
ism may be present constantly or aroused on the slightest irritation. 

Chief Signs. See page 702. 

Thrombosis of the Corpora Cavernosa. Characteristics. Priapism has often been 
found due to mechanical effect of thrombosis, usually the effect of sexual excess, at 
other times the result of systemic infection, neoplastic infiltration, and angioneurosis. 

Contusion of the Spinal Cord. Characteristics. Sometimes very pronounced and 
prolonged priapism occurs, due perhaps to small hemorrhages into the substance of 
the cord. 

Chief Signs. History of a blow, sprain, or extreme flexion; motor or sensory palsy; 
diminished reflexes; negative x-ray picture. 

Chronic Myeloid Leukemia. Characteristics. Priapism has been present in a large 
number of cases and may be the first symptom. 

Chief Signs. See page 585. 

Circumcision. Characteristics. Priapism, or more properly, painful erection, often 
follows a circumcision for a few days. It is not a constant erection, but the penis is 
hyperirritable. 

Nasal Polyps. Characteristics. Priapism has been found to be definitely related to 
nasal polyps in some cases and cured by their removal. 

Chief Signs. See page 171. 

Prostatism. Characteristics. Although usually the combination of age and disease 
obliterates sexual power and desire, exceptionally the congested prostate excites ab- 


normal erections. 
Chief Signs. See page 630. 
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Diabetes Mellitus. Characteristics. Priapism has occasionally been found in a dia- 
betic without other evident cause. 

Chief Signs. See page 726. ~ 

Less Common Causes. Phimosis; oxaluria; intestinal worms; balanoposthitis, vesi- 
cal calculus; urethral calculus; gonorrhea; epilepsy; tetanus, hydrophobia; myelitis 
(upper dorsal region); fissure in ano; hemorrhoids; fecal impaction; gouty urethri- 
tis; cerebellar hemorrhage (middle lobe); pontine lesion; convalescence from acute 
disease; herpes progenitalia; prostatitis; cystitis; hematoma of the penis; penile scar; 
condylomas; prostatic calculus; urethral stricture; cavernitis; tumor of the spinal 
cord (cervicodorsal region); multiple sclerosis, sickle-cell anemia; hemophilia; ty- 
phoid fever; tuberculosis; testosterone therapy; transurethral prostatic resection; 
malignant priapism (primary—endothelioma, carcinoma, sarcoma; secondary— 
metastatic from the prostate, kidney, bladder, liver, testicle, rectum); following 
tetanus antitoxin; tularemia; manipulation of the prostatic urethra; after spinal anes- 
thesia; urethral foreign body. 


PAIN IN THE TESTICLE 


Injuries to the testicle, whether contusions or wounds, are exquisitely painful and 
give rise to faintness, nausea, vomiting, and even convulsions. After an acute in- 
flammation of the organ, even when no palpable nodule remains, the resulting cica- 
trization may cause an aching in the organ, especially after prolonged desire or 
sexual excitement. 

Epididymo-orchitis (Epididymitis and Orchitis). Characteristics. Pain in the be- 
ginning is of an aching character located in the testis and external abdominal ring, 
often with a dragging pain in the loin. It is frequently preceded by a sense of discom- 
fort and weight in the area of the inguinal canal. As the epididymis and testis en- 
large, the local pain becomes more severe and there is exquisite tenderness. 

Chief Signs. Presence of an etiologic factor (gonorrheal urethritis, septic urethritis, 
urethral trauma as in the passage of catheters and instrumentation, infection behind 
a stricture or obstruction, transurethral prostatic resection, urethral injections, mumps, 
scarlet fever, influenza, gout, rheumatism, hematogenous urinary tract infection) ; 
palpation of the tense, tender, enlarged epididymis and testicle; edema and inflam- 
mation of the scrotal tissues; may be chills, fever, and vomiting. 

Acute Epididymitis. Characteristics. As for Epididymo-orchitis, see above. 

Chief Signs. See page 636. 

Orchitis. Characteristics. The pain is often excruciating and out of proportion to 
the swelling. No position gives ease. If the pain suddenly ceases it may mean gangrene. 

Chief Signs. Occurrence during mumps or after traumatism; moderate swelling of 
the testis, which retains its ovoid form; chills and fever; vomiting; scrotum red, 
swollen, edematous. (See also Epididymo-orchitis above.) 

Torsion of the Cord. Characteristics. Pain is severe in the groin and testicle (which 
is usually misplaced). é 

Chief Signs. Rapid swelling in the groin and scrotum with exquisite tenderness; 
chills and fever; vomiting. 

Neuralgia of the Testicle. Characteristics. Pain may be acute and darting, or heavy 
and dragging. 


Chief Signs. Sensitiveness of the testicle; absence of obvious cause; hypochon- 
driasis. 
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Varicocele. Characteristics. There may be a sense of weight and dragging with 
occasional spasmodic pain along the cord. In a few cases the pain amounts to neu- 
ralgia. 

Chief Signs. Swelling above the testis (usually left); a sensation of a bag of worms 
on palpation; scrotum loose and flabby. 

Nephrolithiasis. Characteristics. Pain may be felt in the testicle if a calculus is 
present in the pelvis of the kidney or upper ureter. In renal colic the pain may radiate 
down into the testicle. 

Chief Signs. See page 614. 

Tuberculosis of the Epididymis. Characteristics. Pain is slight unless the onset is 
acute. The nodules are painful on pressure. 

Chief Signs. Age 25 to 35 years; epididymis hard, knotty, irregular; skin adherent; 
softening with fistulas; concomitant tuberculosis of the cord, prostate, seminal vesi- 
cles, kidney. 

Malignant Tumor of the Testicle (Seminoma; Teratocarcinoma; Embryonal Car- 
cinoma, Including Chorio-epithelioma; Teratoma). Characteristics. The pain is often 
slight throughout but may be severe in the late stages. Testicular sensation is lost. 

Chief Signs. Rapid or slow enlargement of the testicle with retention of its oval 
shape but later becoming nodular; enlargement of the scrotal veins; enlargement of 
the iliac and lumbar nodes; invasion of the skin and inguinal nodes; often medias- 
tinal and pulmonary metastasis; orchiectomy. 

Less Common Causes. Abscess of the testicle; abdominal aneurysm (pressing on 
the peripheral nerves); lumbar caries; carcinoma of the lumbar vertebrae; vesical 
calculus; tumor of the colon; ulcer of the urethra; excessive venery; acute appendi- 
citis; hydrocele; inguinal hernia; hematocele; cyst of the epididymis or testis; pros- 
tatitis; seminal vesiculitis; erotic epididymitis. 


TENDERNESS OF THE TESTICLE 


The testicles are normally sensitive to pressure, but the tenderness resulting from 
disease is a different kind of sensation, and one testicle only may be affected. 

Varicocele. Characteristics. The testicle on the affected side is often oversensitive, 

Chief Signs. See above. 

Epididymo-orchitis (Epididymitis and Orchitis). Characteristics. As the epididy- 
mis and testis enlarge, the local pain becomes more severe, so that the swollen gland 
is exquisitely tender. 

Chief Signs. See page 634. 

Acute Epididymitis. Characteristics. As the testis enlarges, the local pain becomes 
more severe, so that the swollen gland is exquisitely tender to pressure or to the 
touch. 

Chief Signs. See page 634. 

Acute Orchitis. Characteristics. The testicle is so tender and painful that no posi- 
tion gives relief, and any handling of the organ may induce syncope. 

Chief Signs. See page 634. 

Torsion of the Cord. Characteristics. The testicle is exquisitely tender. 

Chief Signs. See page 634. 

Trauma. Characteristics. A noninflammatory orchitis often follows contusions of 
the testicle. The organ is extremely sore. 

Chief Signs. See page 634. 
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Tuberculosis of the Epididymis. Characteristics. The epididymal lesion is almost 
always tender, rarely painful. In an early case the occurrence of one or more nodules 
in the epididymis, which are painful on pressure and which have not resulted from 
a preceding acute epididymo-orchitis, is suggestive of a tuberculous focus. 

Chief Signs. See page 635. 

Less Common Causes. Abscess of the testicle. 


LOSS OF TESTICULAR SENSATION 


Malignant Tumor of the Testicle. Characteristics. Testicular sensation is lost. 

Chief Signs. See page 635. 

Syphilis of the Testicle. Characteristics. Not only is the testicle painless, but it 
actually loses its testicular sensation. Indeed, the opposite apparently healthy organ 
is often equally insensitive, thereby evincing unsuspected implication in the disease. 

Chief Signs. See below. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. There is in many cases a 
remarkable deficiency or even complete absence of deep tenderness in such organs 
as the testis, tongue, larynx, or mammae. 

Chief Signs. See page 519. 


SWELLINGS OF THE TESTICLE 
(Testis and Epididymis ) 


Hydrocele often accompanies affections of the testicle, and it may be necessary 
to aspirate to determine the condition of the testis and epididymis. 

Acute Epididymitis. Characteristics. A tender thickening of all the tissues and 
swelling of the globus, usually unilateral, is felt as a vertical enlargement posterior 
to the testis. 

Chief Signs. Acute onset; pain and tenderness along the posterior part of the 
scrotum, cord, and vas which may extend to the back; walking in a stooping posture 
with the legs apart; swollen vas; edema of the scrotum; may be urethral discharge 
containing gonococci, or the presence of posterior urethritis, prostatitis, cystitis, or 
history of recent prostatic surgery. 

Orchitis (Inflammatory or Metastatic). Characteristics. There is a moderate swell- 
ing with retention of the form of the testis. 

Chief Signs. See page 634. 

Epididymo-orchitis. Characteristics. Both epididymis and testis are swollen. 

Chief Signs. See page 634. 

Tuberculosis of the Testicle. Characteristics. One testicle is larger than the other. 
It is somewhat enlarged throughout, with large hard nodules at one end or the other 
of the epididymis or throughout its length. There may be lumps in the testis itself. 
They are tender but not painful unless acute. | 

Chief Signs. Onset usually chronic in young men; enlarged hard, knotty vas 
deferens; may be nodules in the seminal vesicles and prostate; later adherent skin 
and fistula discharging thick, cheesy material; may be hydrocele; tubercle bacilli in 
the urine, prostatic secretion, or the pus; may be tuberculosis elsewhere. 

Syphilis of the Testicle. Characteristics. One or both testicles grow slowly and pain- 
lessly, not attaining very great size. The testicle is wooden in hardness. The testis is 
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either generally involved, evenly and densely hard, or else it is of uneven hardness 
with projecting small gummas. The epididymis may be hard also with a sharp “clam 
shell” edge to the globus minor. The cord is not enlarged. 

Chief Signs. History or evidence of syphilis (second or third stage); chronicity; 
moderate hydrocele; anesthesia of the testis; never suppuration, but may be ulcera- 
tion with hernia; therapeutic test; positive serology. 

Malignant Tumor of the Testicle (Seminoma; Teratocarcinoma; Embryonal Car- 
cinoma, Including Chorio-epithelioma; Teratoma). Characteristics. There is either a 
painless, uniform swelling which is evenly elastic or a nodular swelling which is only 
elastic in places. It fluctuates when there are large cysts or a flaccid hydrocele. It may 
reach a large size. 

Chief Signs. Middle life; rapid course; depreciation of the general health; enlarge- 
ment of the scrotal veins; enlargement of the iliac and lumbar nodes; later, invasion 
of the scrotal tissues and inguinal nodes (fungus) ; anesthesia of the testis. 

Cysts of the Epididymis (Spermatocele; Encysted Hydrocele of the Testicle). 
Characteristics. Irregular, painless, slow-growing fluid tumors are present, situated 
between the epididymis and the testicle; the cysts are heart-shaped and their walls 
usually thin and tense. 

Chief Signs. Circumscribed translucency; may be aching pain in the testicle, groin, 
or lumbar region; aspiration of a milky fluid full of spermatozoa. 

Less Common Causes. New growth of the epididymis; leprosy; Malta fever; lympho- 
granuloma inguinale; polyorchism (usually left side); blast injury (traumatic epidid- 
ymo-orchitis ); dengue fever (orchitis); brucellosis (epididymo-orchitis ) ; testicular 
abscess (secondary to orchitis of hematogenous origin); periorchitis; torsion of hy- 
datid of Morgagni; erotic epididymitis; chronic epididymitis; actinomycosis of the 
testicle. 


ATROPHY OF THE TESTICLE 


Atrophy may normally occur in the senium. It may be a sequel of operation or 
injury in the region of the spermatic cord. When one testicle is smaller than the 
other, it is necessary to decide whether one is hypertrophied or the other atrophied. 

Orchitis. Characteristics. Atrophy commonly follows orchitis, especially in mumps, 
and occurs after traumatic orchitis due to contusions or wounds. 

Chief Signs. See page 634. 

Varicocele. Characteristics. In severe cases the testis on the side of the varicocele, 
usually the left, may gradually atrophy due to interference with its circulation. 

Chief Signs. Dilatation and elongation of the cord veins which feel like worms in 
the scrotum; loose, flabby scrotum; sensation of weight or dragging pain in the 
scrotum. 

Cryptorchism. Characteristics. Imperfectly descended and displaced testicles are 
almost always small. 

Chief Signs. Absence of the testicle from the scrotum and presence in an abnormal 
position from birth; recurrent attacks of pain. 

Compression of the Spermatic Cord or Testicle. Characteristics. Atrophy of one 
testicle may follow compression of the cord by a scrotal hernia, spermatocele, or ill- 
fitting truss and by compression of the testicle by a hydrocele, hematocele, or elephan- 
tiasis. 
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Infantilism. Characteristics. The testicles do not develop fully but remain small 
in size. 

Chief Signs. Failure of appearance of the primary and secondary sexual character- 
istics, with retention of the mental and bodily conditions of childhood; obesity 
(Frohlich type). 

Eunuchoidism (Hypogenitalism). Characteristics. Atrophy is bilateral. The con- 
dition is produced by twisting the cords, thus inducing a traumatic orchitis. 

Chief Signs. Increased height; defective development of the secondary sexual 
characteristics; skin delicate and wrinkled; striking diminution in the size of the 
testicle, scrotum, and penis. 

Less Common Causes. Injury to the brain or spinal cord; exposure to X-rays; re- 
current torsion of the spermatic cord; post-thrombophlebitis of the pampiniform 
plexus; following epididymo-orchitis (hematogenous ); sequel of abscess of the testis 
or severe epididymitis. 


SWELLINGS OF THE SCROTUM 


Vaginal Hydrocele (Symptomatic and Idiopathic). Characteristics. A tense, pear- 
shaped, fluctuating swelling of the scrotum is present, which grows from below up- 
ward. It is usually situated in front of the testicles, but may lie behind or envelop the 
organ. It is flat on percussion, has no impulse on coughing unless it extends into the 
inguinal canal, and is translucent. 

Chief Signs. Onset often acute if symptomatic (caused by disease of the testis or 
epididymis); onset chronic if idiopathic; painlessness; aspiration of straw-colored 
fluid. 

Congenital Hydrocele. Characteristics. This form is clinically similar to the above, 
but reducible. When the fluid is forced back into the abdomen the scrotum fills from 
below. 

Chief Signs. Occurrence in infancy. 

Infantile Hydrocele. Characteristics. This is also clinically similar to vaginal hydro- 
cele. It is not reducible but extends up to the inguinal canal. 

Chief Signs. Occurrence in infancy. 

Encysted Hydrocele of the Cord. Characteristics. The character is that of vaginal 
hydrocele but the cyst is situated above the testicle and about the vas. Sometimes it 
may be reduced into the inguinal canal, but never into the abdomen. It may rarely 
be due to the accumulation of fluid in an old hernial sac. A similar condition may 
occur in females in the canal of Nuck (hydrocele of the round ligament). 

Chief Signs. Occurrence usually in children. 

Multilocular or Diffuse Hydrocele of the Cord. Characteristics. There is a smooth, 
rounded, translucent, and baggy enlargement of the cord from the testis to the in- 
guinal canal. It may be partly reducible and give a slight impulse on coughing. 

Cysts of the Epididymis (Spermatoceles). Characteristics. Irregular, painless, 
slow-growing fluid tumors are present, situated between the epididymis and the 
testicle; the cysts are heart-shaped, and their walls thin and tense. 

Chief Signs. See page 637. 

Hematocele. Characteristics. The signs are those of hydrocele of the vaginal sac, 
cord, or testicle, except that the swelling is doughy or solid, not translucent, and 
there may be ecchymosis of the skin. 
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Chief Signs. History of injury or operation (sometimes spontaneous); incision in 
some cases, revealing clot. 

Edema of the Scrotum. Characteristics. The scrotum is enlarged and edematous 
without the signs of hydrocele. 

Chief Signs. Presence of a general edema and heart or kidney disease. 

Scrotal Hernia. Characteristics. The scrotum is large, containing omentum and 
intestines. The swelling comes down from above, gives an impulse on coughing, 
is usually reducible, is dull or resonant on percussion, is doughy to the feel, and is 
not translucent. Gurgling sounds may be heard during reduction. 

Elephantiasis (Lymph Scrotum). Characteristics. The scrotum may be very large 
and pendulous from thickening of the skin and subcutaneous tissues. The skin may 
be inflamed and brawny. The penis may be buried. The skin is coarse and corrugated. 

Chief Signs. Occurrence in the tropics; recurring attacks of dermatitis, edema, and 
fever; presence of the Wuchereria bancrofti in the blood at night; may follow extirpa- 
tion of the inguinal nodes or inguinal adenitis. 

Torsion of the Cord. Characteristics. The scrotum and groin swell rapidly. 

Chief Signs. Sudden pain and swelling usually following an injury; tenderness; 
chill, vomiting, faintness; subsidence of the systemic disturbance after the first shock; 
may be gangrene of the testicle. 

Less Common Causes. Periurethral abscess; scrotal abscess from wound; insect 
bites; chancre of the scrotum; condyloma; sebaceous cyst; emphysema; erysipelas; 
chylocele; hydatid; extravasation of urine; necrosis of the pubic bone; varicocele; 
chronic inguinal adenitis; fibroma of the scrotum; gumma of the scrotum; gangrene of 
the scrotum; neurofibromas; secondary hydrocele (pyogenic, tuberculous, syphilitic, 
neoplastic, mumps, operative, thrombophlebitis of the pampiniform plexus, etc.). 


ULCERS OF THE SCROTUM 


Tuberculosis of the Epididymis. Characteristics. If the tuberculous nodule pro- 
gresses rather than undergoes cure, the scrotal skin becomes adherent, thinned, and 
finally perforated, leaving a shallow ulcer with thin, undermined edges, and dis- 
charging thin pus. 

Chief Signs. See page 635. 

Syphilis of the Testicle. Characteristics. The gumma if untreated may soften and 
ulcerate through the scrotal skin in a manner similar to tuberculous disease, leaving 
a clearly defined ulcerated area with sharply cut margins, and a wash-leatherlike 
base. The gummatous granulation tissue may fungate through the scrotal aperture, 
forming a yellowish necrotic mass. 

Chief Signs. See page 636. 

Abscess of the Testicle. Characteristics. The scrotal tunic may become inflamed 
and adherent, while softening occurs later, leaving an ulcer and a sinus discharg- 
ing pus. 

Chief Signs. Presence of urethral disease, a specific fever, torsion of the testis; 
acute pain commencing in the testicle, with rapid and extremely tender swelling of 
the organ, followed by abscess formation. 

Urinary Fistula. Characteristics. An abscess may form and open through the 
scrotal skin from a periurethral abscess accompanying an acute urethritis or formed 
by septic infection behind a urethral stricture. A small amount of urine may leak 
through the opening during micturition. 
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Chief Signs. History and symptoms of acute urethritis or stricture; evidence of an 
abscess, usually with multiple fistula formation. 

Chancre. Characteristics. The sore has raised edges and a rolled appearance but 
only slight induration when occurring here. It does not heal under ordinary antiseptic 
treatment. 

Chief Signs. Discrete enlargement of the inguinal nodes; appearance of secondary 
symptoms five or six weeks after development; darkfield examination (spirochetes) ; 
serology (may or may not be positive). 

Epithelioma of the Scrotum (Chimney-Sweeps’ Cancer). Characteristics. The dis- 
ease begins as one or more small, soft warts or tubercles, usually at the lower fore- 
part of the scrotum. These remain unchanged for a time, but finally indurate slightly, 
become excoriated, scab over, and ulcerate, the ulcer extending backward and 
destroying, with more or less rapidity, the whole scrotum. The ulcer has hardened, 
irregular, everted, knotty borders, and a hard, uneven, unhealthy-looking base. Ex- 
ceptionally the warty growth develops into a large cauliflowerlike mass. 

Chief Signs. Chronicity; inguinal nodes involved late; biopsy. 

Less Common Causes. Suppurating cysts; mucous tubercles; gangrene of the 
scrotum. 


ANOMALIES OF THE EXTERNAL GENITALIA 


Atresia of the Urethra. Characteristics. Atresia is commonest at the meatus, but 
may occur at any part of the canal. The entire urethra may be replaced by a fibrous 
cord. 

Chief Signs. Occurrence from birth; difficult micturition; may be patent urachus. 

Congenital Stricture of the Urethra. Characteristics. This is common and usually 
located at the meatus (narrow meatus ). 

Chief Signs. Occurrence from birth; difficult micturition. 

Exstrophy of the Bladder (Ectopia Vesicae). Characteristics. The lower abdom- 
inal wall and front of the bladder are absent; the pubic bones are separated, their 
ends being united by a strong fibrous band. The posterior wall of the bladder, 
pressed out by the intestines, forms a mottled red, tomatolike tumor, occupying the 
position of the symphysis pubis. The penis is rudimentary and affected by complete 
epispadias. 

Epispadias. Characteristics. This is a congenital deformity in which the urethra 
opens on the dorsum of the penis. Complete epispadias is always associated with 
extroversion of the bladder (see above). 

Chief Signs. Incontinence of urine; functional derangement of erection and emis- 
sion. 

Hypospadias. Characteristics. The urethral canal terminates in the lower wall of 
the urethra, either at the glans (balanitic hypospadias), at the penoscrotal angle 
(penile hypospadias), or in the perineum (perineal hypospadias), in the latter the 
scrotum being cleft and the penis rudimentary. The penis is usually curved down- 
ward and may ibe adherent to the scrotum. 

Chief Signs. Imperfect erection; dribbling at the end of urination; impotence from 
inability to throw the semen into the vagina. 

Phimosis. Characteristics. The orifice of the prepuce is so small that the glans penis 
cannot be uncovered. The orifice may even be absent. The foreskin may be redundant. 

Chief Signs. Difficult micturition; irritation. 
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Paraphimosis. Characteristics. The prepuce is retracted behind the corona and 
cannot be replaced. 

Chief Signs. Glans penis swollen and livid; the prepuce tense, shining, edematous, 
and behind the corona, with a deep sulcus above. 

Cryptorchism (Undescended Testicle). Characteristics. There is absence of one 
or both testicles from the scrotum and their presence elsewhere. The testis may be 
retained inside the abdomen or arrested in the inguinal canal or just under the pubic 
bone. Ectopia testis is a condition in which the testis has lodged at some point out of 
its normal course (the perineum, the saphenous opening, the opposite side of the 
scrotum, at the base of the penis). The testis is sometimes inverted, turned upside 
down in the scrotum, or rotated. The retained testicle is apt to be small and its sper- 
matogenic function impaired proportionate to the pressure to which it is subjected. 

Chief Signs. May be pain; may be hernia or hydrocele; may be torsion of the cord; 
may be attacks of inflammation; proneness to cystic or malignant degeneration; 
sterility (when both are retained). 

Less Common Causes. Absent urethra; dilatation and diverticula of the urethra; 
abnormal position of the meatus; double urethra; termination of the ejaculatory 
ducts in a separate canal; termination of the urethra in the groin; double penis; ab- 
sence of the penis; apparent absence of the penis (buried beneath the integument of 
the abdomen, thigh, or scrotum); hermaphroditism; bifid prepuce; absence of the 
prepuce; pseudohermaphroditism (failure of union of the lateral halves of the scro- 
tum); polyorchism; anorchism; synorchism; megalopenis; micropenis; adherent pe- 
nis; congenital incurvation of the penis; cleft penis; preputial cyst; congenital phimo- 
sis; congenital urethral band. 
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(See also Ulcers of the Penis, page 631; and Ulcers of the Scrotum, page 639.) 


Condylomata Acuminata (Venereal Warts; Papillomas). Characteristics. Multiple, 
pedunculated or flat, highly vascular, papillary overgrowths occur on the penis, usu- 
ally just behind the corona glandis, but are also encountered anywhere within the 
cavity of the prepuce. They are found also upon the scrotum. When numerous they 
are bathed in a fetid, puriform secretion. 

Chief Signs. Presence of an irritating discharge, or uncleanliness. 

Condylomata Lata. Characteristics. Flat vegetating outgrowths may occur on the 
foreskin or elsewhere about the genitalia and anus. They have an eroded, irregular, 
red surface with a foul secretion. 

Chief Signs. Evidence of syphilis; darkfield examination (spirochetes). 

Mucous Patches (Erosive Secondary Syphilids). Characteristics. Superficial ero- 
sions may occur upon the foreskin. The deeper layers may be freely exposed and 
there may be an exudation. 

Chief Signs. Evidence of syphilis; darkfield examination (spirochetes). 

Sebaceous Cysts. Characteristics. These may occur in the prepuce and on the 
scrotum (particularly on the raphe). They shine whitely through the distended skin 
to which they are attached at one point, and when opened they exude a cheesy 
material. 

Gumma. Characteristics. A small gummatous deposit may occur in the glans, on 
the prepuce, and rarely in the urethra and corpora cavernosa. 
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Chief Signs. History of syphilis; positive serology; therapeutic test. 

Scabies (The Itch). Characteristics. Papules, crusted and confluent lesions, occur 
on the glans or skin of the penis, closely resembling the venereal sores. Typical bur- 
rows may be found. 

Chief Signs. Intense itching; similar lesions in typical situations (fingers, wrists, 
axillae, lower abdomen, anal region). 

Eczema. Characteristics. The erythematous variety is the form usually occurring 
on the scrotum. It may involve the penis, perineum, and thigh. It has a red, scaly or 
crusted, fissured appearance, and may itch intensely. 

Intertrigo. Characteristics. There is an irritating erythema in the folds between 
the scrotum and the thighs. The surface may be moist and macerated. 

Erythrasma. Characteristics. In men with delicate skin, especially in summer, 
there is often a slightly brown discoloration of the scrotum and thigh, where the two 
surfaces lie habitually in contact. It sometimes gives rise to mild local erythema and 
considerable itching. 

Chief Signs. Presence of the Nocardia minutissima in the scrapings. 

Eczema Marginatum (Tinea Cruris). Characteristics. One or more, small, round 
patches, red, elevated, and itchy, occur just where the scrotum habitually lies in 
contact with the thighs. It spreads circumferentially, healing in the center. The bor- 
der is sharply defined, and the eruption is composed of papules, vesicles, excoria- 
tions, and crusts. 

Chief Signs. Chronicity; tendency to relapse; presence of the trichophyton among 
the scales. 

Pediculosis Pubis (Crab Lice). Characteristics. The ova, or nits, are found upon 
the hair shafts of the pubis and scrotum. The crab louse may be found. 

Chief Signs. Itching; presence of scratch marks and abrasions. 

Lichenification (Neurodermite). Characteristics. The skin of the scrotum be- 
comes darker in color and thickened, the normal lines being increased, resulting in 
flat, irregular papules, some of which have a faceted appearance. 

Chief Signs. Occurrence in neurotic individuals; intense itching, worse at night; 
chronicity. 

Acanthosis Nigricans. Characteristics. Coalescent warty growths occur in the 
genitocrural folds, of a grayish yellow to almost black color. Superficial furrows are 
present. 

Chief Signs. Presence of abdominal carcinoma (in adults); presence of similar 
lesions on the neck and other flexures and in the mouth; may be dystrophic nail 
changes and alopecia. 

Less Common Causes. Lichen planus; herpes zoster; lupus vulgaris; leprosy; 
urticaria; dermatitis venenata; chiggers; erysipelas. 
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SYMPTOMS PAGE 
Leukorrhea (White Vaginal Discharge) . : : : : : . 643 
Uterine Bleeding (Menorrhagia and Metrorrhagia) . : ‘ ‘ . 645 
Dysmenorrhea (Painful Menstruation) . , : , : ; O49 
Amenorrhea (Including Cryptomenorrhea or Pseudoamenorrhea| : end 
Malformations of the External Genitalia é : : : . >» 651 
Swellings of the Vulva . : ; 5 ; ; : ; ; SEY 
Ulcers of the Vulva ‘ , , ; : : : ‘ ; 25053 
Skin Affections of the Vulva . . ; : , ‘ ; : . 654 
Pruritus Vulvae_ . ; ‘ ‘ ; ‘ : : : ; soso 
Abnormalities Noted by Digital and Bimanual Palpation . : ; EE 
Abnormalities Noted by Speculum Examination ; : : : . 660 
Dyspareunia ; ‘ ‘ : ‘ é ; 5 : : . 663 


See also, Painful or Difficult Urination, page 945; Blood in the Urine, page 948, 
Enuresis, page 953; Pain in the Iliac and Inguinal Regions, page 530; and Pain in 
the Hypogastrium and Pelvis, page 536. 

For Sterility in the Female, see page 917, and Impotence, page 822. 


LEUKORRHEA 
(White Vaginal Discharge ) 


Many constitutional conditions give rise to what might be termed a constitutional 
(non-inflammatory ) leukorrhea which is characterized by the presence of a slight or 
at times abundant whitish gray mucoid or serous vaginal secretion. The chief causes 
are amenorrhea, anemia, masturbation, excessive libido, debility, heart disease, tu- 
berculosis, Hodgkin’s disease, scrofula, gout, rheumatism. This type of leukorrhea 
(functional leukorrhea) is usually mild. In every case, however, some local condi- 
tion should be searched for. 

Nonspecific Vaginitis Including Senile Vaginitis (Colpitis). Characteristics. A 
moderately purulent vaginal discharge is seen, frequently associated with complaints 
of pruritus and burning. In the senile variety there may be small amounts of blood in 
the vaginal secretion. 

Chief Signs. Presence of an etiologic factor wherein there is deficiency of estrogenic 
hormone or some other factor which reduces the defense powers of the vagina and 
increases its susceptibility to inflammation (childhood, senility, castration, endocrine 
disorders, anemia, cachexia, etc.); bacterial flora of cocci with decreased Doderlein 
bacilli; change in vaginal pH toward alkaline; reddened, swollen, granular vaginal 
mucous membrane (granular colpitis ); thinning and flattening of papillae with easy 
bleeding (senile vaginitis); often accompanying vaginal or vulval pruritus and burn- 
ing with pain on gynecologic examination. 

Acute Nonspecific Cervicitis. Characteristics. A persistent mucopurulent discharge 
is seen coming from the cervix. 

Chief Signs. Presence of an etiologic factor (foreign body in the vagina or cervical 
canal itself, e.g., intra-uterine pessaries, inflammatory diseases of the vagina, cervical 
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tears with erosion of the cervical mucosa, improper medical treatment) ; gynecologic 
examination; negative smear and culture for N. gonorrhoeae. 

Chronic Nonspecific Cervicitis. Characteristics. Leukorrheal discharge is often pres- 
ent and is frequently associated with slight irregular bleeding. 

Chief Signs. Presence of an etiologic factor as in acute nonspecific cervicitis (see 
above); often presence of cervical erosion, laceration, ectropion, or polpys; backache; 
may be urgency to urinate; distended cervical canal as a rule, but there may be stric- 
ture or even occlusion if improper treatment has been employed (caustic chemicals, 
electrocautery, radium, or inadequate conization) ; negative smear for Neisseria gon- 
orrhoeae. 

Gonorrhea (Acute Endocervicitis; Acute Urethritis; Acute Vulvitis; Acute Vagini- 
tis). Characteristics. A persistent mucopurulent discharge is seen coming from the 
cervix, urethra, or vulvovaginal glands. Such a discharge is usually of gonorrheal ori- 
gin. 

Chief Signs. History of infection; redness and soreness (vulvitis); gonorrheal 
macules about the mouths of Bartholin’s ducts and about the vestibule near the para- 
urethral glands; frequent and painful urination (urethritis); speculum examination, 
showing stringy pus coming from the cervix if involved; vaginal walls rough, red, and 
tender (vaginitis ) ; demonstration of the gonococci in smears. 

Acute Endometritis (Gonorrheal and Septic). Characteristics. A purulent or san- 
guinopurulent, at times foul-smelling discharge escapes from the cervix. 

Chief Signs. History of labor, abortion, instrumentation, or exposure to gonorrhea; 
chills and fever (low grade in gonococcal infection but high and intermittent in septic 
infection) ; dull pains above the symphysis pubis with cramping pain in the right and 
left lower abdominal quadrants; pain on pressure on or movement of the uterus; pas- 
sage of blood clots if the uterus is not completely emptied; speculum examination, re- 
vealing a free purulent or sanguinopurulent discharge coming from the uterus. 

Prolapse of the Uterus. Characteristics. A nonirritating, whitish or whitish yellow 
discharge may be present. 

Chief Signs. See page 648. 

Carcinoma of the Uterus (Cervix or Fundus). Characteristics. Leukorrhea is an 
early symptom, the discharge is at first serous and watery, odorless, frequently 
streaked with blood, and often very profuse; after ulceration begins it becomes muco- 
purulent, putrid, and mixed with blood or tissue fragments. The discharge may cause 
vulvar excoriations or pruritus. 

Chief Signs. See page 646. 

Cervical Polyp. Characteristics. Leukorrhea may occur and remain a simple leu- 
korrhea unless infection occurs, when it becomes profuse, purulent, and offensive. 
(See also Chronic Nonspecific Cervicitis above. ) 

Chief Signs. See page 649. 

Uterine Fibroids. Characteristics. Leukorrhea may occur and is generally serous 
and profuse (hydrorrhea); sometimes it may be mixed with blood or become puru- 
lent, especially in sloughing fibroids. 

Chief Signs. See page 646. 

Salpingitis. Characteristics. As the acute process subsides there is always a muco- 
purulent leukorrhea. 

Chief Signs. See page 658. 

Laceration of the Cervix. Characteristics. There is usually a vaginal discharge due 
to the cervicitis. (See also Chronic Nonspecific Cervicitis above. ) 
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Chief Signs. History of labor; menstrual disturbances (pain and prolongation) ; 
may be sterility or abortion; notch in the cervix felt on vaginal examination; speculum 
examination, revealing the tear, eversion and erosion of the mucous membrane, en- 
largement, and a cystic condition. 

Chronic Endometritis (Tuberculous Endometritis; Postabortal Endometritis; 
Reactive Endometritis; Senile Endometritis). Characteristics. Chronic endometritis 
of the senile variety with senile pyometra is characterized by a foul-smelling discharge 
which usually ceases with occlusion of the internal os. The other varieties of chronic 
endometritis are frequently associated with a bloody or sanguinopurulent type of dis- 
charge, with the exception of the tuberculous variety, in which discharge or bleeding 
occurs in the minority of cases. 

Chief Signs. Age of the patient or history of previous abortion, intra-uterine foreign 
body, instrumentation, or rarely acute endometritis; painful, irregular, prolonged 
menstruation; headache and weight in the pelvis; enlarged uterus; speculum examina- 
tion revealing the discharge coming from the uterus (more than can be accounted for 
by the condition of the cervix) ; curettage. 

Ulcers of the Vulva. Characteristics. There is usually a discharge, either thin and 
watery, purulent, or sanguinopurulent, depending on the kind of ulcer. 

For causes see page 653. 

Ulcers of the Vagina. Characteristics. There is more or less discharge of a watery 
or purulent nature. 

Chief Signs. See page 660. 

Ulcers of the Cervix. Characteristics. The most prominent symptom is a vaginal 
discharge, which is sometimes streaked with blood. 

Chief Signs. See page 661. 

Mycotic Vulvovaginitis. Characteristics. Vaginal discharge containing small flakes 
of thrushlike material is often present. 

Chief Signs. White to grayish white deposits on an erythematous base are seen in 
the vagina; vaginal pruritus and burning; acid vaginal secretion; demonstration of 
the fungus (Candida albicans) by smear and/or culture. 

Trichomonas Vaginitis. Characteristics. The vaginal discharge is profuse and 
creamy, yellowish, or at times even brownish. 

Chief Signs. Redness and pain in the vagina with moderate itching and burning; 
identification of the organism. 

Less Common Causes. Pelvic peritonitis; chorio-epithelioma (early offensive wa- 
tery leukorrhea ) ; uterine tumors incarcerated in the pelvis; subinvolution of the uterus; 
hyperinvolution of the uterus; sexual excesses; masturbation; sarcoma of the uterus; 
intestinal worms (in children); foreign body in the vagina; gonorrheal vulvo- 
vaginitis (in children); postoperative vaginal surgery (purulent, often foul-smelling 
discharge ); urinary and genital fistula; hydrosalpinx (intermittent gushes of clear se- 
cretion); vaginal granuloma; vaginal and uterine diphtheria; exfoliative vaginitis; 
inclusion disease of the female genitalia; genital bilharziasis (schistosomiasis ) ; oxy- 


urus vaginitis. 
UTERINE BLEEDING 
(Menorrhagia and Metrorrhagia ) 


Menorrhagia is excessive menstruation, either an increased amount or a prolonged 
flow, without intermenstrual bleeding. If clotting is considerable the case is to be re- 
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garded as menorrhagia. The amount of bleeding normally varies in different indi- 
viduals, being greatest in a robust, full-blooded matron and smallest in a delicate, 
poorly nourished unmarried woman. Menorrhagia during the first decade following 
puberty is not uncommon and it may be severe and intractable. Excessive or abnor- 
mal coitus is said to be a cause of menorrhagia. 

Metrorrhagia applies to uterine bleeding that occurs independently of menstrua- 
tion and ovulation, and is always pathologic. 

Many general conditions may cause irregular bleeding from the uterus, among 
which are anemia, thrombocytopenia, leukemia, certain acute infectious diseases, 
emotional disturbances, gout, scurvy, malaria, diseases of the heart, lungs, and liver. 

Abortion and Premature Labor (Miscarriage). Characteristics. Abortions are a 
frequent cause of uterine bleeding. Premonitory bleeding may persist for weeks or be 
promptly followed by expulsion of the ovum. When abortion becomes imminent the 
hemorrhage is usually quite profuse and accompanied by cramplike pains. If the 
abortion is incomplete the hemorrhage usually persists until the retained structures 
are expelled or removed. 

Chief Signs. History of pregnancy; history of interference in artificially induced 
cases; pain accompanied by the passage of blood, clots, placental or fetal tissues; di- 
rect examination (soft and patulous cervix, enlarged uterus). 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. Menstrual hem- 
orrhage is common in submucous growths; it usually increases the amount and dura- 
tion of the menstrual flow (menorrhagia), and in some cases it eventually occurs also 
between the periods. As a rule, exertion, intercourse, and emotions increase the hem- 
orrhage. A fibroid polyp is generally accompanied by constant bleeding and also an in- 
crease in quantity of the menstrual flow. 

Chief Signs. Leukorrhea, dysmenorrhea, pelvic pain, vesical and rectal symptoms 
from pressure; sterility or abortion; anemia; digestive disturbances; bimanual exami- 
nation (enlarged uterus with an inseparable smooth, hard tumor). 

Chronic Endometritis. Characteristics. Bleeding is rare, but menorrhagia or met- 
rorrhagia may occur as later symptoms; usually there is a seropurulent leukorrheal 
discharge which may become at times serosanguinous or serosanguinopurulent. 

Chief Signs. See page 645. 

Carcinoma of the Uterus (Cervix or Fundus). Characteristics. This is an early sus- 
picious symptom; it usually begins as a show of blood following coitus, strain, or ex- 
ercise. The vaginal secretions may be streaked with blood or the linen stained. Later 
the menstrual flow may become profuse and irregular bleedings occur, increasing in 
amount and duration until they become more or less continuous. If the patient has 
passed the menopause, bleeding is taken for the return of menstruation. In some 
cases there may be only an increase in the duration and quantity of the menstrual flow. 
The discharge is foul smelling. 

Chief Signs. Age usually from 30 to 60 years; discharge at first watery and irritat- 
ing, later blood-tinged; examination by palpation and inspection; microscopic exami- 
nation of the scrapings or tissue. 

Bleeding Provoked by Estrogen Medication. Characteristics. Uterine bleeding may 
be produced by means of large or even small doses of estrogens with or without com- 
plementary progesterone administration. \ 

Chief Signs. History of the use of estrogens; subsidence of bleeding with discon- 
tinuation of medication; elimination of corpus carcinoma in postmenopausal patients 
(vaginal smear, hysterography, curettage ), 
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Ectopic Pregnancy. Characteristics. Of special significance is a history of a post- 
poned, skipped, prolonged, or anomalous menstruation which is followed by metror- 
rhagia, irregular in occurrence and in amount. Bleeding is especially observed at the 
time of a painful paroxysm, which bleeding may be more or less profuse, or be only 
a persistent spotting of a reddish brown discharge, mixed with mucus which does not 
clot. 

Chief Signs. History of previous period of sterility; short period of amenorrhea with 
other symptoms of early pregnancy (nausea, sore breasts); sudden knifelike pains in 
the pelvis with soreness and discomfort in the lower abdomen; soft cervix; displaced 
uterus; palpable cul-de-sac mass; symptoms of acute internal hemorrhage when rup- 
ture occurs (pallor, tachycardia, low pressure, sweats). 

Menopause. Characteristics. Uterine hemorrhage may be frequently prolonged or 
excessive, but it is to be remembered that menorrhagia or metrorrhagia at the meno- 
pause is to be looked upon with suspicion and special investigations made to exclude 
cancer, fibroid, polyp, etc. 

Chief Signs. Age between 40 and 50 usually; faintness; amenorrhea; vasomotor 
flushes; vertigo; perspiration; palpitation of the heart; nervous phenomena. 

Placenta Praevia. Characteristics. The most characteristic symptom is painless 
bleeding occurring usually after the seventh month, coming on without warning, often 
during sleep, and ordinarily ceasing spontaneously to recur, though it is sometimes 
continuous. The bleeding may not begin until labor sets in, when it varies from slight 
to severe and even fatal hemorrhage, depending on the type. 

Chief Signs. Presence of pregnancy; usually a soft, succulent cervix with a patulous 
canal admitting the finger; presence of spongelike or soggy thick tissue between the 
finger and the presenting part of the fetus. 

Endometriosis. Characteristics. Abnormal bleeding may be the only symptom of 
extra-uterine (external) endometriosis. Excessive or prolonged menstruation is more 
common than intermenstrual bleeding. In adenomyosis (internal endometriosis) pro- 
longed and profuse menstruation which does not respond to therapy is common. 

Chief Signs. See page 659. 

Inversion of the Uterus. Characteristics. Chronic forms of inversion cause persist- 
ent and at times severe hemorrhage. Acute inversion is accompanied by profuse 
hemorrhage and severe shock. 

Chief Signs. Acute inversion: sudden occurrence after forcible expulsion of the 
placenta, usually followed by shock, severe hypogastric pain, rectal and vesical tenes- 
mus; in chronic inversion may be few or no symptoms except metrorrhagia and vesi- 
cal irritability; vaginal exploration (large globular mass filling the vagina with a fun- 
nel-shaped depression at the upper part of the pelvis ). 

Retrodisplacement of the Uterus (Retroversion; Retroflexion). Characteristics. 
Prolonged menstruation or menorrhagia may occur, due to uterine congestion and 
hyperplasia of the endometrium associated with cystic ovaries. In many cases, how- 
ever, menstruation is normal. 

Chief Signs. Backache; feeling of weight or dragging in the pelvis; a sensation of 
fullness in the bowels; profuse white or whitish yellow leukorrhea; may be sterility; 
vaginal examination, revealing the displaced fundus and cervix. 

Salpingo-oophoritis. Characteristics. There is usually a shortening of the inter- 
menstrual periods with lengthening of the duration of the flow, which may last from 
a week to ten days or even longer. 
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Chief Signs. Mucopurulent leukorrhea; pelvic pain often intermittent or colicky; 
lumbar backache; dysuria; dyschesia; premenstrual and menstrual pain; sterility; de- 
bility; painful mass or masses on vaginal examination behind or at the side of the 
uterus. 

Subinvolution of the Uterus. Characteristics. Menorrhagia and metrorrhagia are 
commonly present. 

Chief Signs. History of recent confinement associated with infection; lumbosacral 
pain and bearing-down sensation in the pelvis; impairment of the general health, 
physical examination (relaxed pelvic floor, cervical laceration, symmetrically en- 
larged tender uterus, usually displaced). 

Chronic Oophoritis. Characteristics. With cystic oophoritis there may be menor- 
rhagia or metrorrhagia. 

Chief Signs. Pain in the ovarian region aggravated by standing or walking and dur- 
ing menstruation extending to the thigh; dyschesia; dysmenorrhea; dyspareunia; pain 
in the breasts; sterility; neurasthenic symptoms; enlargement and tenderness of the 
ovary on digital examination. 

Hyperestrinism. Characteristics. Menorrhagia and sometimes metrorrhagia is the 
outstanding manifestation and is due to lack of ovulation producing an excess of estro- 
genic hormone (estrin). 

Chief Signs. Enlarged uterus and cystic ovaries; hyperplastic “swiss cheese” endo- 
metrium; increase of urinary estrin; cornification of vaginal mucosa (scraping) ; low 
vaginal pH. 

Prolapse of the Uterus. Characteristics. Menorrhagia is frequently present. 

Chief Signs. Lumbosacral backache; feeling of weight or pressure in the pelvis; 
rectocele with rectal symptoms; cystocele with vesical irritability; leukorrhea; head- 
ache; digestive disturbances; neurasthenia; vaginal examination, best in the erect 
posture with straining, showing the amount of descent. 

Cervical Polyp. Characteristics. Menorrhagia and metrorrhagia are constant; some- 
times the bleeding is slight and may follow exertion, straining, or intercourse; in other 
cases it may be profuse and persistent. 

Chief Signs. See page 649. 

Laceration of the Cervix. Characteristics. There is usually an increased menstrual 
flow, due largely to the subinvolution and the endometritis. Bleeding may occur after 
coitus. 

Chief Signs. See page 644. 

Less Common Causes. Polypoid gland hypertrophy; ulcers of the vagina; ulcers of 
the cervix; arteriosclerosis of the uterine blood vessels; hyperthyroidism; hyperpitui- 
tarism; ovarian hyperactivity; functional congestion; foreign body in the uterus; sar- 
coma uteri; chorio-epithelioma; hydatidiform degeneration of the chorion; purpura; 
fecal impaction; pelvic tumors; tumor of the rectum; tumor of the bladder; varicocele; 
hematoma; tumors and cysts of the broad ligament; scurvy; tuberculosis of the uterus; 
ovarian tumors (granulosa-cell and theca-cell tumor; malignant papillary cyst; tera- 
toma and dermoid, especially with twisted pedicle); use of emmenagogues; lead 
poisoning; syphilis; parametritis (pelvic cellulitis); chronic metritis; rupture of the 
uterus; arteriosclerosis with hypertension; hypothyroidism; pelvic varicosities; follicle 
and corpus luteum cysts; prothrombin deficiency due to liver disease or vitamin K de- 
ficiency (cirrhosis of the liver, alcoholism, phosphorus poisoning, arsenic poisoning, 
acute yellow atrophy of the liver, etc. ) ; calcium deficiency; ovarian hypoactivity. 
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DYSMENORRHEA 


(Painful Menstruation) 


Painful menstruation may be primary (essential, intrinsic, idiopathic, functional), 
Wherein there is an absence of noteworthy pelvic lesions, or secondary (acquired, 
symptomatic), wherein the dysmenorrhea is explained by the presence of definite 
disease. 

The pain is usually crampy or colicky, continuous or intermittent, often associated 
with nausea, vomiting, backache, headache, urinary urgency, and emotional tension. 
It may precede the onset of flow or occur hours or one or two days after it has begun. 

Psychogenic Dysmenorrhea (Menstrual Colic, Essential Dysmenorrhea). Char- 
acteristics. There is more or less violent cramplike and colicky pain in the lower abdo- 
men, radiating to both sides, occasionally also to the thighs, which is often instituted 
by nausea and vomiting. The pain usually disappears at the onset of flow, less fre- 
quently before bleeding occurs, occasionally during the course of menstruation, and 
at times only after the cessation of flow. 

Chief Signs. Often a history of psychic trauma frequently correlated with the sexual 
sphere; may be an impression on the part of the patient that she has diseased genital 
organs or is sexually inferior; absence of demonstrable organic disease; neurasthenia; 
often relief by psychotherapy or favorable emotional events (happy marriage, birth 
of a child, etc. ). 

Salpingo-oophoritis. Characteristics. There is premenstrual and menstrual dull 
aching pain. 

Chief Signs. Leukorrhea; iliac tenderness and rigidity; intermenstrual pain, in- 
creased by standing or walking; dysuria; dyschesia; bimanual examination, revealing 
large, tender tube and ovary (unilateral or bilateral). 

Chocolate Cyst of the Ovary (Endometriosis). Characteristics. Shooting or knife- 
like pains occur at the menstrual period, becoming worse as the period progresses due 
to the increasing tension in these cysts as a result of bleeding. 

Chief Signs. Progressive monthly pelvic and rectal pain; backache; menorrhagia; 
nervousness; enlarged, tender, knobby ovary. 

Membranous Dysmenorrhea (Exfoliative Endometritis). Characteristics. The 
pain is at first aching and continuous, then colicky and spasmodic, and is relieved by 
the expulsion of the cast. 

Chief Signs. Expulsion of shreds or cast of the uterus at each menstrual period. 

Cervical Polyp. Characteristics. Pain may be present before and during menstrua- 
tion, and there may be cramplike pains at any time due to expulsive efforts of the 
uterus. 

Chief Signs. Occurrence usually after 40; leukorrhea; menorrhagia and metror- 
rhagia; sterility; vaginal examination, revealing the polyp protruding from the cervix 
or felt with the sound or finger. 

Submucous Fibroid of the Uterus. Characteristics. The pain is similar to that of 
polyps. 

Chief Signs. Menorrhagia; metrorrhagia; sterility; miscarriages; vaginal examina- 
tion, revealing a fibroid protruding from the cervix or felt with the sound or finger. 

Endocrine Imbalance. Characteristics. The symptoms are those of Psychogenic 
Dysmenorrhea (see above ). Since menstruation is the final phase of a cyclic process 
regulated by hormones, dysmenorrhea in the final analysis must be linked with endo- 
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crine activity, but this does not mean that it is the immediate result of endocrine im- 
balance. 

Chief Signs. See Psychogenic Dysmenorrhea, page 649. 

Pelvic Peritonitis. Characteristics. The pain is generally an exaggeration of that 
which is felt in the intermenstrual period, and is referred chiefly to the organs in- 
volved. It is situated mostly within the pelvis, in the back, hypogastric and inguinal 
regions, and at times it may shoot down the thighs. It may be dull, heavy, bearing 
down, or dragging, and is seldom as sharp and acute as in neuralgia. The pain usu- 
ally precedes the flow and gradually ceases after it is established. 

Chief Signs. Pain and tenderness in the lower part of the abdomen; rigidity of the 
overlying muscles; constipation; tympany; vomiting; vesical irritability; fever; bi- 
manual examination, revealing a gross pelvic lesion. 

Less Common Causes. Stricture of the cervix; pelvic tuberculosis; ovarian tumor; 
tumor of the broad ligament; inflammation of adjacent organs (bladder, rectum, ap- 
pendix ) ; functional pelvic congestion (due to constant standing, long walking, etc.) ; 
pelvic endometriosis; pelvic varicosities; chronic metritis; expulsion of clots; retro- 
displacement of the uterus (?); anteflexion of the uterus (?); inflammatory disease 
of the adnexa and parametria (congestive dysmenorrhea ) ; adenomyosis of the uterus; 
dysmenorrhea of neurogenic origin (?). 


AMENORRHEA 


(Including Cryptomenorrhea or Pseudoamenorrhea ) 


Absence or cessation of menstruation is physiologic during certain periods of a 
woman’s life, namely, before puberty, after the menopause, and during pregnancy, 
the puerperium, and the lactation period. Amenorrhea is either primary or secondary 
—primary when the menses have never appeared (normally about the age of 12 to 
14 years), secondary when they disappear after the flow has once been established. 
Amenorrhea (artificial menopause) follows double oophorectomy or hysterectomy 
and x-ray or radium therapy. In severe cachexia and anemia, especially in cancer and 
syphilis, amenorrhea may occur. Acute febrile diseases often temporarily check the 
menses on account of debility (typhoid, pneumonia, the exanthemas, diphtheria, 
rheumatic fever). Pregnancy is always to be considered first in every case of second- 
ary amenorrhea. If a virgin who has never menstruated by the age of 16 years pre- 
sents no local or general cause for primary amenorrhea, there may be said to be de- 
fective ovarian function. Amenorrhea is not a disease, but only asymptom. 

Congenital Malformations. Characteristics. Amenorrhea is apparent rather than 
real (pseudoamenorrhea), the individual who has never menstruated experiencing 
the same symptoms monthly as under normal circumstances but without the appear- 
ance of the flow, because while menstrual flow occurs, it is unable to escape because 
of obstruction of a part of the genital canal. 

Chief Signs. Discovery by inspection of the vulva, by recto-abdomiral bimanual 
palpation, and by abdominal palpation, of an imperforate vagina, imperforate hymen, 
absence of the vagina, imperforate cervix, or double uterus, with doughy distention 
of the vagina (hematocolpos), uterus (hematometra), fallopian tubes (hematosal- 
pinx). 


Endocrine Dysfunction (Primary Pituitary Failure; Primary Ovarian Failure). 
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Characteristics. Usually the patient has never menstruated, but occasionally scanty 
menstruation has occurred for a time and then ceased. 

Chief Signs. Pituitary cases: obesity; mental and physical sluggishness (often with 
alow B.M.R.); sterility; genital organs underdeveloped; atrophic endometrium; lack 
of vaginal cornification with high pH; deficient urinary estrin and prolan, Ovarian 
cases: normal build or tall stature; alertness (with a normal B.M.R.); normal genital 
organs; hypoplastic endometrium; some vaginal cornification and normal pH; low 
urinary prolan with slightly subnormal estrin. 

Hyperinvolution of the Uterus. Characteristics. Prolonged amenorrhea occurs due 
to atrophic changes in the uterus and ovaries. 

Chief Signs. History of preceding labor or abortion; profuse leukorrhea; lumbo- 
sacral backache; vertical headaches; neurasthenia; bimanual examination, revealing 
a hard, atrophic uterus and soft, atrophied, cyanotic cervix. 

Ectopic Pregnancy. Characteristics. A period of amenorrhea is frequently noted 
with other symptoms of early pregnancy. 

Chief Signs. See page 647. 

Less Common Causes. Diabetes; Addison’s disease; chronic alcoholism; anorexia 
nervosa; cretinism; myxedema; dementia praecox; congenital absence of the organs 
of generation (uterus, ovaries, vagina); infantile uterus; dystrophia adiposogenitalis 
(Frohlich’s syndrome); exophthalmic goiter; lead poisoning; leukemia; Hodgkin’s 
disease; morphinism, mercurialism; obesity; postoperative amenorrhea; double cystic 
oophoritis; cirrhosis of the liver (late stage); chronic nephritis (late stage); chronic 
heart disease (late stage); imbecility; double ovarian neoplasm; deficient ovarian 
activity; large ovarian cyst; arrhenoblastoma; chronic metritis; pituitary basophilism; 
chromophobe adenoma of the anterior lobe of the pituitary gland; pituitary cachexia 
(Simmonds’ disease); acromegaly; adrenocortical tumor; chronic pulmonary tuber- 
culosis; irradiation; excessive dosage of male hormone; psychogenic amenorrhea 
(fright, depression, imaginary pregnancy, hysteria); after severe hemorrhage; cli- 
matic change; malnutrition; precocious menopause; endometrial injury (too inten- 
sive curettage or deep cauterization) ; Sheehan’s disease; hermaphroditism; pseudo- 


hermaphroditism. 


MALFORMATIONS OF THE EXTERNAL GENITALIA 


Preputial Adhesions. Characteristics. The prominent end of the clitoris seems to 
be absent. The folds of the labia minora, which encircle the clitoris, are agglutinated 
so that the glans clitoris is partially or entirely hidden. Irritation from retained secre- 
tion may lead to the habit of masturbation. 

Labial Adhesions. Characteristics. The labia minora may be adherent partially 
or completely. 

Imperforate Hymen. Characteristics. There is no opening into the vagina and 
there has been no menstrual flow. There may or may not be some bulging of the 
hymen. 

Absence of the Vagina. Characteristics. Rarely all of the lower part of the fused 
Miillerian cords fails in canalization causing absence of the vagina. 

Double Vagina. Characteristics. This consists usually of a simple longitudinal 
septum dividing the vagina into two canals, extending the whole length of the vagina 
or only part way. One canal is usually much smaller than the other and placed to 


one side. 
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Less Common Causes. Double vulva; hymen biforis; hymen biseptus; cribriform 
hymen; hypospadias; epispadias; hermaphroditism. 


SWELLINGS OF THE VULVA 


Vulvitis. Characteristics. In acute forms the labia are swollen, hot, red, and pain- 
ful. In chronic forms there is less swelling. 

Chief Signs. Local signs of irritation and inflammation; smarting on urination; 
discharge profuse, mucopurulent, or fetid in acute forms, thinner and less profuse 
in chronic forms; excoriations; microscopical examination of the pus (may be gono- 
coccus ); urinalysis (sometimes glycosuria ). 

Acute Bartholinitis. Characteristics. In gonorrheal infection with a patent duct 
the gland presents a small tender nodule from which a small amount of pus may be 
expressed. The orifice of the duct is reddened and surrounded by a red halo. In the 
presence of secondary infection or in primary infection with the streptococcus or 
the colon bacillus the duct is obliterated, and thus pus collects rapidly and a pseudo- 
abscess is formed within the dilated duct producing tenderness, swelling, and red- 
ness of the labia majora, especially in the posterior third. 

Chief Signs. Expression of pus containing the gonococcus if the duct remains 
patent; evidence of acute inflammation (heat, redness, pain, fluctuation); history 
of rapid enlargement; regression with appropriate therapy or spontaneous evacua- 
tion. 

Chronic Bartholinitis. Characteristics. If the duct is patent the gland shows as a 
small nodule which is slightly tender and exudes purulent matter on pressure. If the 
duct is closed, there is a localized swelling the size of a walnut which is filled with 
mucoserous secretion. 

Chief Signs. Localized swelling; absence of inflammation; may be purulent secre- 
tion on pressure. 

Varicocele of the Vulva (Vulvar Varix; Varicose Veins of the Vulva). Character- 
istics. There is a unilateral or bilateral swelling like a bag of worms, bluish in color 
due to the enlarged veins. 

Chief Signs. Occurrence more commonly on the left side; history of repeated 
pregnancies; mass increased by standing; may be pain and feeling of fullness or 
tumefaction in the vulvar region. 

Pudendal Hernia. Characteristics. An inguinal hernia, when it descends into a 
labium, causes an elongated swelling constricted at its upper end; the swelling is 
usually smooth, regular, and elastic, and its size and tenseness are increased by 
coughing, standing, lifting, or straining. It disappears or diminishes on lying down. 

Inflammation of the Labium (Cellulitis; Erysipelas). Characteristics. The parts 
become markedly swollen and discolored. ' 

Chief Signs. May be history of injury; local tenderness and pain; may be ecchy- 
mosis; constitutional symptoms (chills and fever). 

Hematoma of the Vulva. Characteristics. A blue or violet colored swelling is pres- 
ent covered by tense, shiny skin, and often spreading up into the pelvis by the side 
of the vagina. 

Chief Signs. History of pregnancy ortrauma. 

Edema of the Vulva. Characteristics. The entire vulva is enormously swollen. 

Chief Signs. Presence of anasarca and kidney or heart disease. 

Benign Tumor of the Vulva (Fibroma, Lipoma, etc.). Characteristics. There is a 
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localized swelling of a consistency depending upon the character of the growth, with 
mechanical interference depending upon the size. Fibromas may be pedunculated. 

Condylomas (Papillomas; Venereal Warts; Veruccae). Characteristics. Single or 
multiple, pedunculated, or sessile warts or excrescences are present on any part of 
the vulva, around the anus, on the inner surface of the thighs, and also on the vaginal 
walls. 

Chief Signs. See Condylomata Lata and Condylomata Acuminata, page 654. 

Sebaceous Cyst. Characteristics. This presents a rounded tumor, usually firm but 
elastic, freely movable on the deeper parts unless inflamed, and invariably attached 
to the skin at one point. When opened it exudes a cheesy material. 

Less Common Causes. Stasis hypertrophy of the vulva; hypertrophy of the labia; 
pseudoelephantiasis (syphilis of the vulva affects the labium. minor); elephantiasis 
(filaria; rare outside the tropics); labial or pudendal hydrocele (a rare cause of 
labial swelling due to effusion into the canal of Nuck); tumor of the round ligament; 
diphtheria of the vulva; tuberculosis of the vulva; sarcoma of the vulva; angioneu- 
rotic edema; lymphogranuloma inguinale; condyloma latum (secondary syphilis) ; 
granuloma inguinale; dermoid cyst; implantation cyst; furunculosis; kraurosis 
vulvae; bilharziasis (schistosomiasis ) . 


ULCERS OF THE VULVA 


Chancre of the Vulva. Characteristics. A single indurated papule appears which 
ulcerates quickly, discharging a thin watery secretion. The genital chancre is rare 
in women. 

Chief Signs. History of infection three to six weeks previous; enlarged, painless 
inguinal nodes; demonstration of spirochetes in the secretion; positive serology 
(often negative in the first six weeks); appearance of secondary lesions in one or 
two months. 

Chancroid. Characteristics. Multiple, auto-inoculable, soft, highly inflamed and 
painful ulcers are present. They have punched-out, undermined edges surrounded 
by an inflammatory zone. Chancre and chancroid may coexist. 

Chief Signs. History of contact five or six days previous; glandular involvement 
(inguinal), usually one at a time; demonstration of Ducrey’s bacillus. 

Syphilids (Mucous Patches). Characteristics. Superficial ulcerations appear on 
parts which are in close contact and subject to the irritating influences of heat and 
moisture. The secretion becomes profuse, purulent, and offensive, or the constant 
irritation may cause them to hypertrophy and become condylomas. 

Chief Signs. History of infection; secondary eruption; mucous patches in the 
mouth; positive serology; darkfield examination (spirochetes). 

Gumma. Characteristics. A round tumor develops on the labium majus which 
tends to break down and ulcerate with deep, undermined edges. 

Chief Signs. History of syphilis; positive serology; therapeutic test. 

Carcinoma. Characteristics. A small, hard, elevated nodule first appears situated 
in the skin or mucous membrane, and covered by several layers of thickened epithe- 
lium. Later on the nodule ulcerates and secretes a thin watery discharge having a 
foul or fetid odor. A purulent discharge may appear later. The margins and base are 
irregular in shape. The ulcer bleeds easily. 

Chief Signs. Age (middle life); pain, cachexia; pruritus vulvae; enlarged inguinal 
nodes; biopsy. 
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Lupus (Tuberculous Ulcer). Characteristics. Multiple, slow-growing, soft nodules 
appear with superficial ulceration and covered with bright red granulation tissue. 
The ulceration extends in various directions with healthy skin between the lesions, 
and induration is absent. The condition is painless. 

Chief Signs. Occurrence in early life; absence of cachexia; absence of enlarged 
nodes; negative serology; biopsy. 

Herpes Vulvae. Characteristics. Groups of small vesicles on an inflamed base ap- 
pear, which rupture, forming small ulcers, healing slowly. The ulcers may coalesce 
and an offensive purulent discharge appear. 

Chief Signs. Tenderness, pain, burning, itching; shortness of the attack; history of 
previous attacks; absence of enlarged nodes. 

Less Common Causes. Sarcoma; thrush; ulcus rodens vulvae; granuloma inguinale; 
gangrene of the vulva; ulcus acutum vulvae; fusospirochetal infection of the vulva; 
aphthous vulvitis. 


SKIN AFFECTIONS OF THE VULVA 
(See also Ulcers of the Vulva, page 653.) 


Follicular Vulvitis. Characteristics. Small red papules are scattered over the labia 
at the bases of the hair folliclés and in the mouths of the sebaceous glands. They 
may contain pus. 

Chief Signs. Occurrence in adults; vulvar irritation and pruritus. 

Eczema of the Vulva. Characteristics. Vesicular eczema is the form generally 
seen here. The vesicles break down and form crusts. Chronic erythematous and 
squamous eczema may also occur. 

Intertrigo (Chafing). Characteristics. There is hyperemia in the genitocrural 
creases. There may be erosion, a discharge, infiltration, fissuring, and pigmentation. 

Chief Signs. Burning and itching. 

Pediculosis Pubis (Crab Lice). Characteristics. Nits are found on the hairs. The 
lice may also be found. There are scratch marks and abrasions. 

Chief Signs. Itching. 

Scabies (The Itch). Characteristics. Vesicles, papules, pustules, scratch marks, 
and burrows are seen about the external genitals. 

Chief Signs. Itching; occurrence of the lesions elsewhere (fingers, wrists, axillae, 
lower abdomen, anal region). 

Condylomata Lata (Moist Papules). Characteristics. Slightly elevated, flattened 
areas are present on the labia minora and inner surfaces of the labia majora. The 
surface may be eroded. Several of the papules may coalesce. 

Chief Signs. Other evidence of secondary syphilis; darkfield examination (spiro- 
chetes ). 

Condylomata Acuminata (Venereal Warts). Characteristics. Small, moist, pointed, 
papillary masses with a thick covering of epithelium occur singly or in groups or 
large numbers about the genitals, anus, and perineum. 

Chief Signs. Presence of an irritating discharge, or uncleanliness; exclusion of 
syphilis. 

Less Common Causes. Seborrheic dermatitis; dermatitis venenata; dermatitis 
medicamentosa; lichen planus; psoriasis; herpes genitalis; leukoplakia and kraurosis 
of the vulva; lichen sclerosus et atrophicus; ringworm; erysipelas; prurigo; lichenifi- 
cation; pellagra; granuloma venereum; lymphogranuloma inguinale, 
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Ordinary uncleanliness may be a cause of vulvar itching. Irritating vaginal dis- 
charges may cause irritation of the vulva with consequent itching. Parasitic skin af- 
fections such as pediculosis and scabies may affect the vulva and produce itching. 
Itching of the vulva may result from intertrigo (simple dermatitis) due to excessive 
fat. Chronic congestion from diseases of the uterus, tubes, ovaries, or other pelvic 
structures may cause pruritus. 

Kraurosis Vulvae. Characteristics. A sense of heat and itching about the vulva 
occurs, associated with paroxysmal pain and marked sensitiveness. 

Chief Signs. Contraction of the introitus; age, usually near the menopause; white, 
dry skin of the labia studded with brown spots; tense skin, shriveled as by scar tissue, 
with a marked tendency to shrink and fissure. 

Eczema of the Vulva. Characteristics. The chief symptom is itching about the 
vulvar region. 

Chief Signs. Appearance of an erythema with papules and vesicles; watery dis- 
charge which dries and forms scales and crusts. 

Diabetic Vulvitis. Characteristics. The itching is constant and there may be local 
pain and tenderness. 

Chief Signs. Reddish, copper color of the tissues of the vulva and inner surface of 
the thighs; parchmentlike skin; may be eczematous changes; constitutional signs of 
diabetes with glycosuria and hyperglycemia; vaginal moniliasis. 

Herpes Vulvae. Characteristics. Itching and local tenderness are present. 

Chief Signs. Groups of small vesicles with an inflamed base, the vesicles not rup- 
turing easily. 

Menopause. Characteristics. Pruritus vulvae may develop which results in a senile 
vaginitis, accompanied by an itching and burning discharge, and often associated 
with it is a trichomonas vaginitis or a vulvovaginal moniliasis. 

Chief Signs. See page 647. 

Follicular Vulvitis. Characteristics. Itching is most marked when the disease in- 
volves the inner surfaces of the vulva. 

Chief Signs. Small red elevations about the hair follicles containing mucopurulent 
matter. 

Less Common Causes. Trichomonas vaginitis; mycotic (aphthous) vaginitis; 
condylomas; seborrheic dermatitis; neurodermatitis; dermatitis venenata; dermatitis 
medicamentosa; lichen planus; psoriasis; herpes genitalis; leukoplakia of the vulva, 
lichen sclerosus et atrophicus; ringworm; cancer of the vulva; varicocele of the 
vulva; trichiasis vulvae (intense itching); elephantiasis vulvae; erysipelas of the 
vulva; leukoplakia; gout; jaundice; leukemia; chronic constipation; psychogenic 
pruritus; drug rash; allergic reactions. 


ABNORMALITIES NOTED BY DIGITAL AND 
BIMANUAL PALPATION 


(See also Abnormalities Felt per Rectum, page 672.) 


Colpocele (Prolapsed Vaginal Wall). Characteristics. The vaginal wall is felt to 
be relaxed and redundant, descending toward the introitus. It may be the anterior 
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wall, the posterior wall, or both. There is some degree of prolapse of the uterus and 
arelaxed perineum. 

Cystocele (Prolapse of the Bladder). Characteristics. As the fingers enter the 
introitus there is felt a bulging downward and outward of the anterior vaginal wall. 
There seems to be much more soft tissue in the mass than would be furnished by a 
simple prolapsed vaginal wall. The perineum is usually also felt to be much relaxed, 
and some degree of prolapse of the uterus is present as a rule. There may be a con- 
comitant rectocele (see below). 

Chief Signs. Usually a history of childbirth with perineal laceration; bearing-down 
sensation; frequent, painful urination; may be consciousness of a protruding mass; 
passage of a steel urethral bougie. 

Rectocele (Prolapse of the Anterior Wall of the Rectum). Characteristics. The 
posterior wall of the vagina is seen and felt to bulge outward. A finger passed into 
the rectum shows that its anterior wall goes into this sac. Straining increases its size. 
The perineum is usually relaxed, the uterus somewhat prolapsed, and there may 
also be cystocele. 

Chief Signs. History of childbirth with perineal laceration; difficult defecation; 
consciousness of protrusion; symptoms of associated prolapse and cystocele. 

Laceration of the Perineum (Relaxed Perineum; Relaxation of the Pelvic Floor). 
Characteristics. On palpation of the perineum with the fingers in the introitus, it is 
felt to be relaxed and inelastic. There is usually also a cystocele, rectocele, or both. 
There is some degree of prolapse of the uterus. Inspection confirms the impression 
given by palpation. The ends of the torn sphincter may be seen as well-marked 
dimples on each side of the anal orifice in cases of complete laceration. 

Chief Signs. History of difficult labor with perineal tearing; symptoms referable 
to the associated prolapse, cystocele and rectocele; hemorrhoids. 

Prolapse of the Uterus (and Procidentia). Characteristics. The cervix is felt much 
lower than normal, or it may be present at the vaginal orifice or even project far 
outside. The body of the uterus is also felt to be lower than usual. When standing or 
after straining the prolapse is more marked. The perineum is relaxed and there is 
usually also rectocele, cystocele, or both. 

Chief Signs. See page 648. 

Hypertrophy of the Cervix (Elongation of the Cervix). Characteristics. The cervix 
is felt much lower than it ought to be, though the uterus is in its normal position. The 
cervix is elongated and conical. 

Chief Signs. Occurrence between 15 and 35, oftenest in nulliparae; dragging sen- 
sation in the pelvis; associated retroversion and prolapse; may be protrusion; may 
be menstrual disturbance and leukorrhea. 

Carcinoma of the Cervix Uteri. Characteristics. The cervix is felt to be increased 
in size, indurated and ulcerated, and a nodular or cauliflower growth may be pal- 
pated which is friable and tends to bleed easily on touch. In the early stages only an 
indurated spot may be all that can be felt. 

Chief Signs. Irregular vaginal discharge, watery or bloody, later profuse, bloody, 
purulent, and fetid; pain not infrequent, but seldom an early symptom, in the back, 
sometimes thighs, or remote parts of the pelvis; may be dysuria and vesical tenesmus; 
histologic examination of exfoliated material or that obtained by biopsy. 

Laceration of the Cervix Uteri. Characteristics. The cervix is felt to be enlarged, 
notched, and cystic. The lips may be everted. 

Chief Signs. See page 644. 
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Chronic Cervicitis. Characteristics. The finger detects the soft, velvety character 
of the catarrhal patch, the enlargement and hardness of the vaginal portion of the 
cervix, and the round shotlike bodies (nabothian cysts) under the surface, giving an 
irregular feel to the cervix. The external os is patulous. 

Chief Signs. See page 644. 

Cervical Polyp. Characteristics. A small soft mass may be felt projecting from the 
cervix or obstructing the external os. 

Chief Signs. See page 649. 

Pregnancy. Characteristics. The cervix is soft and patulous and the uterine body 
is felt to be enlarged and doughy or elastic. The cervix and fundus may seem to be 
disconnected. Later in pregnancy (after the fourth month) more positive signs are 
evident, such as ballottement, recognition of the fetal parts, etc. 

Chief Signs. See page 559. 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. The uterus is 
enlarged, irregular, and nodular, and there may be movable masses apparently sepa- 
rated from the body of the uterus (pedunculated fibroids). Small tumors may be felt 
as denser portions of the uterine wall, or as round, smooth, hard nodules in the body 
of the uterus, making it denser or asymmetrical. Large tumors are mapped out and 
their relation to the uterus determined by bimanual palpation with a sound passed 
into the internal cavity to locate the position of the uterus. In fibrous polyps (sub- 
mucous fibroids) the cervix is generally more or less dilated, admitting the finger, 
which may detect a firm, rounded tumor connected with the uterine wall; or the 
tumor may protrude through the cervix. 

Chief Signs. See page 646. 

Retrodisplacement of the Uterus (Retroversion, Retroflexion). Characteristics. 
The uterus is found low in the pelvis, the cervix often pointing forward, and the 
fundus located posteriorly, i.e., inclined backward. In retroversion the axis of the 
cervix and fundus are in a straight line; in retroflexion the fundus is bent backward 
on the cervix, and the fundus may remain in its normal position. The two conditions 
are usually associated and some degree of descensus always coexists. Retroversion is 
common and in many cases may be considered normal. 

Chief Signs. See page 647. 

Anteflexion of the Uterus. Characteristics. The entire uterus may be mapped out, 
revealing the forward flexion of the body, which makes a right or acute angle with 
the cervix, or the deeply invaginated cervix in the axis of the vagina. The uterosacral 
ligaments may usually be felt as tense, tender bands and the whole uterus may be 
retroposited in the pelvis. The cervix is conical with a small os. 

Chief Signs. Sterility; dyspareunia; frequent micturition. 

Anteversion of the Uterus. Characteristics. The fundus is felt to be inclined for- 
ward and the cervix pointing backward, with straightening of the uterine axis. 

Chief Signs. Existence of metritis, tumor, or adhesion, drawing the fundus forward 
or the cervix backward; frequent micturition, hypogastric pain; symptoms due to 
the causative lesion. 

Subinvolution of the Uterus. Characteristics. The uterus is found low in the pelvis 
and enlarged. It is not particularly tender; there may be retroversion and perineal 
laceration. 

Chief Signs. See page 648. 

Chronic Metritis. Characteristics. The uterus is felt to be generally enlarged, 
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dense, and sensitive, with no alteration in its form. In time the uterus becomes 
smaller and hard. 

Chief Signs. History of previous inflammation or some condition causing chronic 
hyperemia; leukorrhea; feeling of weight in the pelvis, menorrhagia and metrorrhagia, 
dilated cervical canal; neurasthenia. 

Atrophy of the Uterus. Characteristics. The uterus is small and hard. 

Chief Signs. Occurrence after the menopause; destruction or removal of the ova- 
ries; exhausting general disease, rarely pregnancy (superinvolution) ; amenorrhea; 
sterility; reflex nervous disorders. 

Acute Salpingitis. Characteristics. There is pain and muscular rigidity elicited on 
compressing the inflamed tube or tubes. The affected tube or tubes are usually found 
thickened or there is a mass of exudate at the side and frequently behind, rarely in 
front of the uterus. There is pain on moving the uterus, which may become fixed. 

Chief Signs. History of recent gonorrhea; pain and tenderness in one or both tubo- 
ovarian regions with muscular rigidity, the pain being increased by movements, 
fever; vaginal discharge; leukocytosis; may be gonococci in the smear. 

Chronic Salpingo-oophoritis. (Pus Tube; Pyosalpinx; Chronic Salpingitis). Char- 
acteristics. There is found tenderness in the tubal region of one or both sides and in 
most cases a mass in the same region, or perhaps a thickening of the affected tube. 
If the inflammation is more marked, there is a distinct mass beside the uterus or in 
the cul-de-sac, fixing the latter to the pelvic wall; or the whole pelvis may be filled 
with a mass, which forms a wall above the place of the vagina, and the uterus is fixed 
immovably in this. The exudate is tender when pressed upon. There may be an 
elongated and sausage-shaped fluctuating tumor in the mass (hydrosalpinx). 

Chief Signs. See page 649. 

Placenta Praevia. Characteristics. The cervix is softer and more succulent than 
usual, and its canal is more or less patulous, so that the finger may often be carried 
through the internal os, where the characteristic spongelike placental tissue may be 
felt between the finger and the presenting part. 

Chief Signs, See page 647. 

Acute Septic Endometritis. Characteristics. The uterus is large, tender and sensi- 
tive to motion, and the external os patulous, if there has been a recent abortion, 
miscarriage, or term labor. 

Chief Signs. See page 644. 

Rectovaginal Fistula. Characteristics. Digital examination reveals a rough place 
in the posterior vaginal wall. If the opening is small, only a small elevation or de- 
pression or a rough place is felt. 

Chief Signs. Escape of feces or flatus by way of the vagina; irritative vaginitis and 
vulvitis; passage of a probe, or injection of colored water or milk into the rectum. 

Vesicovaginal Fistula. Characteristics. Similar to the above, except that the evi- 
dence is found on the anterior vaginal wall. 

Chief Signs. Partial or complete leakage of urine into the vagina; excoriation of 
the vulva and adjacent skin; passage of a sound into the Bladder or mg injection of 
colored water or sterile milk into the bladder. 

Periurethral Abscess. Characteristics. There is felt a diffuse or circumscribed, 
tender, indurated swelling of the anterior vaginal wall under the urethra. There may 
be fluctuation; or pressure may cause pus to flow from the urethra. The pocket of 
pus may or may not communicate with the urethra. 

Chief Signs. Pyuria; frequent and painful urination. 
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Ectopic Pregnancy. Characteristics. The uterus is enlarged, the cervix soft, and a 
tumor may be felt beside, behind, or in front of the uterus, displacing it. This mass 
is tense, fluid, tender, and pulsating. If rupture has occurred, signs of pelvic hema- 
toma or hematocele may be obtained (see below). 

Chief Signs. See page 647. 

Ovarian Cyst (and Parovarian Cyst). Characteristics. In small ovarian cysts there 
is felt a fluid, not tender unless inflamed or twisted, spherical tumor situated in the 
lateral part of the pelvis, and which is usually freely movable. It is attached to the 
lateral part of the pelvis, apparently arising from the tubo-ovarian region. A large cyst 
causes abdominal distention and fluctuation (see page 571). 

Chief Signs. Symptoms of pressure if large (bladder, rectum, etc.) ; may be amen- 
orrhea or menorrhagia. 

Chronic Oophoritis. Characteristics. The ovary is felt to be tender and enlarged, 
also knobby if cystic. Atrophic ovaries are usually not palpable. 

Chief Signs. Pain in one or both ovarian regions; dyschesia; dysmenorrhea, dys- 
pareunia; may be menorrhagia and metrorrhagia. 

Chronic Pelvic Cellulitis (Parametritis ). Characteristics. Examination reveals in- 
duration of extreme hardness low in the pelvis and closely attached to the sides of 
the cervix. This may extend out to the pelvic wall and may be so intimately attached 
to the bone and so hard as to appear to be a bony or cartilaginous outgrowth from 
the wall of the pelvis. There is usually tenderness. 

Chief Signs. History of previous acute pelvic infection; leukorrhea; dysmenorrhea; 
backache; local pain, increased by standing and walking, relieved by lying down. 

Endometriosis. Characteristics. There are small, tender, fixed nodules in the region 
of the ureterosacral ligaments, in the cul-de-sac, or in the rectovaginal septum, uni- 
lateral or bilateral, adherent ovarian cysts without evidence of external infection, 
and a retrodisplaced adherent uterus. These lesions are tender, and pain in the rec- 
tum is frequently produced when the cervix is lifted toward the pubis. In adenomyo- 
sis (internal endometriosis) the uterus is firm and symmetrically enlarged. 

Chief Signs. Onset usually between 25 and 35 years of age; dysmenorrhea; rectal 
pain, increased on defecation; irregular menstruation; sterility; rectal examination; 
biopsy. 

Tuberculous Salpingitis. Characteristics. The condition encountered is very similar 
to that described for ordinary gonorrheal salpingo-oophoritis. If tuberculous perito- 
nitis also exists hard masses are felt and there may be ascites. 

Chief Signs. Occurrence without previous acute inflammation in a young woman 
or girl; progressive course; emaciation; presence of tuberculosis elsewhere; tuber- 
culin test. 

Pelvic Abscess. Characteristics. A fluctuating mass is felt in the lower pelvis, sur- 
rounded by an induration. This mass is very tender at the point of fluctuation. 

Chief Signs. Those of salpingitis. 

Pelvic Hematocele or Hematoma. Characteristics. There is a boggy, fluid mass 
behind the uterus, pushing it forward (hematocele), or a firm, rounded mass push- 
ing the uterus to the opposite side and seeming to blend with it (hematoma). 

Chief Signs. History suggesting recently ruptured tubal pregnancy. 

Appendicitis. Characteristics. A mass may be felt in the appendix region or even 
in the right tubo-ovarian region, if there is exudation or an abscess. It is usually 


very tender. 
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Chief Signs. See page 569. 

Fecal Impaction. Characteristics. Irregular, puttylike masses may be felt pushing 
up into the posterior vaginal wall or in the region of the cul-de-sac. 

Chief Signs. See page 531. 

Less Common Causes. Tumor or cyst of the vagina; vaginal hernia; inversion of 
the uterus; tumor of the rectum; tumor of the bladder; submucous fibroid (project- 
ing through the cervix); congenital atrophy of the uterus; infantile uterus; uterus 
septus; uterus bicornis; uterus didelphys; uterus unicornus; uterus bipartitus; ad- 
hesive vaginitis; atresia of the vagina (complete closure); stenosis of the vagina (in- 
complete closure ); double vagina; vaginal fistula (if large); vaginismus; sarcoma of 
the uterus; chorio-epithelioma; hyperinvolution of the uterus; ovarian tumor; intus- 
susception; tumor of the cecum; dislocated kidney; psoas abscess; tumor of the 
round ligament; varicocele or tumor of the broad ligament; tuberculous peritonitis; 
distended bladder; cyst of the urachus; tumor of the fallopian tubes; prolapse of the 
ovary; ovarian hydrocele; hematoma of the ovary; neoplasm of the urethra; urethro- 
cele; suburethral abscess; vesical calculus. 
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Simple Vaginitis (Catarrhal Vaginitis). Characteristics. The vaginal walls are red 
and hot, the mucous membrane is swollen and sensitive, and bathed in a purulent 
discharge. In chronic cases the cellular infiltration and epithelial exfoliation persist 
and the walls are granular. 

Chief Signs. A feeling of heat and pain; slight fever; discharge; absence of gono- 
cocci in the smear; if chronic, merely vulvar irritation and ichorous discharge. 

Gonscoccal Vulvovaginitis. Characteristics. The vulva and vagina are red, hot, 
and tender, and bathed in a yellow purulent secretion. Pressure upward on the 
anterior vaginal wall may bring out a few drops of pus from the urethra. 

Chief Signs. History of suspicious coitus a few days previous; acute, severe onset; 
involvement of the urethra and vulvovaginal glands; burning sensation; frequent, 
painful urination; gonococci in the discharge. 

Adhesive Vaginitis (Senile Vaginitis). Characteristics. The mucous membrane is 
smooth, having lost its rugae; ecchymotic spots and superficial ulceration are seen 
scattered over the mucous surface, which is moistened with a scanty serous secre- 
tion. Adhesions are felt to be broken as the speculum is inserted. 

Chief Signs. Occurrence usually after the menopause; thin, serous discharge, 
stained with blood; burning sensation or feeling of weight in the pelvis; may be 
pruritus. 

Simple Ulcer of the Vagina. Characteristics. There is an area of erosion, which is 
sensitive and bleeds easily, and has a granulating surface. 

Chancroid of the Vagina. Characteristics. The ulcer has an irregular, ragged base 
with punched-out or undermined edges, and is soft and painful, with, an irritative 
discharge, frequently blood-streaked. There may be several sores. 

Chief Signs. See Chancroid, page 653. | 

Chancre of the Vagina. Characteristics. An ulcer with an indurated base and 
sloping edges is seen. 

Chief Signs. History of suspicious coitus two to three weeks previous; absence of 
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pain; enlargement of the inguinal nodes; darkfield examination (spirochetes ) ; serol- 
ogy (may or may not be positive). 

Trichomonas Vaginitis. Characteristics. There is an extensive hyperemic mottling 
of the cervix and vagina, sometimes associated with severe intertrigo. Often there 
are numerous hemorrhagic spots (“salt and pepper” or “strawberry” vagina). There 
is also a profuse, yellowish, foamy, malodorous, itching, irritating discharge. 

Chief Signs. Presence of trichomonads in the discharge, a fresh drop being ex- 
amined under a coverglass. 

Mycotic Vulvovaginitis (Monilial Vaginitis; Aphthous or Yeast Vaginitis).. Char- 
acteristics. The cervix and vaginal wall present evidences of inflammation with 
scattered white patches and a scanty itching discharge. 

Chief Signs. Presence of yeast fungi (Candida albicans) in the fresh discharge; 
very acid vaginal pH. 

Vaginismus. Characteristics. The vagina contracts spasmodically, preventing the 
introduction of the speculum. 

Chief Signs. May or may not be presence of a painful affection of the genitalia; 
nervousness, fear, or shame. 

Pregnancy. Characteristics. The margins of the vaginal opening and the lower 
portion of the anterior vaginal wall frequently take on a somewhat dark bluish or 
purplish, congested appearance. 

Chief Signs. See page 559. 

Laceration of the Cervix. Characteristics. The cervix is seen to be notched, en- 
larged, cystic, and the mucous membrane everted and eroded. There may be a tena- 
cious mucopurulent secretion coming from the cervical canal. 

Chief Signs. See page 644. 

Ulcer of the Cervix. Characteristics. An ulcer is easily detected. It may be large 
or small, superficial or deep, and often bleeds when touched. The ulcer may be 
simple, chancroidal, syphilitic, tuberculous, or malignant (see above, the various 
ulcers of the vagina). 

Rectovaginal Fistula. Characteristics. The opening in the posterior vaginal wall, 
if large, may be seen; but if small, only a rough place with a small slit is visible. Very 
often a red papule marks the vaginal opening of the fistula. The passage of a probe 
with one finger in the rectum shows the communication. Injection of colored water 
or milk into the rectum is followed by its appearance on the posterior vaginal wall. 

Chief Signs. See page 658. 

Vesicovaginal Fistula. Characteristics. Similar to the above except that the slit or 
papule is located on the anterior vaginal wall. Exploration of the opening with a 
probe, with a sound in the bladder, shows that the sinus communicates with the 
bladder. Sterile methylene blue solution or sterile milk when injected into the bladder 
may be seen to escape through the vaginal opening. 

Chief Signs. See page 658. 

Cervical Polyp. Characteristics. The polyp (when low enough in the canal) is 
seen as a small rounded red mass, projecting from the external os or filling the os. 

Chief Signs. See page 649. 

Acute and Chronic Endometritis. Characteristics. A mucopurulent discharge is 
seen coming from the uterus. 

Chief Signs. See pages 644 and 645. 

Acute Cervicitis. Characteristics. A tenacious and stringy discharge comes from 


662 The Female Genitalia 


the cervix. There is usually considerable erosion about the external os and hyper- 
emia of the cervix, which bleeds easily. 

Chief Signs. History of coitus a few days previous; a sensation of weight and dis- 
comfort in the pelvis; acute onset; vaginal discharge; may be vulvitis, urethritis, 
bartholinitis; gonococci in the smear. 

Chronic Cervicitis. Characteristics. The cervix is enlarged, congested, and the 
mucosa everted and granular (small retention cysts). A tenacious stringy discharge 
is seen coming from the cervix. 

Chief Signs. See page 644. 

Carcinoma of the Cervix. Characteristics. The affected cervical lip is nodular and 
indurated. The nodules are glazed and bluish white. The mucosa may be unbroken or 
eroded, and bleeds slightly upon examination. Later a rapidly developing growth of 
wartlike vegetation may almost conceal the cervix. It is made up of delicate papillae 
which are extremely friable and bleed easily. Ultimately the cauliflower growth 
breaks down and tissue necrosis takes place; the cervix is replaced by a deep, ragged 
excavation, and the vagina becomes invaded. Squamous cell carcinoma is the com- 
mon form. 

Chief Signs. See page 656. 

Hypertrophy of the Cervix. (Elongation). Characteristics. With the patient in the 
knee-chest position, the cervix is seen protruding deeply into the vagina, notwith- 
standing the fact that the entire uterus is carried up into the pelvis when the vagina 
becomes distended with air. The cervix is elongated and conical. 

Chief Signs. See page 656. 

Prolapse of the Uterus. Characteristics. The cervix is low in the pelvis and in the 
axis of the vagina, and may be made to descend lower by having the patient cough or 
strain. The cervix is enlarged and edematous and not conical. The dome of the va- 
gina is obliterated. There are also perineal relaxation and cystocele or rectocele. 

Chief Signs. See page 648. 

Endometriosis. Characteristics. There may be seen small, distended, bulging blue 
cysts around which the mucosa is contracted and fixed. Cervical lesions are mulberry- 
like, small nodules which may resemble papillary lesions, occasionally simulating 
carcinoma. 

Chief Signs. See page 659. 

Tuberculosis of the Vagina. Characteristics. A number of small ulcers are present, 
usually in the posterior vaginal fornix, which tend to coalesce and form ulcers of 
various sizes. They have a punched-out appearance, the edges being perpendicular, 
and the base is yellowish gray and may show many miliary tubercles. There is a sur- 
rounding hyperemic zone containing many miliary tubercles. 

Chief Signs. Evidence of tuberculosis of the tubes and uterus; discharge and irrita- 
tion, may be tubercle bacilli in the discharge; guinea pig inoculation; biopsy. 

Carcinoma of the Vagina. Characteristics. There is either a broad-based excres- 
cence upon the posterior wall of the vagina, which first invades the fornix and then 
extends downward toward the vulva, or there is a nodular ulcerating growth, which 
may be localized about the wall of the urethra. ) 

Chief Signs. Usually evidence of malignancy also of the uterus, rectum, bladder, 
or external genitalia; biopsy. \ 

Less Common Causes. Diphtheritic vaginitis; emphysematous vaginitis; exfoliative 
vaginitis; cysts and tumors of the vagina; tertiary syphilitic ulcer of the vagina; 
ureterovaginal fistula; chorio-epithelioma of the vagina; actinomycosis. 
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DYSPAREUNIA 
(See also Impotence, page 822.) 


Difficult or painful coitus may depend on a variety of local lesions or may exist 
when no local cause can be found. It is usually associated with vaginismus or painful 
spasm of the levator ani muscle on attempts at coitus. In some cases no organic or 
painful lesion can be located; these cases are usually termed “neurotic,” and may be 
due to psychic causes (oversensitiveness, abhorrence of the male, etc.). The small 
abrasions that accompany rupture of the hymen at the first intercourse may become 
inflamed after a day or two, making subsequent coitus painful until healing has 
occurred. 

Imperforate Hymen. Characteristics. The difficulty is naturally entirely mechani- 
cal. 

Chief Signs. History of amenorrhea with evidence of retained menstrual blood 
(hematocolpos ); inspection, revealing the condition. 

Organic Stenosis of the Vaginal Orifice. Characteristics. Obstructing tissue may 
prevent introduction of the penis, but will allow the menstrual blood to escape. 

Chief Signs. Evidence of a very strong, firm hymen, or some distinct malformation 
(vaginal septum), or contraction of scar tissue from severe burn or injury or vagi- 
nitis. 

Inflamed Hymeneal Orifice. Characteristics. The hymeneal tags may be super- 
sensitive from previous inflammation, usually gonorrheal. 

Chief Signs. Associated redness and swelling of Bartholin’s glands. 

Leukoplakic Vulvitis. Characteristics. Coitus is painful because of the sensitive 
fissures. 

Chief Signs. White, sodden, cracked appearance of the labia minora. 

Kraurosis Vulvae. Characteristics. Attempted coitus is painful, or even impossible 
due to actual contraction. 

Chief Signs. See page 655. 

Ulcers of the Vulva. Characteristics. These may be very painful. 

For causes see page 653. 

Gonorrhea. Characteristics. The urethritis and vaginitis of acute gonorrhea fre- 
quently cause pain on attempted coitus. 

Chief Signs. See page 644. 

Urethral Caruncle. Characteristics. This condition may be extremely painful on 
attempted coitus. Hemorrhage may result. 

Chief Signs. Pain on urination; frequent urination; presence of a small papillary 
growth in the urethral orifice. 

Pudic Neuritis. Characteristics. Though no local lesion can be found, there may be 
extreme tenderness along the course of the pudic nerve just inside the vaginal orifice. 

Salpingo-oophoritis. Characteristics. There may be no pain on penetration and 
no difficulty, but coitus causes acute pain. This applies to all inflammatory lesions 
around the uterus. The pain is caused by the impact of the male organ or by sexual 
congestion. 

Chief Signs. See page 649. 

Chronic Endometritis. Characteristics. The congestion of the enlarged tender 
uterus incident to coitus causes pain. 

Chief Signs. See page 645. 
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Retrodisplacement of the Uterus. Characteristics. Ordinarily there is no pain on 
coitus, but if inflammation appears, dyspareunia is often marked. 

Chief Signs. See page 647. 

Cystitis. Characteristics. The bladder is painful and intolerant of the disturbance 
caused by coitus. 

Chief Signs. See page 629. 

Fissure in Ano. Characteristics. Coitus is painful. The cause may be difficult to 
locate. 

Chief Signs. See page 665. 

Hemorrhoids. Characteristics. Inflamed or thrombotic piles make coitus painful. 

Chief Signs. See page 665. 

Less Common Causes. Coccygodynia; adhesive oophoritis; prolapsed ovary; peri- 
neal lacerations; atresia of the vagina; endometriosis; masturbation; extragenital dis- 
placement of the erotogenic center; premature ejaculation (inadequate vaginal 
lubrication); perversities; chronic atrophic parametritis; descent of the ovaries into 
the pouch of Douglas (exposure to injury during intercourse); marked shortening 
of the vagina due to surgery or cervical or vaginal carcinoma; congenital aplasia of 
the vagina; senile atrophy of the vagina; elephantiasis vulvae; congenital or acquired 
stenosis and cicatricial stricture of the vagina; vaginitis (trichomonas, mycotic, non- 
specific) ; diabetic vulvitis; prolapsed cervix; vulvar carcinoma; skin diseases of the 
vulva; fixation of the cervix due to various causes; Gartner’s duct cysts and abscesses; 
atrophy due to irradiation; pelvic tumors; lesions of the sigmoid and rectum; granu- 
loma inguinale; lymphogranuloma venereum; Bartholin’s cyst; vulvar fibroma. 
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See also Stools, Blood in, page 921; Stools, Mucus in, page 924; and Stools, Pus 
in, page 926. 


PAIN IN THE RECTUM 


(Including Rectal Tenesmus and Pain on Defecation) 


Ischiorectal Abscess (Acute). Characteristics. Throbbing pain is present, intensi- 
fied by walking, sitting, coughing, and defecation. 

Chief Signs. Hot, red, tender, brawny, and edematous induration between the 
anus and the ischial tuberosity; rectal palpation, revealing a tender elastic swelling 
in the ischiorectal space. 

Fissure in Ano (Irritable Ulcer). Characteristics. There is sharp, acute, pricking 
or smarting pain during and immediately following defecation; it may be severe, 
burning, and lancinating, followed by throbbing, spasm, and fear of defecation. 

Chief Signs. Tapelike stools; and exploration, revealing an ulcer in a fold of the 
anus; spasmodic contraction of the sphincter; may be hardened feces streaked with 
pus or blood; presence of a skin tag, “sentinel pile.” 

Ulcer of the Rectum (Simple, Syphilitic, Tuberculous, Malignant, Dysenteric, 
Typhoidal). Characteristics. The pain varies greatly but is a prominent symptom in 
an ulceration situated low enough to be grasped by the sphincter. Tenesmus, spasm 
of the sphincter muscle, and pain on defecation may be present. 

Chief Signs. Diarrhea, especially on arising (often with tenesmus); explosive dis- 
charge of gas, mucus, pus, or blood; history or evidence of the cause; proctoscopy, 
revealing the ulcerations, which may be characteristic. 

Hemorrhoids. Characteristics. Pain in hemorrhoidal disease occurs as a result of 
involvement of some part of the external portion of the hemorrhoidal plexus in an 
acute inflammatory process with resultant marginal thrombosis and edema of anal 
tissues. The pain is a steady aching discomfort uninfluenced by defecation but aggra- 
vated by physical activity. Chronic external hemorrhoids and internal hemorrhoids 
either acute or chronic are accompanied by little or no pain. 

Chief Signs. Pedicled purplish swellings within or without the anus covered by 
mucous membrane or skin, in the center of which are one or more dilated veins. 

Anal Abscess. Characteristics. A superficial abscess affecting the anal, perianal, 
or perineal tissues is in reality an ischiorectal abscess (see above). A deep abscess, 
wherein one or more of the supradiaphragmatic spaces are involved, is characterized 
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by minimal and vague discomfort in the region of the rectum with acute pain, which 
is throbbing in character and intensified by defecation and physical activity, begin- 
ning only when the abscess invades an infradiaphragmatic (ischiorectal) space. 

Chief Signs. Chills, fever, general malaise, vague rectal discomfort, doughy swelling 
on rectal examination beginning just proximal to the dentate margin and encroaching 
on the lumen of the rectum. 

Proctitis (Specific or Nonspecific). Characteristics. Pain or a sensation of heat 
and fullness occurs, accompanied by tenesmus. 

Chief Signs. Frequent explosive defecation; small loose feces with mucus, pus, or 
blood; proctoscopic examination (red, swollen, ulcerated mucous membrane of the 
rectum); palpation, revealing heat and tenderness in the rectum. 

Fistula in Ano. Characteristics. Pain is present only during defecation, or when the 
fistula closes and becomes distended with pus. 

Chief Signs. Moisture about the anus; itching and irritation; discharge of pus on 
defecation with relief (internal fistula) ; local exploration with a probe; proctoscopy, 
revealing a discharging sinus with an internal opening. 

Stenosis or Stricture of the Rectum (Inflammatory, especially due to Lympho- 
granuloma Inguinale, or Malignant). Characteristics. Pain is present if there is ulcera- 
tion, when it may be constant and intensified by defecation. 

Chief Signs. Rectal discharge of mucus, pus, or blood; constipation; deformity of 
the stools; may be attacks of diarrhea (morning) ; digital and proctoscopic examina- 
tions, revealing the contracted area and ulceration; Frei test. 

Carcinoma of the Rectum. Characteristics. Pain is usually late; there may merely 
be a sense of fullness and tenesmus. 

Chief Signs. Middle life; passing of pus, blood, or mucus per rectum; cachexia; 
proctoscopy (revealing nodules or ulcerations); later signs of stricture; may be sec- 
ondary fistula into the bladder, rectum, or externally; biopsy. 

Rectal Polyp or Adenoma. Characteristics. Constant desire to stool, prolonged 
straining and unrelieved sensation following defecation are often present when the 
polyp is large and low in the rectum. 

Chief Signs. Abdominal cramps, urgency of stool, feeling of unsatisfactory evacua- 
tion; may be symptoms of obstruction; may be sudden intussusception; may be pro- 
lapse of the polyp through the anal canal (large polyp); bleeding (periodic, usually 
painless ) ; offensive discharge if the neoplasm has degenerated; finger palpation and 
proctoscopic examination, revealing a pedunculated growth; biopsy. 

Periproctitis (Perirectal Cellulitis). Characteristics. There are tenesmus, constant 
painful straining, and unsatisfactory evacuation. 

Chief Signs. History or evidence of rectal disease or injury; local examination, re- 
vealing painful, brawny swelling and inflammation about the lower rectum; may be 
sloughing in the aged or asthenic, or an abscess and fistulas. 

Perirectal Abscess. Characteristics. Defecation is painful. 

Chief Signs. History or evidence of disease of the urethra, bladder, prostate, or 
female pelvic organs, or of a psoas or appendiceal abscess; signs of sepsis; palpation, 
disclosing a painful bulging above the level of the internal sphincter. 

Rectal Papillitis and Cryptitis. Characteristics. Sharp lancinating pain occurring 
during defecation is the most prominent symptom of the condition. Later on it be- 
comes dull and throbbing. Spasm of the sphincter may occur. 

Chief Signs. Constipation; abdominal discomfort; proctoscopy, revealing hyper- 
trophied papillae and inflamed crypts in the region of the internal sphincter. 
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Submucous Abscess. Characteristics. Throbbing pain in the rectum is present, in- 
creased by defecation and walking. 

Chief Signs. Digital palpation, revealing a very tender, elongated, elastic, smooth 
swelling in the rectal wall. 

Seminal Vesiculitis (Usually with Prostatitis). Characteristics. There is pain high 
in the rectum on micturition, defecation, erection, or ejaculation, or colicky pain 
occurring spontaneously at night. 

Chief Signs. History of infection; priapism; may be bloody ejaculations; rectal 
palpation, disclosing enlarged and tender vesicles; examination of the expressed dis- 
charge (pus). 

Prostatic Abscess. Characteristics. Defecation is both painful and difficult if the 
abscess is large. There is a constant dull or throbbing ache inside the pelvis which 
may radiate. 

Chief Signs. Antecedent urethral discharge; fever; painful micturition and coitus; 
swollen, dusky perineum; urinary retention; softening and fluctuation on palpation 
through the rectum. 

Acute Enterocolitis (Acute Gastroenteritis; Acute Catarrhal Enteritis; etc.). 
Characteristics. Tenesmus may be severe and preceded by pain when the colon is 
inflamed right down to the anus. 

Chief Signs. See page 548. 

Bacillary Dysentery. Characteristics. There is repeated urgent desire to defecate 
with painful straining without exacuation beyond a little fluid with mucus or blood 
(the bowel having been previously emptied by the preliminary diarrhea). 

Chief Signs. See page 514. 

Mucomembranous Colitis. Characteristics. Severe tenesmus may occur with the 
passage of the membranes. 

Chief Signs. See Irritable Colon, page 514. 

Food Poisoning (Including Botulism). Characteristics. Tenesmus is associated with 
abdominal pain. 

Chief Signs. Occurrence of simultaneous cases in the household or assembly of in- 
dividuals; sudden onset after eating a particular food, following a latent period of 
from 3 to 30 hours; diarrhea; nausea, and usually vomiting; headache and cold 
sweats; often shivering and syncope; bacteriological examination of the stools (salmo- 
nellae) or suspected food (staphylococci); serum tests with recognized strains (Gart- 
ner’s bacillus—Salmonella enteritidis—Salmonella typhimurium, and other forms of 
Salmonella) ; examination of suspected food offender; oculomotor palsy, respiratory 
failure, often death (botulism). 

Arsenic Poisoning (Criminal or Medicinal). Characteristics. Acute tenesmus may 
be a marked feature in some cases. 

Chief Signs. History of taking an overdose or of taking the drug over a long period 
therapeutically, as in chorea or pernicious anemia; vomiting and collapse, followed 
by diarrhea. 

Fecal Impaction (Scybala). Characteristics. The mass produces a sensation of 
weight and fullness in the rectum with frequent and prolonged straining and bearing- 
down pain as in labor. The pain is not confined to the anal region, being frequently 
reflected to the abdomen, back, neighboring organs, and down to the testicle. 

Chief Signs. Constipation alternating with diarrhea; rectal palpation, revealing 
scybalous masses; relief after copious enemas. 

Acute Salpingitis. Characteristics. Rectal pain intensified at stool may occur. 
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Chief Signs. See page 658. 

Intussusception. Characteristics. There is usually tenesmus, which is more severe 
and frequent the nearer the intussusception is to the anus, accompanied by the pas- 
sage of mucus and blood, the passages becoming particularly offensive when slough- 
ing occurs. 

Chief Signs. See page 568. 

Foreign Body in the Rectum. Characteristics. There is tenesmus accompanied by 
the passage of blood and mucus (owing to ulceration); large bodies may cause 
bladder irritation or shooting pains in the lower extremities. 

Chief Signs. History of swallowed or introduced foreign body; palpation or in- 
spection intrarectum, revealing the foreign body; x-ray. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Rectal crises may occur. 
There is urgent and very painful recurring desire to defecate without material evacua- 
tion, occurring usually in the morning, lasting two or three hours and followed by 
relief until the next day, when the crises may recur. 

Chief Signs. See page 680. 

Less Common Causes. Vesical calculus; Asiatic cholera; coccygodynia; chronic 
intussusception (in adults); condylomas; poisoning from cantharides, calomel, colo- 
cynth, gamboge, and powerful purgatives; intestinal worms; rectal concretions (hair, 
bismuth, magnesium, chalk, charcoal); fibroma uteri; ovarian cyst; ectopic preg- 
nancy; pelvic peritonitis; pelvic cellulitis; retroversion of the uterus; pelvic hemato- 
cele; prolapsus ani; prostatitis (acute or chronic) ; Bilharzia, or Schistosoma (rectal) ; 
volvulus; carcinoma of the uterus; cystitis; sacro-iliac disease; endometriosis; proc- 
talgia fugax; rectal prolapse. 


PAIN IN THE PERINEUM 


This symptom is often mentioned by patients in giving a history of some affection 
of the genitourinary apparatus or of other organs, but usually as a dull aching, to 
which little notice is given. The other symptoms are usually more striking and of 
more diagnostic importance. 

Prostatitis (Usually with Posterior Urethritis). Characteristics. The perineal pain 
is usually mild but real, may or may not be influenced by urination, is often accom- 
panied by a peculiar sense of fullness in the perineal body or with a peculiar irrita- 
bility in that region excited by continued pressure against the perineum; the patient 
usually sits obliquely on one hip owing to discomfort in the sitting posture. 

Chief Signs. See page 629. 

Vesical Calculus. Characteristics. Pain is referred to the perineum as well as to the 
glans penis and pendulous urethra, and is induced by jolting or jarring movements 
of the body. 

Chief Signs. See page 629. 

Acute Cystitis. Characteristics. Pain is present in the perineum and hypogastrium 
and more marked at the end of urination. 

Chief Signs. See page 629. 

Acute Vaginitis. Characteristics, Acute throbbing pain in the perineum may be 
present. 

Chief Signs. Heat and pain in the vagina with a feeling of fullness in the pelvis; 
purulent vaginal discharge; painful and frequent urination if gonorrheal; speculum 
examination, examination of a smear (pus and often gonococci). 


Tenderness in the Perineum 669 


Perineal Trauma. Characteristics. Pain is present with swelling and discoloration 
following an injury. 

Periurethral Abscess, Perineal Portion (Abscess of Cowper’s Gland). Characteris- 
tics. Pain and tenderness are present in the perineum. 

Chief Signs. History of acute urethritis; appearance of an inflammatory mass often 
to one side of the median line; extensive perineal infiltration if the abscess is not in- 
cised. 

Condylomata Lata. Characteristics. Pain and tenderness are present if the warts 
are ulcerated. 

Chief Signs. See below. 

Less Common Causes. Prostatic abscess; tuberculosis of the prostate; prostatic 
calculus; adenomatous prostate; carcinoma of the prostate; seminal vesiculitis; tu- 
berculosis of the seminal vesicles; tuberculosis of the bladder; injury and rupture of 
the urethra; urethral calculus (impacted in the bulbous portion); congenital mis- 
placement of the testicle in the perineum; eczema; intertrigo; chronic vaginitis; 
bartholinitis; cystocele; epithelioma of the vagina; tumor of the spinal cord or cauda 
equina; sacroradiculitis; pudendal neuralgia; muscle spasm; psychosomatic symp- 
tom. 


TENDERNESS IN THE PERINEUM 


Ischiorectal Abscess. Characteristics. There is a very tender inflammatory swelling 
between the anus and the ischial tuberosity. 

Chief Signs. See page 665. 

Prostatic Abscess. Characteristics. The perineum is tender, and there is a sensa- 
tion of heat, pain, and weight referred to that region. 

Chief Signs. See page 670. 

Hemorrhoids. Characteristics. When the hemorrhoids become inflamed there is 
perineal tenderness. 

Chief Signs. See page 665. 

Urinary Infiltration (Periurethral Phlegmon or Gangrene). Characteristics. The 
first sign is a tender edematous swelling in the median line of the perineum, which 
rapidly increases in size and spreads superficially in every direction, the extent de- 
pending upon the site of rupture of the urethra. 

Chief Signs. History of stricture; shock, sepsis; marked perineal edema with many 
foci of suppuration and urinary fistula. 

Less Common Causes. Proctitis; carcinoma of the prostate; prostatitis. 


ULCERS OF THE PERINEUM 


Local Infection (Traumatic Ulcer, Folliculitis, and Sebaceous Cyst). Characteris- 
tics. There is a superficial ulceration near the center or to one side of the perineum, 
movable on the deeper parts and showing no tract into which a probe can be inserted. 

Condylomata Lata. Characteristics. There are oval or rounded, flat-topped sessile 
masses extending from the anus or vulva, and often ulcerated on the surface. 

Chief Signs. Accompanying signs of syphilis; positive serology; darkfield examina- 
tion (spirochetes). 

Periurethral Abscess. Characteristics. A number of small ulcers or fistulas are 
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present in the perineum, which discharge urine during micturition or continuously. 

Chief Signs. History of acute urethritis or evidence of stricture; presence of fistu- 
lous tracts (probing). 

Anal Fistula. Characteristics. An ulcer on the perineum may occur as a result of 
perineal suppuration or more rarely tuberculous infection. 

Chief Signs. Pain on defecation; passage of flatus or feces from the fistula; local 
exploration with a probe. 

Prostatic Abscess. Characteristics. An abscess of the prostate sometimes dis- 
charges into the perineum, leaving a permanent sinus. 

Chief Signs. History of recent gonorrhea, or instrumentation, chills and fever; pain 
and frequency of urination; urethral discharge; constant dull or throbbing pelvic 
ache which may radiate; painful or difficult defecation; retention of urine; rectal 
palpation of an enlarged, sensitive, fluctuating prostate; passage of a probe along the 
sinus. 

Chancroids. Characteristics. Multiple, soft, shallow, painful, inflamed ulcers may 
be present in the perineal region and are usually reimplantations of others on the 
genitals. 

Chief Signs. See page 631. 

Tuberculosis. Characteristics. Perineal tuberculous ulcers coalesce to form large, 
irregular, livid, sensitive lesions having sharply defined edges that droop inward, 
remain superficial, or attack deeper structures in and about the anus. 

Chief Signs. Chronicity; presence or history of pulmonary or intestinal tubercu- 
losis; finding of the tubercle bacilli in removed tissues or the discharge. 

Less Common Causes. Chancre; epithelioma (extending from the vulva or anus); 
prostatic tuberculosis (perineal fistula); gonorrhea (in women); granuloma vene- 
reum (superficial ulcerations ) ; lymphogranuloma inguinale (a common cause, how- 
ever, of condylomas and fistulas about the rectum); septic vaginal discharge; tinea 
cruris (with severe scratching); pruritus ani (with severe scratching). 


PRURITUS ANI 


The establishment of the etiologic factor is often obscure, though the condition 
may be very distressing and cause great debility. In general, causative factors may be 
considered under three headings: systemic, local, and psychogenic or functional. 

Pruritus may be caused by a host of general or systemic conditions, among which 
are gout, diabetes, nephritis, jaundice, focal infection, allergy, digestive disorders, 
ovarian deficiency, and opium habit. 

Anal pruritus of local origin may result from improper anal hygiene, discharge 
from neighboring parts, irritating substances locally applied, prolonged pressure, 
fungous infections, infestations with pinworms, acute dermatitis, specific anal derma- 
toses (psoriasis, seborrheic dermatitis, anal warts, venereal lesions, etc.), prolapsed 
internal hemorrhoids, rectal prolapse, anal infection, and the healing of anal wounds. 

Not uncommonly one is unable to determine a specific cause for pruritus ani, and 
since many of the patients whose itching has not been explained are of a highly nerv- 
ous temperament, it seems proper after excluding all other possibilities to include 
such cases under a psychogenic or functional designation. 

The diseases listed below are most often associated with this symptom and should 
be considered first. 

Pinworms (Enterobius vermicularis). Characteristics. Itching of the anus is the 
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principal symptom and usually comes on about the same hour at night, generally 
soon after the patient has retired; it is often intense and almost intolerable. 

Chief Signs. Discovery of the Enterobius vermicularis located in the cutaneous 
folds of the anus (Scotch tape); stool examination; proctoscopy; response to vermi- 
fuge. 

Hemorrhoids. Characteristics. Itching is a frequent complaint, may be almost in- 
tolerable, and may be the chief and only symptom. 

Chief Signs. See page 665. 

Fungous Infection (Monilia, Epidermophyton, Trichophyton). Characteristics. 
Itching of intense degree usually accompanies fungous infections of the anal and 
perianal skin. 

Chief Signs. Marked sodden and punctate anal skin erosions, often with satellite, 
reddish erosions with thin peripheral scale, principally located at the bottom of one 
or more folds of anal or perianal skin; very frequently a history of the use of broad- 
spectrum antibiotics, especially aureomycin and Terramycin and to a lesser degree 
tetracycline and chloramphenicol; direct examination (microscopic study of scrap- 
ings mounted in sodium or potassium hydroxide); culture. 

Papillitis and Cryptitis. Characteristics. There is itching at the anus not relieved by 
scratching. Intolerable itching may occur when a fecalith or foreign body is lodged 
in a crypt. The itching is aggravated by defecation but is quickly arrested by swabbing. 

Chief Signs. See page 666. 

Eczema Ani. Characteristics. Intense itching is sometimes present. 

Chief Signs. Redness, thickening, and infiltration of the skin with scaling or crust- 
ing; sticky exudation; fissures. 

Ulcer of the Rectum. Characteristics, Pruritus is frequently a distressing symptom 
caused by the galling secretion or by retention of substances in the ulcer by sphincter 
contraction. 

Chief Signs. See page 665. 

Less Common Causes. Ascaris lumbricoides or taenia infection; strongyloidosis; 
fissure in ano; proctitis; pediculosis pubis; fistula in ano; herpes; fecalith; foreign body 
in the rectum; urticaria; scabies; ringworm; neurodermatitis (nodular prurigo) ; 
erythema; amebic colitis; roentgen dermatitis. 


SWELLINGS IN THE ANOPERINEAL REGION 


Ischiorectal Abscess. Characteristics. There is a hot, red, tender, brawny, and 
edematous induration between the anus and the ischial tuberosity. 

Chief Signs. See page 665. 

Anal Abscess. Characteristics. A small, superficial, localized abscess is present on 
the anal margin. 

Chief Signs. See page 665. 

Fistula in Ano. Characteristics. More or less swelling, induration, and tenderness 
are present in the region of the anus, more marked when the fistula has no external 
opening, or having one, drains imperfectly. 

Chief Signs. See page 666. 

Condylomata Lata. Characteristics. Pinkish wartlike tumors showing a tendency 
to coalesce and form cauliflowerlike excrescences are present, highly auto-inoculable 
and giving off a copious discharge with a disgusting odor. 

Chief Signs. Presence of syphilis. 
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Condylomata Acuminata (Venereal Warts; Papillomas). Characteristics. Small 
pedicled papillomatous tumors or warts occur about the anus complicating an irritat- 
ing discharge in that region. They may be scattered or grouped in long patches or 
masses. 

Chief Signs. Presence of an irritating discharge from gonorrhea, leukorrhea, chan- 
croid, and other rectal affections; exclusion of syphilis and lymphogranuloma ingui- 
nale. 

External Hemorrhoids. Characteristics. Small, rounded, purplish tumors protrude 
from the margin of the anus, hard or soft according to the state of the blood within 
them. External tabs of skin may be present as the result of former acute hemorrhoids. 

Prolapsus Ani. Characteristics. A reducible, red or purplish cuff protrudes from 
the anus after defecation or straining. In complete prolapse the mass may be of a 
large size, irreducible, and ulcerated or even strangulated. 

Chief Signs. Usually a history of excessive straining at stool; may be tenesmus; may 
be bleeding. 

Urinary Infiltration (Periurethral Phlegmon; Gangrene). Characteristics. There is 
marked edematous swelling of the perineum with many foci of suppuration and 
fistulas discharging urine. 

Chief Signs. See page 669. 

Less Common Causes. Lymphogranuloma inguinale; granuloma venereum; piloni- 
dal cyst (sacral region). 


ABNORMALITIES FELT PER RECTUM 


Digital exploration of the rectum is an important part of a general, pelvic, or simple 
rectal examination. It may reveal an abnormal condition within or without the rec- 
tum. Examination with the proctoscope or sigmoidoscope may be necessary to com- 
plete the study. Most diseases of the rectum are located within two inches of the 
anus. The best position for male patients is the knee-elbow position, for female sub- 
jects the right lateral position with the knee flexed and the right arm behind the back. 

Internal Hemorrhoids. Characteristics. Small rounded projections may be felt just 
inside the anus and can be brought out through the anus with the finger. They are 
more easily felt if chronically inflamed, thrombotic, fibrotic, or gangrenous. 

Chief Signs. Pain; pruritus ani; bleeding; proctoscopy (revealing the swellings and 
excluding carcinoma as the cause). 

Rectal Polyp. Characteristics. One or more soft pedicled growths may be felt with 
the finger, but often they are not palpable. They are freely movable and may be mis- 
taken for small masses of feces. They may project externally. 

Chief Signs. Rectal irritation; passage of blood and mucus; pain if inflamed; proc- 
toscopy. 

Carcinoma of the Rectum. Characteristics. A hard, nodular, fixed growth is felt, 
more or less elevated above the level of the mucous membrane, and usually within 
four inches of the anus. It extends partly or wholly about the rectum and oy cause 
stenosis. The mass is friable, ulcerated, and bleeds easily. 

Chief Signs. See page 666. 

Submucous Abscess. Characteristics: A more or less elongated, smooth, elastic, 
very tender swelling is felt in the rectal wall. Pressure may rupture the abscess. After 
the abscess is empty, it feels like a small bean in the submucous tissue. 

Chief Signs. See page 667, 
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Stricture of the Rectum (Inflammatory, Especially due to Lymphogranuloma In- 
guinale, or Malignant). Characteristics. An annular or tubular obstruction is met 
with by the finger at the anus, above the border of the internal sphincter, or 3 to 4 
inches up the rectum. If fibrous (due to scarring of an old ulceration), it may be a 
cordlike constriction; if malignant, the hard nodular growth is felt. 

Chief Signs. See page 666. 

Ulcer of the Rectum (Simple, Syphilitic, Tuberculous, Malignant, Dysenteric, 
etc.). Characteristics. Superficial and deep ulcerations may be detected by the finger, 
but usually only after experience. Inspection is much more reliable. Little informa- 
tion can be gained about the nature of the ulceration by palpation, except the malig- 
nant, which has a hard, nodular fixed base in the rectal wall, and is craterlike. 

Chief Signs, See page 665. 

Rectovaginal Fistula. Characteristics. The opening if large may be entered by the 
finger in the rectum; if small, it feels like a shallow pit or depression. 

Chief Signs. Escape of feces and flatus into the vagina; passage of a probe or the 
injection of milk into the rectum while inspecting the vagina. 

Fecal Impaction. Characteristics. The hard, movable, irregular mass or masses are 
easily felt, if lodged above the sphincter. 

Chief Signs. See page 667. 

Foreign Body in the Rectum, Characteristics. Foreign bodies, whether swallowed 
accidentally or inserted voluntarily through the anus, may be felt if they have lodged 
in the rectum. 

Chief Signs. See page 668. 

Perirectal Abscess. Characteristics. The abscess may be felt bulging into the rec- 
tum above the internal sphincter. 

Chief Signs. See page 666. 

Prostatic Hypertrophy (with or without Prostatism). Characteristics. This condi- 
tion can almost always be demonstrated by rectal palpation. The finger encounters a 
rounded, dense mass, smooth and usually symmetrical. The median fissure between 
the lobes may be deepened or obliterated. One or both lobes may be unduly promi- 
nent. If only the median lobe is enlarged or if the prostate is sclerotic, rectal examina- 
tion reveals no positive evidence of enlargement. 

Chief Signs. See page 630. 

Carcinoma of the Prostate. Characteristics. The prostate presents a stony hardness, 
with one or more hard nodules, one of which is usually at the very apex of the gland. 
Palpation with a sound in the urethra brings this out more clearly. A hard ridge is felt 
above the upper edge of the gland extending outward and ensheathing one or both 
seminal vesicles in a solid mass. 

Chief Signs. See page 630. 

Prostatic Abscess (Acute Prostatitis). Characteristics. The prostate feels hot, 
swollen, and tender, and if suppuration is extensive the gland feels boggy or fluc- 
tuating. 

Chief Signs. See page 667. 

Chronic Prostatitis with Posterior Urethritis (Gonorrheal). Characteristics. The 
prostate may be enlarged and irregular. 

Chief Signs. Usually a history of gonorrhea; urethral discharge of thin milky fluid 
containing prostatic casts, expressed on defecation or by massage (gleet); pain on 
urination and defecation; reflex pain (back, perineum, urethra); disturbances of 
sexual function; shreds in the urine. 


674 The Anoperineal Region 


Seminal Vesiculitis (Gonorrheal; Always Associated with Chronic Prostatitis). 
Characteristics. There may be some enlargement, hardness and tenderness of the 
seminal vesicles. The normal seminal vesicles are not palpable. 

Chief Signs. History of gonorrhea; gleet; neuralgic pain in the testicle or rectum; 
frequent urination; recurring epididymitis; sexual disturbances; may be rheumatism. 

Ischiorectal Abscess. Characteristics. A tender elastic swelling is felt on the side 
corresponding to the abscess. 

Chief Signs. See page 665. 

Retroversion of the Uterus. Characteristics. The fundus uteri is found projecting 
posteriorly and encroaching upon the rectum; bimanual examination aids in the diag- 
nosis. 

Chief Signs. See page 647. 

Ovarian Cyst. Characteristics. A fluctuating, cystic, movable mass may be felt per 
rectum to one side or other of the fundus of the uterus. 

Chief Signs. See page 659. 

Salpingitis and Pyosalpinx. Characteristics. The distended tender tubes or masses 
are felt to the side of or behind the uterus, which is usually retroverted and adherent. 

Chief Signs. See page 658. 

Ectopic Pregnancy. Characteristics. A tense, fluid, tender, pulsating mass may be 
felt beside or behind the fundus of the uterus, which is enlarged; the cervix is soft. 

Chief Signs. See page 647. 

Appendiceal Abscess. Characteristics. An enlarged pelvic appendix or an appendi- 
ceal abscess may be felt on the right side by bimanual palpation with one finger in the 
rectum (or vagina); such examination is of important corroborative value in many 
doubtful cases. 

Chief Signs. See page 569. 

Carcinoma of the Pelvic Peritoneum. Characteristics. Multiple nodules may some- 
times be felt per rectum, indicating secondary deposits in the pelvic peritoneum in 
carcinoma of any of the abdominal organs; there may be a nodular ring around the 
wall of the pelvis or nodules in the concavity of the sacrum; such finding is valuable 
in the determination of abdominal malignancy. It is designated “rectal shelf.” 

Chief Signs. Cachexia; ascites (fluid often blood-tinged); symptoms referable to 
the primary growth. 

Malformation of the Rectum. Characteristics. Such conditions as congenital anal 
stricture, imperforate anus, imperforate rectum, absence of the rectum, are deter- 
minable by digital rectal exploration. 

Chief Signs. Disturbance of defecation from birth with signs of obstruction of the 
bowel. 

Intussusception. Characteristics. The apex of the intussusceptum, feeling like a 
soft os uteri, may be felt in many cases per rectum; bimanual palpation with one 
finger in the rectum may aid in determining the “sausage-shape” character of the 
tumor. 

Chief Signs. See page 568. 

Tuberculosis of the Prostate. Characteristics. The prostate gland may be swollen 
and nodular, but not characteristically so, the diagnosis being made from the associa- 
tion of known tuberculosis in the epididymis, bladder, or seminal vesicles. 

Chief Signs. See page 630. 

Tuberculosis of the Seminal Vesicles. Characteristics. Typical hard, nodular areas 
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may be encountered; more often the organ is merely dilated in a manner suggestive of 
simple inflammation. 

Chief Signs. Signs of tuberculosis in the epididymis, bladder, prostate. 

Less Common Causes. Aneurysm of the internal iliac artery; abscess of the hip; 
urethral calculus; vesical calculus; carcinoma of the bladder; ballooning of the rec- 
tum; invagination of the rectum; enlarged sacral lymph nodes; proctitis; prolapse of 
the sigmoid; tuberculosis of the ureters; sarcoma of the rectum; prostatic calculi; 
endometriosis; villous tumor of the rectum; distended bladder; foreign body in the 
vagina; growth in the vagina; abscess of the sacrum; growth of the sacrum; presacral 
tumor (teratoma, chromaffin body cyst, chordoma); malformation of the coccyx; 
benign rectal tumor (lipoma, leiomyoma, fibroma, neuroma, hemangioma); carci- 
noma of the proximal loop of the bowel; extrinsic inflammatory lesions (diverticulitis, 
regional ileitis). 
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THE LOWER EXTREMITY 


SYMPTOMS 


Pain in the Hip 

Pain in the Thigh or Thats 

Swellings in Scarpa's Triangle : 

Skin Affections of the Thighs and Groins . 

Pain in the Knee ; ‘ , 

Swellings of the Knee 

Swellings in the Popliteal Gnece 

Swellings of the Soft Parts of the Erieamity : 

Swellings or Thickening of the Bones of the Extremity 

Shortening of One Lower Extremity 

Lengthening of One Lower Extremity 

Diminished or Absent Knee Jerk (One or Both Sidaz) 
Exaggerated Knee Jerk (One or Both Sides) 

Paralysis of One Lower Extremity (Crural Monoplegia) : : 
Paralysis of Both Lower Extremities, Spastic or Flaccid (Paraplegia) . 
Atrophy or Wasting of Whole or Part of One Lower Extremity . 
Atrophy or Wasting of Whole or Part of Both Lower Extremities 
Numbness and Tingling in One or Both Lower Extremities (Paresthesia) 
Pain in the Leg or Legs (Below the Knee) 

Varicose Veins of the Leg 

Ulcers of the Leg . : 

Skin Affections of the Legs 

Bow Legs (Genu Varum) 

Pain in the Ankle . 

Ankle Clonus 

Pain in the Foot, Heel, or nie 

Enlargement of the Feet j 

Bilateral Edema of the Lower Extremities . 

Edema of One Foot and Leg . 

Ulcers of the Foot . 

Gangrene of the Toes or Foer 

Redness of the Feet 

Foot Drop 

Eversion of the Foot 

Inversion of the Foot 

Extensor Plantar Reflex (Babinski's Signlt 

Deformities of the Foot ; 

Deformities of the Toes 
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See also Paralysis of the Upper and Lower Extremity on the Same Side, page 338; 
Brittle Bones, page 753; Contractures, page 767; Skin Affections of the Elbows and 
Knees, page 349; Skin Affections of the Palms and Soles, page 367; Gait, Abnor- 


malities of, page 814; and Movements, Tremulous, page 852. 
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PAIN IN THE HIP 


Contusion. Characteristics. Pain, soreness, and ecchymosis are present. 

Chief Signs. History of a fall or blow; exclusion of more serious injury. 

Rheumatoid Arthritis ( Atrophic Arthritis). Characteristics. The hip joint is often 
involved along with other joints, especially of the spine. Pain is most intense on mo- 
tion, less so with rest. 

Chief Signs. See page 836. 

Osteoarthritis (Hypertrophic Arthritis; Degenerative Joint Disease; Senescent 
Arthritis). Characteristics. There is pain anteriorly, laterally, or posteriorly, depend- 
ing on the site of acute inflammation, and it is referred along the anterior and medial 
portion of the thigh toward the inner aspect of the knee. The pain and stiffness are 
at first slight and intermittent, often being initiated by prolonged weight-bearing or 
trauma (misstep or twisting sprain), but with the passage of time the pain becomes 
progressively more and more protracted and stiffness and limitation of motion more 
persistent. Eventually the hip is stiffened and the pain lessened as a result of severe 
restriction of motion (morbus coxae senilis). 

Chief Signs. Occurrence after 45; insidious onset and course; tenderness over the 
site of capsular inflammation; muscle spasm during acute inflammatory phases; 
flexion, adduction, and external rotation; absence of signs of infection and ankylosis; 
limitation of motion; may be affection of other joints; x-ray. 

Fracture of the Neck of the Femur. Characteristics. The pain is severe and in- 
creased by the slightest motion and pressure. 

Chief Signs. History of injury with immediate loss of function; helpless eversion; 
crepitus if there is no impaction; swelling and ecchymosis; shortening; x-ray. 

Sprain of the Hip. Characteristics. There are pain and tenderness in the region of 
the joint, aggravated by motion. 

Chief Signs. History of injury; swelling and muscular atrophy (acute synovitis) ; 
careful examination to exclude fracture, dislocation, or latent tuberculosis. 

Tuberculosis of the Hip Joint. Characteristics. Pain is present and is increased by 
movements of the joint; pain may also be present along the inner side of the knee. 
The pain increases with the progress of the disease, is rendered more severe by any 
jarring motion to the knee or foot, and is apt to wake the patient suddenly from sleep 
(night cries, starting pains). Flexion associated with abduction and eversion of the 
thigh secures the greatest comfort. 

Chief Signs. Occurrence in children; limitation of movement of the hip; slight full- 
ness about the hip or muscular atrophy; apparent lengthening of the limb due to tilting 
of the pelvis with scoliosis; muscular rigidity; later shortening; ankylosis; may be ab- 
scesses and sinuses; x-ray (revealing the erosion). 

Acute Suppurative Arthritis (Osteomyelitis of the Hip Joint). Characteristics. 
Severe pain and tenderness are present, aggravated by motion and worse at night. 

Chief Signs. Chill followed by fever and rapid pulse; redness, heat, swelling, and 
edema of the skin; fixation of the joint, usually in flexion; may be fluctuation; leukocy- 
tosis; culture of the joint fluid. 

Dislocation of the Hip. Characteristics. Pain may be severe. 

Chief Signs. History of forcible abduction and rotation of the thigh. Posterior va- 
riety: inversion of the foot with adduction of the thigh; shortening; head of the femur 
posterior, with a depression over the front of the joint. Anterior variety: eversion of 
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the foot with abduction of the thigh; absence of shortening; head of the femur an- 
terior, with the acetabular cavity empty. 

Acute Rheumatic Fever. Characteristics. The hip may be affected but not as fre- 
quently as the other joints (ankle, shoulder, wrist, elbow). 

Chief Signs. See page 836. 

Hysteria (Neuromimesis; Nervous Mimicry). Characteristics. Pain is present in 
the hip, intensified by any form of movement, and with tenderness on palpation. Hys- 
terical hip is the most common joint manifestation of hysteria. 

Chief Signs. Sudden onset after emotion or trauma; muscle spasm; apparent, but 
no real shortening; hyperesthesia; negative x-ray findings; normal motion under 
anesthesia; absence of constitutional symptoms. 

Less Common Causes. Gonorrheal arthritis; fracture of the greater trochanter; 
fracture of the lesser trochanter; fracture of the acetabulum; bone cyst of the ace- 
tabulum; exostosis of the acetabulum; scurvy; obturator hernia; snapping hip; trau- 
matic coxa vara; osteitis fibrosa cystica; appendicitis; perinephritis; malignant disease 
of the hip; Perthes’ disease (coxa plana; osteochondritis juvenilis); renal calculus; 
slipped upper femoral epiphysis (adolescent coxa vara; epiphysiolysis); pigmented 
villonodular synovitis of the hip joint; transient synovitis of the hip (children) ; calci- 
fied tendonitis of the hip joint; intrapelvic protrusion of the acetabulum (idiopathic 
or secondary—disease or trauma) ; trochanteric bursitis; iliopectineal bursitis; ischio- 
gluteal bursitis; gouty arthrosis; psoriatic arthrosis; diseases of the uterus, rectum, 
bladder, and prostate (tumors, cysts, infections, etc.); pregnancy; fecal impaction; 
musculoskeletal disorders of the low back or thigh. 


PAIN IN THE THIGH OR THIGHS 


Sciatica, Idiopathic and Secondary (Lumbosacral Neuralgia; Sciatic Neuralgia; 
Sciatic Neuritis). Characteristics. Unilateral gnawing or burning pain, usually con- 
stant, but sometimes lancinating and paroxysmal, and often worse at night, is present 
in the buttocks and posterior part of the thigh radiating along the course of the 
sciatic nerve. There is usually marked tenderness along the entire course of the 
nerve, but especially in the back of the thigh, in the popliteal space, and in the calf. 
Walking and acts which increase intraspinal pressure frequently increase the pain, 
and flexion of the knee is the most comfortable position. 

Chief Signs. Pain and tenderness along the course of the nerve; if secondary, evi- 
dence of a pelvic lesion, hip joint disease, or spinal cord affection (see other entities 
below, and Less Common Causes); muscular atrophy in protracted cases. 

Ruptured Intervertebral Disk (Protrusion or Rupture of the Nucleus Pulposus). 
Characteristics. The disks between the fourth and fifth lumbar vertebrae and the fifth 
lumbar and sacrum are most commonly involved. There is pain in the lumbar region 
extending down along the course of the sciatic nerve. It may be mild at first and become 
more intense in time. It is apt to occur in attacks and is aggravated by coughing, sneez- 
ing, and straining. . 

Chief Signs. May or may not be history of lifting, bending, or trauma to the back; 
limitation of back movements; may be diminished or absent ankle jerk; x-ray (nar- 
rowed intervertebral space, myelography ). 

Fracture of the Femur. Characteristics. Severe pain is present and is increased by 
motion and pressure. 
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Chief Signs. History of an injury followed by loss of function; swelling; muscular 
spasm; abnormal mobility; deformity; crepitus; shortening; x-ray. 

Fibrositis (Myalgia; Myositis). Characteristics. Local pain is a prominent feature, 
dull and aching in character, or sharp, severe, and cramplike, and increased by mus- 
cular action (secondary sciatica). 

Chief Signs. Muscle soreness; pain on motion; nodules about the posterior iliac 
crest. 

Abscess of the Thigh. Characteristics. Severe throbbing local pain is present. 

Chief Signs. Heat, redness, swelling, tenderness, induration, fluctuation; fever; 
muscle spasm; aspiration (pus). 

Phlegmasia Alba Dolens (Thrombophlebitis of the Femoral Vein; Milk Leg). 
Characteristics. Pain and tenderness are present along the course of the vein. 

Chief Signs. Presence of a causative factor (infectious disease, pregnancy, pelvic 
Operation); edema of the thigh and leg; swelling and induration of the vein with 
tenderness; distended peripheral veins. 

Osteomyelitis of the Femur. Characteristics. Severe pain is present in the shaft of 
the bone. 

Chief Signs. Sudden onset with chills and fever; thigh swollen, tender, hot, and 
edematous; fluctuation if the abscess spreads from the bone; x-ray. 

Osteoperiostitis of the Femur. Characteristics. Aching pain is present over the in- 
volved portion of the bone, worse at night and increased by pressure. 

Chief Signs. Fever; presence of a cause (trauma, acute or chronic constitutional 
disease ) ; edema, redness, and swelling; deep tenderness; may be abscess formation; 
x-ray. 

Spinal Syphilis (Chronic Meningomyelitis ). Characteristics. As the meninges be- 
come surrounded by syphilitic exudate, the posterior roots passing through them 
become irritated, resulting in severe pains radiating about the trunk (girdle pains) 
and neuralgiform pains in the extremities (secondary sciatica). These vary from un- 
bearable and continuous pains to mere light transient twinges. 

Chief Signs. History of infection (usually within five years); nocturnal pain in the 
back; pain in the root areas and paresthesias; retention of urine; impotence; para- 
plegia, partial or complete; partial anesthesias, often dissociated; increased deep re- 
flexes; extensor plantar reflex; often signs of cerebral syphilis (cranial nerve palsies, 
etc.) ; positive serology; spinal fluid examination (positive serology, increased globu- 
lin, lymphocytosis, luetic curve). 

Infantile Scurvy (Barlow’s Disease). Characteristics. Severe pain and tenderness 
in the lower part of the thigh are usually present. The tenderness is so exquisite that 
any movement or even the slightest touch causes the child to scream with pain or 
apprehension. 

Chief Signs. Occurrence in infancy (6 to 16 months); extreme soreness of the legs 
or legs and arms; spongy swollen gums; swellings near the large joints; tendency to 
hemorrhage; may be hematemesis and hematuria; history of dietary deficiency; ano- 
rexia, weight loss, progressive anemia, pyrexia; blood ascorbic acid level of 0.5 mg. 
or less; x-ray (subperiosteal hemorrhage, epiphyseal fracture separation, costochon- 
dral and vertebral angulation of the ribs, ground-glass translucency of bones, 
Wimberger line). 

Sarcoma of the Femur. Characteristics. Deep-seated boring pain is present, usually 
in the lower part of the thigh. 
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Chief Signs. Irregular swelling in the lower end of the shaft of the femur, which 
may pulsate and crepitate; X-ray. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Unilateral or bilateral stab- 
bing, burning, tearing, or bursting pains with local hyperesthesia occur in the lower 
extremities, of brief duration and at irregular intervals (lightning pains). They are 
present in the early stages, before ataxia develops, and may persist in the ataxic stage. 
They may be spotlike in distribution. 

Chief Signs. Syphilitic history; ocular symptoms (optic atrophy, ptosis, ophthal- 
moplegia, myosis, Argyll Robertson pupils) ; difficulty in emptying the bladder; loss 
of deep reflexes; later, ataxia; trophic disturbances; Charcot joints; visceral crises; 
spinal fluid examination (positive serology, pleocytosis, tabetic curve ) ; positive blood 
serology. 

Dysmenorrhea. Characteristics. The pain, constant or intermittent, cramplike, 
bearing-down, or shooting, may radiate down the thighs from the pelvis or back. 

Chief Signs. For causes see page 649. 

Psoas Abscess. Characteristics. Pain may be felt along the inside of one thigh if 
the abscess presses upon the anterior crural nerve. 

Chief Signs. See page 570. 

Carcinoma of the Spine. Characteristics. Root pains of an intensely excruciating 
character may radiate down the lower extremities along the distribution of the af- 
fected root or roots, and although induced by movement, they are often entirely 
spontancous in origin; they are usually unilateral. 

Chief Signs. Local pain and tenderness over the affected vertebrae; stiffness and 
deformity of the spine; hyperesthesia over the distribution of the affected nerve or 
nerves; later symptoms of cord compression (paralysis, anesthesia); presence of a 
primary growth elsewhere (prostate, breast); x-ray (revealing areas of decalcifica- 
tion). 

Obturator Hernia. Characteristics. Pain along the inside of one thigh and knee, 
and in the hip, may be present, due to pressure on the obturator nerve. 

Chief Signs. Cordlike mass felt deep in the thigh on bimanual palpation, extending 
up to the obturator foramen. 

Fecal Impaction Characteristics. Paroxysmal neuralgic pains may radiate down 
the backs of the thighs. 

Chief Signs. See page 667. 

Tumor of the Spinal Cord. Characteristics. In tumors involving the meninges in 
the lumbar or sacral regions there is pain, dull or sharp, in various parts of the lower 
limbs, including the thigh; the root pains of tumor are more or less constant with 
paroxysmal exacerbations; they are generally unilateral at first and become bilateral 
as the disease spreads to the opposite side. 

Chief Signs. Progressive paraplegia usually affecting one lower limb before the 
other; motor and sensory paralysis below a fixed segmental level, all forms of sensa- 
tion being lost or impaired, with a tendency to Brown-Séquard distribution; absence 
of sphincter weakness or only slight impairment until paraplegia is well developed; 
absence of signs of caries of the spine; spinal fluid examination (lemon yellow color, 
increased globulin, may be pleocytosis) ; x-ray. 

Anterior Crural Neuralgia and Neuritis. Characteristics. There is pain in the front 
of the thigh as far as the knee, sometimes extending down the inner side of the leg, 
foot, and big toe. 

Chief Signs. Tenderness along the course of the anterior crural nerve; may be 
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diminished knee jerk; may be wasting of the quadriceps femoris muscle with the reac- 
tion of degeneration; may be wound, dislocation of the hip, pregnancy, bone disease, 
psoas abscess, perispinal growth, femoral hernia, enlargement of inguinal nodes, 
aneurysm of the iliac artery. 

Meralgia Paraesthetica (Neuritis of the External Cutaneous Nerve of the Thigh). 
Characteristics. Pain along the outer side of the thigh is present, induced by standing 
or walking, and associated with paresthesia of that region. 

Chief Signs. Tenderness of the nerve just internal to the anterior superior iliac 
spine. 

Less Common Causes. Abdominal aneurysm; abdominal tumor; carcinoma of the 
colon; multiple myeloma; aneurysm of the femoral artery; dislocation of the hip; 
lumbosacral caries; nephrolithiasis (pain may radiate to the inner side of the thigh 
in renal colic) ; lumbar abscesses; enlarged sacral nodes; sacro-iliac disease; displace- 
ments of the uterus; prolapse of the uterus; vesical calculus; multiple sclerosis; pelvic 
peritonitis; pelvic tumor; oophoritis; sarcoma of the vertebrae; multiple neuritis; 
acute myelitis; pregnancy; cancer of the rectum; sarcoma of the innominate bone; 
tuberculosis of the hip joint; iliopsoas bursitis; tumor of the cauda equina; rider’s leg 
(strain of the adductor muscle); thrombosis of the iliac artery; piriformis syndrome; 
neurofibroma; neuroma or neurinoma of the sciatic nerve; chemical irritation of the 
sciatic nerve (injection of various substances ) ; syringomyelia; spinal varices; hypertro- 
phied ligamentum flavum; osteophytes; intraspinal abscess; lumbosacral radiculitis, 
plexitis, and/or neuritis (herpes zoster, coccal meningitis, tuberculitis, Guillain-Barré 
syndrome; metabolic disease, e.g., diabetes mellitus; toxemias, e.g., chemical poison- 
ings, serum sickness, metabolic poisonings, foci of infection; generalized infectious 
diseases, e.g., measles, smallpox; deficiency diseases, e.g., anemia, avitaminosis) ; 
spondylolisthesis; Paget’s disease; congenital anomaly of the spine; sacralization of the 
fifth lumbar vertebra; prostatic hypertrophy. 


SWELLINGS IN SCARPA'S TRIANGLE 


Scarpa’s triangle is in the upper third of the thigh. Its base is formed by Poupart’s 
ligament (the inguinal ligament), its outer side by the sartorius muscle, and its inner 
side by the adductor longus. It contains the femoral artery and vein, the obturator 
nerve, the long saphenous vein, and numerous lymphatics. At its upper and inner 
part is the saphenous opening. 

Adenopathy. Characteristics. Lobulated masses may be felt in the region of the 
saphenous opening below Poupart’s ligament, their character depending upon whether 
they are inflammatory, tuberculous, or carcinomatous. If suppurating, fluctuation may 
be elicited. The nodes are distributed along Poupart’s ligament and the femoral ves- 
sels. 

Chief Signs. Presence of a lesion in the area drained by the nodes (lower anterior 
half of the abdomen, the genitalia, lower limb, anal, gluteal and lumbar regions), if 
inflammatory or carcinomatous; other lymph node involvement (e.g., cervical) and 
evidence of tuberculosis elsewhere, if tuberculous. 

Femoral Hernia. Characteristics. A moderate-sized, more or less lobular, reducible 
swelling which gives an impulse on coughing is present to the outer side of the pubic 
spine, and to the inside of the femoral vessels. The hernia passes along the femoral 
canal, protrudes through the saphenous opening, and thereafter follows the line of 
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least resistance and turns upward, extending toward and often above Poupart’s liga- 
ment. More rarely the hernia may extend downward along the femoral vessels. 
Should such a hernia be irreducible (strangulated, omentum adherent plugging the 
neck, empty sac surrounded by extraperitoneal fat, hydrocele of the sac), it presents 
itself as a rounded elastic swelling in Scarpa’s triangle without impulse on coughing. 

Fracture Callus. Characteristics. A hard bony callus may be felt in the region of 
Scarpa’s triangle. 

Chief Signs. History of fracture of the upper third of the femur. 

Psoas Abscess. Characteristics. A fluctuating globular tumor may be present below 
Poupart’s ligament, external or internal to the femoral vessels, or on the inner side 
of the thigh. 

Chief Signs. See page 570. 

Hip Abscess. Characteristics. A soft, fluctuating, painless, and noninflammatory 
abscess may be found in Scarpa’s triangle, usually to the inner side of the vessels, 
having made its way from the hip joint. 

Chief Signs. History and evidence of tuberculosis of the hip; incision (pus). 

Lipoma. Characteristics. A soft, lobulated, elastic swelling may be present in the 
upper thigh, often presenting pseudofluctuation. It is ovoid in shape, and causes a 
dimpling of the skin when moved. 

Saphenous Varix. Characteristics. A soft reducible swelling is present at the sa- 
phenous opening. It is reduced with a thrill instead of a gurgle (as occurs in femoral 
hernia) and reappears from below upward even when the finger blocks the femoral 
canal. 

Chief Signs. Presence of varicose veins of the thigh and leg. 

Iliopectineal (Iliopsoas) Bursa. Characteristics. A swelling is present at the base 
of Scarpa’s triangle under or to the outer side of the femoral artery if the bursa is en- 
larged. It is sometimes reducible. 

Chief Signs. May be pain down the inner side of the thigh; aspiration; thigh slightly 
flexed, abducted, and rotated outward. 

Obturator Hernia. Characteristics. A cordlike mass deep in the thigh on the inner 
side of the vessels may be felt on bimanual palpation, extending into the obturator 
foramen. It is rare and difficult of diagnosis. 

Less Common Causes. Ectopic testis; sarcoma; fibroma; aneurysm of the femoral 
artery; osteophyte of the acetabulum. 


SKIN AFFECTIONS OF THE THIGHS AND GROINS 


Syphilis. Characteristics. Syphilitic lesions may appear upon the thigh as a part of 
a general eruption (see under Skin, Affections of, page 873). The acuminate pustular 
lesions are always well marked upon the thighs. 

Chief Signs, See page 203. 

Eczema. Characteristics. This appears usually on the inner surface of the thigh 
and in two forms: first, as large placards 30 cm. in length; or, second, as localized 
nummular placards which are roundish and a little raised, which weep and form 
yellow papery, often fissured crusts. In the groin, eczema is usually of the papular 
variety and is more marked when there is sweating. 

Chief Signs. Intense itching; chronicity. 

Intertrigo (Chafing). Characteristics. The diaper region in children and the inner 
surface of the thighs of adults are frequently affected. Rapid hyperemia develops, 
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which, as the condition progresses, may lead to maceration and a resulting serous 
discharge. 

Chief Signs. Sudden onset; feeling of heat and soreness. 

Erythrasma. Characteristics. A reddish-brown, well-defined, scaly patch develops 
slowly, beginning in the inguinal region. It may come to cover a large area of the inner 
surface of the thigh. 

Chief Signs. Absence of subjective symptoms; presence of the Nocardia minutis- 
sima in the scrapings. 

Tinea Cruris (Jock Itch; Dhobie Itch). Characteristics. This begins as a small 
erythematous and scaling or vesicular and crusted patch which spreads peripherally 
and partly clears in the center, so that the patch becomes characterized chiefly by its 
curved, well-defined border, particularly on its lower edge. It may extend downward 
upon the thighs and backward on the perineum or about the anus. At times the peno- 
scrotal fold or sides of the scrotum are involved. 

Chief Signs. Culture of scrapings revealing usually Epidermophyton inguinale but 
sometimes Epidermophyton rubrum. 

Keratosis Pilaris. Characteristics. The outer surface of the thighs is affected. Small 
conical projections of a grayish color protrude from many of the larger hair follicles, 
which can easily be picked or squeezed out, leaving a minute opening. 

Ichthyosis. Characteristics. The skin on the extensor surfaces in the mildest cases 
is dry, harsh, and roughened with considerable branlike scaling which is worse in 
windy weather. In severe cases the skin may be like a rasp. 

Chief Signs. Existence from early life; absence of all inflammatory symptoms. 

Lichenification. Characteristics. The inner surface of the thigh below the groin is 
thickened, the surface is smooth and formed of flat lozenge-shaped papules separated 
by lines like parquetry and covered by the lesions of scratching. 

Chief Signs. Itching; chronicity. 

Less Common Causes. Scabies; dermatitis herpetiformis (Diihring’s disease); 
leprosy; psoriasis; lichen planus; furunculosis; tabes centrum (desquamation of the 
bedridden) ; keratosis follicularis; sporotrichosis; prurigo; pityriasis rosea; seborrheic 
dermatitis; pediculosis pubis; pemphigus; granuloma inguinale; molluscum contagio- 
sum; lymphogranuloma venereum; urticaria; parapsoriasis; contact dermatitis (rubber 
garters). 


PAIN IN THE KNEE 


Osteoarthritis (Hypertrophic Arthritis; Degenerative Arthritis; Senescent Arthri- 
tis). Characteristics. One or both knees are often affected. The pain and stiffness are 
worst on beginning to move after a period of rest. After the patient limbers up they 
decrease or disappear. Excessive activity and lowered barometric pressure aggravate 
the pain. 

Chief Signs. See page 677. 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. Pain is often a marked 
feature and is increased by movement. As the disease becomes chronic the pain may 
be replaced by soreness only on motion. The knee joints are often involved, together 
with other joints, and effusion, limitation of motion, and later villous arthritis or sub- 
luxation occur. Simple hypertrophic osteoarthritis is common in the knees of middle- 
aged and elderly persons. 

Chief Signs. See page 836. 
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Acute Rheumatic Fever. Characteristics. The knee joint is exquisitely painful and 
tender and is especially sensitive on motion when it is involved. The disease begins 
most often with involvement of the knee, then spreads to other joints. 

Chief Signs. See page 836. 

Sprain of the Knee. Characteristics. Pain is present following severe twists of the 
joint and is increased by motion, particularly flexion, the joint being most comfortable 
in extension. 

Chief Signs. History of a twist; tenderness; partial loss of function; swelling; ef- 
fusion of fluid into the joint cavity (acute traumatic synovitis). 

Fracture of the Femur (Near the Knee Joint). Characteristics. There are pain and 
tenderness localized at the seat of fracture. 

Chief Signs. History of injury, usually by direct violence; swelling; muscular spasm, 
abnormal mobility; crepitus; deformity; possible shortening; x-ray. 

Fracture of the Patella. Characteristics. There is pain in the front of the knee. 

Chief Signs. History of injury or muscular action; may have been an audible crack; 
effusion of blood into the knee joint; inability to extend the leg although walking 
backward is possible; separation of the fragments, and crepitus if the fragments can 
be brought together; inability to raise the limb from the bed; x-ray. 

Dislocation of the Semilunar Cartilage (Subluxation; Internal Derangement of the 
Knee). Characteristics. Sudden violent, sickening pain is felt in the knee, which may 
be so severe as to cause the patient to fall to the ground; the knee is usually in a 
position of fixed semiflexion and any attempt to extend it is attended by excruciating 
pain. 

Chief Signs. History of injury accompanied by a twist of the partly flexed knee; 
usually locking of the joint in flexion (but when there is no locking the case is often 
taken for sprain); displaced cartilage occasionally felt, but more often nothing but 
marked tenderness along the front of the tibia; on palpation, rapid swelling of the 
knee. 

Floating Cartilage (Loose Bodies in the Joint; Joint Mice; Osteochondromatosis ). 
Characteristics. The pain is of a shifting character; from time to time the loose body 
lodges between the bones, temporarily locking the joint and producing intense and 
sickening pain. 

Chief Signs. Weakness of the joint with slight swelling; occasionally palpation of 
the loose body; attacks of locking of the joint, extension and flexion being impossible; 
x-ray if the body is dense and large. 

Prepatellar Bursitis (Housemaid’s Knee). Characteristics. Pain and tenderness 
are slight unless the bursa is infected, when it may be severe. 

Chief Signs. History of repeated slight trauma or open wound; localized fluctuating 
swelling over the patella covered by movable skin. 

Rupture of the Lateral Ligament. Characteristics. Sharp pain is present at the 
time of the injury, but pain is slight if the limb is kept at rest subsequently. 

Chief Signs. Injury by direct violence; abnormal lateral motion. 

Infrapatellar Bursitis. Characteristics. Pain is present below the patghe, more 
marked in acute cases. 

Chief Signs. Swelling and fluctuation beneath the patellar ligament: aspiration 
(serum and gelatinous substance). ‘ 

Dislocation of the Patella. Characteristics. Severe pain is present if the dislocation 
is of traumatic origin, and it is promptly relieved by reduction. 

Chief Signs. Direct injury with the limb in extension; leg extended; knee broadened; 
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intercondyloid notch perceptible; patella palpable usually on the outer or anterior 
surface of the external condyle; hemarthrosis; tendency to recurrence. 

Dislocation of the Knee. Characteristics. There is severe pain. 

Chief Signs. History of violent trauma, direct or indirect; shortening usually with 
extension; deformity; immobility; absence of crepitus. 

Abscess (Subcutaneous). Characteristics. Severe pain is present, but motion is 
not as painful as in arthritis. Tenderness is marked. 

Chief Signs. Heat, redness, swelling, fluctuation; fever; enlarged nodes of the 
groin; pus superficial to the joint in the subcutaneous tissues. 

Gonococeal Arthritis. Characteristics. Except in the mildest cases the pain is 
severe. The knee, ankle, and wrist are most frequently involved, singly or less often 
combined. 

Chief Signs. Existence of subsiding or chronic gonorrhea; hot, swollen, reddened, 
tender knee joint with a large amount of fluid; peculiar diffuse edematous swelling 
of the periarticular tissues; may be tenosynovitis about the ankles and wrists; fever; 
often involvement of other joints; usually subsidence in a few days but may be a 
persisting resistant monoarthritis, may be ankylosis if untreated; leukocytosis, 
elevated sedimentation rate, isolation of gonococci by culture of joint fluid. 

Infective Arthritis of Infectious Diseases (Particularly Typhoid Fever, Scarlet 
Fever, Pneumonia, Measles, Mumps, Variola, Cerebrospinal Fever). Characteristics. 
Pain is present, though it may be moderate. 

Chief Signs. See page 688. 

Pneumococcal Arthritis. Characteristics. Pain sets in abruptly and is very severe; 
there is exquisite tenderness. 

Chief Signs. Presence of pneumonia; usually most common in children under five 
years; usually monarticular, most often the knee; high fever; rapid swelling; fluctua- 
tion; aspiration of yellow green pus (containing pneumococci). 

Acute Suppurative Arthritis (Septic Arthritis or Synovitis ). Characteristics. There 
are great pain and tenderness with fixation of the joint. 

Chief Signs. History of neighboring wound or preceding pyogenic or infectious 
process; heat, swelling, and fluctuation of the joint; redness and edema of the skin; 
severe constitutional symptoms; later osseous crepitus; aspiration (smear and 
culture). 

Infantile Scurvy (Barlow’s Disease). Characteristics. The soreness at first is not 
very definitely localized, but it is generally more marked about the knees and ankles. 
It is excruciating, the slightest touch causing the child to scream. 

Chief Signs. See page 679. 

Tuberculosis of the Knee Joint. Characteristics. At first there is slight pain causing 
some limitation of motion of the extremity and limping. Night cries are not common. 
When fully developed the pain in the joint varies from a discomfort on jarring and 
aching after use to an exquisitely painful condition. 

Chief Signs. Infants and children to 10 years of age most often affected; insidious 
onset often precipitated by trauma or an infectious disease; at first, intermittent 
hydrarthrosis without constitutional symptoms and return of the joint to normal dur- 
ing remissions; later, more persistent and intense attacks of synovitis, with the pro- 
duction of a tumor alba, and muscle spasm, especially of the hamstrings; still later, 
muscle atrophy and contracture with the leg pulled into a deformity of flexion, abduc- 
tion, and external rotation; may be an acute onset, especially in adults, with severe 
pain, muscle spasm, heat, tenderness, marked restriction of motion, abscess and sinus 
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formation, and marked constitutional symptoms; x-ray; biopsy; culture and guinea 
pig inoculation. 

Tuberculosis of the Hip Joint. Characteristics. Pain is often present along the inner 
side of the knee as well as in the hip (both joints being supplied by the obturator 
nerve), increased by movements of the hip joint. Occasionally the pain may be 
limited to the knee. Pain in the knee calls for examination of the hip joint as well 
as the knee. 

Chief Signs. See page 677. 

Popliteal Aneurysm. Characteristics. Pain is usually present in back of the knee 
and may be referred down the leg. It is intensified by rupture, the swelling increasing 
in size. 

Chief Signs. See page 689. 

Osteogenic Sarcoma. Characteristics. Pain of a persistent, dull, boring character 
is present in the neighborhood of the knee if there is a sarcoma in the distal end of 
the femur or in the proximal end of the tibia or fibula, both frequent sites of bone 
sarcoma. Severe pain results if nerves are pressed on, which usually occurs in the 
periosteal or perforating central sarcoma. Pain from synovitis complicating the con- 
dition may be severe and is not relieved by fixation as in synovitis from arthritis. 

Chief Signs. Local, firm swelling; some degree of tenderness; absence of inflam- 
matory signs; enlarged veins over the tumor (osteolytic form); sometimes crepitus 
and abnormal mobility (fracture); synovitis; metastases (usually to the lungs); 
x-ray; biopsy. 

Palindromic Rheumatism. Characteristics. There are recurrent attacks of pain, 
swelling, redness and disability, usually of one small or one large joint such as a knee. 

Chief Signs. Unknown etiology; sudden appearance; duration of hours to one to 
three days; absence of fever; no residua. 

Less Common Causes. Acquired syphilitic arthritis (pain is slight); rupture of 
the crucial ligament of the knee (only occurs with very grave injury to the joint); 
gout; tabes dorsalis (may radiate to or from the knee); intermittent hydrarthrosis 
(usually some pain but little tenderness) ; purpura rheumatica (Sch6nlein’s purpura) ; 
hemophilia (injury with bleeding into the joint); bursitis (gastrocnemio-semi- 
membranosa ) ; Reiter’s syndrome (urethritis, conjunctivitis, polyarthritis, particularly 
knees and ankles, which are hot, swollen and tender) ; pigmented villonodular synovi- 
tis (gradual, mild to moderate, intermittent pain in the knee associated with a limp, 
stiffness, intermittent locking, limitation of motion, and effusion of a thick brown 
orange fluid containing cholesterol in large amounts); synovioma; chondrosarcoma 
(primary); chondroblastoma; benign giant cell tumor (osteoblastoma); osteoid 
osteoma; periosteal osteoma; Ewing’s sarcoma; fibrosarcoma; reticulum cell sarcoma; 
sickle cell anemia; rupture of the quadriceps apparatus; hypertrophic patella; Larsen- 
Johansson disease of the patella (pain, soft tissue swelling, and tenderness over the 
lower or upper pole of the patella, limp, ossification over the affected pole of the 
patella on x-ray ) ; traumatic prepatellar neuralgia; osteochondritis dissecans; Osgood- 
Schlatter disease; chondromalacia patellae; extra-articular displacement of the medial 
meniscus; serum sickness; painful subpatellar fat pad; cysts of the semilunar cartilage; 
avulsion of the patellar tendon from. the tibial tubercle; avulsion of the patellar 
tendon from the patella; fracture of the tibial spines; fracture of the tibial tuberosity; 
slipping patella; trauma, cyst or tumor of the retropatellar fat pad; discoid cartilage 
(trigger knee); Pellegrini-Stieda syndrome. 
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SWELLINGS OF THE KNEE 


Sprain of the Knee (Traumatic Synovitis; Traumatic Arthritis). Characteristics. 
The knee becomes swollen from edema of the soft tissues and effusion of fluid into 
the joint cavity. Fluid in the knee joint is best demonstrated by compressing the cul- 
de-sac beneath the quadriceps tendon with the palm of the hand while one finger of 
the other hand pushes the patella lightly but quickly backward to the femur, the leg 
being extended. If fluid is present the patella strikes the femur with an appreciable 
click. 

Chief Signs. See page 684. 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. There may be a little 
swelling in the early stages with pain, stiffness, and creaking. Gradually the joint 
becomes more swollen, deformed, and finally ankylosed. The surrounding muscular 
atrophy augments the impression of enlargement. 

Chief Signs. See page 836. 

Acute Rheumatic Fever. Characteristics. Swelling of the knee joint, following and 
accompanied by intense pain, redness, and heat, often occurs at the outset. The 
amount of swelling is variable, extensive effusion being rare and much of the enlarge- 
ment being due to the infiltration of the periarticular tissues with serum. Other joints 
are involved in succession. 

Chief Signs. See page 836. 

Gonococcal Arthritis. Characteristics. The swelling is not great in the chronic stage 
and is due mostly to the edema of the soft tissues about the joint. In the acute stage 
it may be considerable and is due to the presence of turbid fluid. 

Chief Signs. See page 685. 

Prepatellar Bursitis (Housemaid’s Knee). Characteristics. A well-localized fluc- 
tuating swelling is present in front of the patella, covered by normal movable skin. 
This swelling may cover only the lower half of the patella and may extend over a 
part of the patellar ligament. Fluctuation is not affected by extension of the leg. 

Chief Signs. See page 684. 

Acquired Syphilitic Arthritis. Characteristics. Swelling of the joint may occur from 
synovitis in the secondary stage. In the tertiary stage two varieties of arthritis may 
occur, both of which cause considerable swelling and disorganization of the joint, 
one being a gummatous arthritis with deposition of gummatous material in the 
subsynovial tissue, the other affecting the ends of the bone; thickening of the synovial 
membrane can be felt. This form is confined to a single joint. 

Chief Signs. Evidence of secondary or tertiary syphilis; positive serology; thera- 
peutic test or response to antisyphilitic treatment; x-ray. 

Charcot’s Joint (Neuroarthropathy ). Characteristics. The joint is swollen, mark- 
edly deformed, painless, and freely movable in any direction. The knee joint is that 
most commonly affected in tabes dorsalis; some of the biggest joints seen are those 
affected with tabetic arthritis, syringomyelia, cord lesion, or cerebral lesion. 

Chief Signs. Evidence of the causative disease; rapid development of the painless 
joint swelling. 

Congenital Syphilitic Arthritis. Characteristics. Both knees may be swollen and 
fluctuation present if there is much synovial exudation; the synovial membrane may 
feel thickened and irregular; in syphilitic osteochondritis, although the joint itself is 
not implicated, there is much swelling about the joint with pseudoparalysis. 
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Chief Signs. Occurrence in infancy or youth; history of syphilis; Hutchinson’s 
teeth; interstitial keratitis; nerve deafness; rhagades; osseous nodes; positive serology; 
X-ray. 

Infantile Scurvy (Barlow’s Disease). Characteristics. The swelling of the thigh 
near the knee joint includes the knee and is not confined to it. One limb may be 
twice the size of the other, though both are usually involved. The least movement 
causes agony. 

Chief Signs. See page 679. 

Fracture of the Patella. Characteristics. Rapid and enormous swelling of the knee 
results from the effusion of blood into the joint, from edema of the soft parts, and 
later from synovitis. 

Chief Signs. See page 684. 

Floating Cartilage (Loose Bodies; Joint Mice). Characteristics. The joint becomes 
swollen from the effusion of a subacute synovitis. 

Chief Signs. See page 684. 

Subperiosteal Hematoma (Head of the Tibia). Characteristics. A swelling is 
present just below the patella over the head of the tibia. It is tense, rounded, fluc- 
tuating, tender, immovable on the bone, and covered with normal skin. 

Chief Signs. History of a direct blow; aspiration of dark abnormal blood. 

Dislocation of the Semilunar Cartilage. Characteristics. Swelling occurs from the 
accompanying synovitis. 

Chief Signs. See page 684. 

Abscess (Subcutaneous). Characteristics. Localized swelling and edema are 
present. 

Chief Signs. See page 685. 

Acute Suppurative Arthritis (Septic Arthritis). Characteristics. The knee is hot, 
swollen, and fluctuating, with redness and edema of the skin. The entire joint and 
the periarticular structures participate in the inflammation. 

Chief Signs. See page 677. 

Dislocation of the Knee. Characteristics. Obvious deformity with swelling is 
present. The diagnosis is simple. 

Chief Signs. See page 685. 

Infrapatellar Bursitis. Characteristics. A tense fluctuating swelling is present below 
the patella and beneath and to either side of the patellar tendon. 

Chief Signs. See page 684. 

Infective Arthritis of Infectious Diseases (Particularly Typhoid Fever, Scarlet 
Fever, Pneumonia, Measles, Mumps, Variola, Cerebrospinal Fever). Characteristics. 
The knee may be swollen as a part of a multiple infective process in the joints or may 
be involved alone; it is hot, swollen, and painful, with dusky, thickened, and brawny 
soft tissues. 

Chief Signs. Association with some infectious disease or process; if multiple, simul- 
taneous involvement of joints (as opposed to rheumatic fever); absence of alleviation 
by antirheumatic drugs; later dislocation. 

Pneumococcal Arthritis. Characteristics. The joint swells rapidly. 

Chief Signs. See page 685. 

Tuberculosis of the Knee Joint. Characteristics. A spindle-shaped enlargement 
appears in a well-developed case, due not only to the actual swelling but also to 
atrophy of the neighboring muscles; the skin over the swelling is white. A peculiar 
doughy or elastic sensation is obtained on palpation. 
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Chief Signs. See page 685. 

Osteosarcoma. Characteristics. The knee joint may be swollen due to a secondary 
synovitis. 

Chief Signs. See page 686. 

Intermittent Hydrarthrosis. Characteristics. One or more joints, practically always a 
knee, become swollen by the accumulation of serous fluid. 

Chief Signs. Unknown etiology; duration a few days with recurrence every few days 
or weeks; no residua. 

Less Common Causes. Contusion of the periosteum (head of the tibia); sub- 
periosteal abscess (head of the tibia); hemophilia (hemarthrosis from trauma); 
osteomyelitis (if near the joint); rickets; chronic hydrarthrosis (gonococcal) ; hemi- 
plegia (neuroarthropathy) ; lead poisoning; hypertrophic pulmonary osteoarthropa- 
thy; cysts of the semilunar cartilage; rupture of the crucial ligaments of the knee (he- 
marthrosis ) ; rupture of the quadriceps apparatus (moderate swelling, tenderness, and 
ecchymosis immediately above the patella) ; avulsion of the patellar tendon of the tibial 
tubercle (swelling in the infrapatellar area) ; avulsion of the patellar tendon from the 
patella; recurrent dislocation of the patella (bloody synovial fluid); hypertrophic pa- 
tella; Larsen-Johansson disease of the patella; Osgood-Schlatter disease (soft tissue 
swelling localized to the tibial tubercle); degenerative joint disease of the knee; pig- 
mented villonodular synovitis; synovioma; Still’s disease; pretibial bursitis; anserina 
bursitis; Pellegrini-Stieda syndrome; coccidioidal granuloma of bone. 


SWELLINGS IN THE POPLITEAL SPACE 


Popliteal Aneurysm. Characteristics. An expansile, pulsating tumor is present. 
The pulsations are synchronous with the heart beats. Pressure on the femoral artery 
causes a diminution in the size of the swelling and cessation of pulsation. Rupture 
produces a progressive increase in size. 

Chief Signs. Pain, weakness, and stiffness in the knee joint; bruit; weak pulse in 
the anterior tibial artery; edema of the foot and leg; arteriography; aspiration 
(blood). 

Popliteal Cyst (Baker’s Cyst; Ganglion). Characteristics. The bursa lying between 
the gastrocnemius and the semimembranosus muscles, when enlarged, produces a 
tense, fluctuating swelling in back of the knee, on the inner side when the leg is ex- 
tended, and may exhibit transmitted but not expansile pulsation. When the leg is 
flexed it is soft and may be difficult to detect. 

Chief Signs. Aspiration (gelatinous substance or serum). 

Abscess. Characteristics. A painful, inflammatory, fluctuating swelling is present, 
which may transmit the pulsations of the popliteal artery (but is not expansile). It is 
superficial if due to suppurating nodes, deep if due to periostitis or bone necrosis. 

Chief Signs. Fever; flexion of the knee; edema of the leg; enlarged nodes in the 
groin; aspiration (pus). 

Varicose Veins. Characteristics. Soft fluidlike, tortuous swellings are present 
covered by thin discolored skin. 

Chief Signs. Presence of varicose veins of the leg. 

Exostosis. Characteristics. A slow-growing, well-defined tumor is found on the 
inner side of the popliteal space due to a cancellous exostosis arising from the region 
of the epiphyseal cartilage of the femur. 

Chief Signs. Occurrence in children or young adults; presence of other exostoses 
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on other bones or in members of the same family; x-ray (base of normal bone pro- 
truding through the periosteum and covered by cartilage). 

Osteogenic Sarcoma. Characteristics. A general enlargement of the lower end of 
the femur or upper end of the tibia may be due to a periosteal sarcoma of one of 
these bones. A central sarcoma causes a well-defined tumor resembling chronic 
osteitis or periostitis. 

Chief Signs. See page 692. 

Periostitis. Characteristics. A large swelling with signs of abscess formation may 
be due to acute periostitis. Chronic periostitis, chronic abscess of the bone, or central 
necrosis may cause a well-defined tumor in this region. 

Chief Signs. If acute, signs of sepsis and pain; if chronic, x-ray and biopsy. 

Less Common Causes. Lipoma; sarcoma of the soft tissues; separation of the 
epiphysis (lower end of the femur, with displacement of the lower fragment back- 
ward) ; adenopathy; hemangioma; neurofibroma; medullary giant cell tumor; gumma; 
fibrosarcoma of the periosteum. 


SWELLINGS OF THE SOFT PARTS OF THE EXTREMITY 


Contusion. Characteristics. There are local swelling, pain, and ecchymosis. 

Chief Signs. History of a blow; exclusion of fracture. 

Abscess. Characteristics. A superficial abscess in the thigh or leg is usually as- 
sociated with much edema and cellulitis, so that the presence of pus is not always 
easy to determine. 

Chief Signs. History of a contused or lacerated wound, scratch, or insect bite; pain, 
heat, redness; may be fluctuation; incision (pus). 

Furuncle and Carbuncle. Characteristics. A red pimple forms which increases in 
size and becomes inflammatory. In a furuncle there is one point of suppuration, in a 
carbuncle several. 

Fracture. Characteristics. Swelling of the soft parts with ecchymosis of the skin 
develops soon after the injury. 

Chief Signs. See page 775. 

Phlebitis and Thrombosis. Characteristics. When developing in a varicose vein 
there are swelling, heat, redness, and pain over an area an inch broad and more or 
less long, according to the extent of the inflamed or thrombosed vein. 

Chief Signs. Presence of varicose veins; palpation of a tender indurated cord in 
the leg. 

Subcutaneous Rupture of a Vein. Characteristics. A varicose vein may be ruptured 
by a blow, and if the skin is not broken, a hematoma will form. An even, rounded, 
bluish tumor results, which may fluctuate. There may be ecchymosis of the overlying 
skin. 

Chief Signs. Presence of varicose veins; history of contusion. 

Lipoma and Fibrolipoma. Characteristics. There is a lobulated, soft, often semi- 
fluctuating tumor mass. The skin is dimpled when an attempt is made to-lift it from 
the tumor. 

Rupture of the Rectus Femoris. Characteristics. A few fibers of the rectus may 
be ruptured. The rectus stands out tense and rigid, and there may be considerable 
swelling from inflammatory effusion. Sometimes the quadriceps femoris is torn from 
its insertion into the patella. The muscle contracts and forms a bunch in the thigh. 
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Chief Signs. History of a severe strain; sudden pain in the thigh; palpation of a 
gap above the patella if the quadriceps is detached from the patella. 

Rupture of the Plantaris. Characteristics. A tender swelling suddenly occurs in 
the posterior part of the calf. 

Chief Signs. History of violent exercises; sudden sharp pain in the calf; later 
ecchymosis. 

Sarcoma. Characteristics. When originating in the dense connective tissues, this 
tumor has a fibrous appearance and feel (fibrosarcoma), and may be mistaken clini- 
cally for a fibroma. 

Chief Signs. Biopsy; recurrence after removal; metastasis rare. 

Trichiniasis. Characteristics. There are swelling and tension of the muscles, over 
which the skin may be edematous. The muscles are painful on pressure and move- 
ment. 

Chief Signs. See page 739. 

Less Common Causes. Sebaceous cyst; myoma; carcinoma; rupture of the tendon 
of the adductor longus (from riding); myositis ossificans (progressive, circum- 
scribed, and traumatic types); caseous and exudative osseous tuberculosis. 


SWELLINGS OR THICKENING OF THE BONES 
OF THE EXTREMITY 


Trauma (Subperiosteal Hematoma). Characteristics. A swelling may appear due 
to the extravasation of blood or serous fluid under the periosteum. It may disappear 
rapidly or leave a small permanent thickening or node. 

Callus. Characteristics. Following a fracture, a callus is formed which produces 
a large swelling if the broken ends do not lie in accurate apposition or if there is too 
much movement between them. After four to six weeks the callus begins to be 
absorbed and it may disappear entirely. In most cases a small permanent swelling 
indicates the site of the fracture. 

Osteomyelitis. Characteristics. In acute pyogenic forms swelling occurs over the 
affected bone, accompanied by signs of inflammation (acute pain, tenderness, red- 
ness, and edema). In chronic cases the swelling may last indefinitely as an osteo- 
sclerosis or may terminate in suppuration. 

Chief Signs. See page 679. 

Rickets (Rachitis). Characteristics. The bones are markedly affected. There are 
symmetrical swellings of the epiphyses, especially marked at the ankles and wrists, 
with bowing of the bones. 

Chief Signs. See page 715. 

Tuberculosis of Bone. Characteristics. Swelling of the bone itself is not great, 
though the soft parts around the bone may be considerably swollen. Tuberculous 
dactylitis forms a periosteal thickening in young children, especially of the metacarpal 
and phalangeal bones. Periostitis may develop in any long bone. In the long bones in 
children the disease usually begins in the metaphysis, in adults in the epiphysis. 
Chronic abscess usually forms in the articular extremity of a long bone, commonly 
the upper end of the tibia in the young adult. Swelling results only when the abscess 
approaches the surface and involves the periosteum. 

Chief Signs. History or presence of tuberculosis; may be a history of trauma; 
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boring pain and tenderness; may be abscess and fistula formation; tuberculin reaction 
(Mantoux); guinea pig inoculation or culture; x-ray; biopsy. 

Syphilis of Bone (Congenital—Early and Late—and Acquired Syphilis of Bone). 
Characteristics. In the case of congentital syphilitic epiphysitis (early congenital 
syphilis, Parrot’s pseudoparalysis), shortly after birth the limb develops a large 
tender swelling about a joint, usually a knee or wrist, and as a result of the ac- 
companying pain the extremity is held immobile as though paralyzed (syphilitic 
pseudoparalysis). Such pseudoparesis is similar to that resulting from rickets or 
scurvy, but it is distinguished from these by its younger age of onset and the presence 
of other stigmata of congenital syphilis. Syphilitic periostitis (late congenital syphilis ) 
is characterized by a local or diffuse deposition of dense periosteal bone, mainly in 
the tibia, femur and skull, with resultant bony prominence or swelling. At times in 
late congenital syphilis Clutton’s joints make their appearance (large, bilateral, pain- 
less effusions of the knees, which arise spontaneously and intermittently and in the 
absence of inflammatory or constitutional symptoms). In the case of acquired 
syphilis bone and joint lesions occur in the tertiary stage and consist primarily of 
periostitis (painless, fixed, nontender, swelling of a long bone or skull), or extension 
of a gummatous osteomyelitis (soft, nontender, noninflammatory swelling), the lat- 
ter at times invading a joint with resultant gummatous arthritis. 

Chief Signs. History or evidence of syphilis; positive serology (blood and/or spinal 
fluid ) ; response to antiluetic therapy; x-ray. 

Infantile Scurvy (Barlow’s Disease). Characteristics. Some swelling just above the 
ankle joints is noted early. Later the swelling near the joints, particularly the knee, 
may be so great that the limb is nearly twice the size of its fellow or of its normal 
size. These swellings are exquisitely tender. 

Chief Signs. See page 679. 

Exostosis (Osteoma). Characteristics. A swelling may occur at the epiphyseal 
line of a long bone, especially at the lower end of the femur. An exostosis may form 
under the nail of the great toe, pushing up the nail and causing pain. Exostoses may 
be multiple and hereditary. Other sites are the points of insertion of the tendons, 
particularly on the inner side of the knee and the posterior end of the plantar liga- 
ment on the under surface of the os calcis. Ivory exostoses may be found on the flat 
bones of the skull, in the auditory meatus, or on the orbital plate of the frontal bone, 
causing a unilateral exophthalmos. 

Chief Signs. X-ray. 

Chondroma. Characteristics. Chondromas produce a gradually increasing deform- 
ity of the bones. They are most commonly multiple, and in the lower extremity grow 
usually from the femur or bones of the foot. 

Chief Signs. Pain in the affected part; ulceration of the superjacent skin; X-ray. 

Osteogenic Sarcoma. Characteristics. In both the sclerosing and osteolytic forms 
the lower end of the femur and upper tibia are most often involved. In the former 
a swelling of bony hardness develops, overlaid by thin glossy skin which never 
ulcerates and shows no tendency to inflammation. In the osteolytic osteogenic sar- 
coma there is a peculiar boggy swelling with suggestive fluctuation as the soft tis- 
sues are invaded; the overlying skin is tense and uninflamed and contains numerous 
vascular radicals, some of which may pulsate, suggesting aneurysm. 

Chief Signs. Pain; later softening or crackling on pressure; limp; absence of frac- 
ture history, eliminating callus; may be radiosensitive (osteolytic form) ; frequent 
lung metastases (sclerosing form) ; X-ray. 
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Periosteal Osteoma. Characteristics. A mass of bony hardness, which is tender, 
is fixed to the subjacent bone. 

Chief Signs. Moderate pain and limitation of motion of the adjacent joint; x-ray; 
biopsy. 

Fibrosarcoma. Characteristics. There is usually a gradual appearance of a swelling 
which is smooth, firm, rubbery, and fairly fixed to the underlying bone. 

Chief Signs. Age beyond 30; solitary lesion; occasionally pathologic fracture; 
lung metastases; x-ray; biopsy. 

Carcinoma (Secondary). Characteristics. A swelling of bone may be found, but 
this is rarely discovered until the attention is called to it by a spontaneous fracture. 

Chief Signs. Presence of a primary growth; x-ray. 

Osteitis Deformans (Paget’s Disease). Characteristics. There may be enlargement 
or softening of the bones. 

Chief Signs. Occurrence after 40; enlargement of the cranial bones, the facial 
bones escaping; triangular face with the base upward; diminution of height due to 
kyphosis and outward curvature of the extremities; sunken chest; broadened pelvis; 
rheumatic pains; awkward gait; slow progression; X-ray. 

Acromegaly. Characteristics. Swelling is due to skeletal overgrowth and may affect 
all parts of the body, but particularly the forearms, hands, legs, feet, jaws, nose, and 
orbital ridges. 

Chief Signs. Spadelike hands; sausage-shaped fingers; prognathism; separation of 
the teeth; triangular face with the base downward; thyroid enlargement; arterio- 
sclerosis; headache; malaise; glycosuria; x-ray of the sella turcica. 

Less Common Causes. Erythema nodosum; typhoid fever (periosteal node or 
abscess); hydatid cyst; osteitis fibrosa cystica; achondroplasia; osteoarthritis; pul- 
monary osteoarthropathy; Osgood-Schlatter disease (inflammation of the tibial 
tuberosity); solitary bone cyst; Ewing’s tumor; sclerosing osteomyelitis of Garré; 
sporotrichosis; hypophosphatasia; congenital angulation of the tibia; melorheostosis; 
dyschondroplasia; Englemann’s disease; fibrous dysplasia of bone; infantile cortical 
hyperostosis; “histiocytosis X”’; chondrosarcoma (primary or secondary); chondro- 
blastoma; benign giant cell tumor (osteoblastoma); aneurysmal bone cyst; uni- 
cameral bone cyst; osteoid osteoma; reticulum cell sarcoma; liposarcoma; adamanti- 
noma; hemangioma of bone; hemangio-endothelioma; separated epiphysis; acute 
epiphysitis; actinomycosis of bone; blastomycosis of bone; yaws of bone. 


SHORTENING OF ONE LOWER EXTREMITY 


The length of a lower limb may be measured by a tape from the lower surface of the 
projecting anterior superior spine of the ilium to the lower edge of the inner malleolus. 
An easy method of determining irregularity in the length of the lower limbs is to 
have the patient stand, if possible, with both knees straight and without support. 
The observer then stoops in front of the patient and places his thumbs upon the 
prominences of each anterior superior spine. The eye can then detect even a slight 
difference in the level of the two spines. False shortening occurs in lateral curvature 
of the spine, malignancy, pelvic cellulitis, vertebral subluxation, and sacro-iliac dis- 
ease or subluxation. 

Fracture of the Femur. Characteristics. The lower extremity is shortened at the 
time of the injury by fracture of any portion of the femur except the trochanters or 
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the condyles. A certain amount of shortening usually persists even after reduction 
and healing. 

Chief Signs. History of injury followed by immediate loss of function, or history 
of an old fracture; pain; swelling; ecchymosis; deformity and abnormal mobility ac- 
cording to the site of the fracture; crepitus; x-ray. 

Tuberculosis of the Hip. Characteristics. Actual shortening of the limb occurs 
only late when erosion of bone or dislocation backwards takes place. Apparent 
shortening is present if an abscess forms and the ligaments are shortened and weak- 
ened, when the limb becomes flexed, adducted, and inverted, the pelvis elevated on 
the diseased side, and the lumbar spine convex toward the sound side. Earlier, ap- 
parent lengthening is noted due to lowering of the pelvis on the diseased side. 

Chief Signs. See page 677. 

Infantile Paralysis (Poliomyelitis ). Characteristics. One limb may be shorter than 
the other in an individual who at one time had an attack of acute anterior poliomye- 
litis with permanent residual paralysis affecting a group of muscles of the lower ex- 
tremity. 

Chief Signs. History of infantile paralysis; failure of development of the group of 
muscles permanently affected; flail joint; limp. 

Infantile Hemiplegia (Long-standing). Characteristics. Shortening occurs from 
arrest or impairment of growth on the paralyzed side, or from contractures. 

Chief Signs. History of acute cerebral catastrophe in infancy resulting in hemi- 
plegia; involvement of the arm as well as the leg; strabismus, ocular palsy, or aphasia; 
athetoid or choreiform movements; hemiplegic gait, the patient walking on the toes; 
compensatory tilting of the pelvis; epileptiform seizures (78 per cent). 

Separation of the Lower Epiphysis of the Femur. Characteristics. There may be 
impairment of the growth of the femur following union. 

Chief Signs. History of twisting of the leg followed by evidence of fracture through 
the epiphysis. 

Congenital Dislocation of the Hip (Subluxation and Complete Dislocation). Char- 
acteristics. The limb is shortened with deformity of the hip, compensatory obliquity 
of the pelvis, anterior curvature of the spine with scoliosis, and a limp. 

Chief Signs. See page 623. 

Dislocation of the Hip (Traumatic Posterior). Characteristics. Shortening is pres- 
ent, the amount depending upon the position of the head of the femur. The shortening 
is best seen with the thigh flexed at a right angle. 

Chief Signs. See page 677. 

Coxa Vara. Characteristics. The limb is shortened, the trochanter is above Néla- 
ton’s line (anterior superior spine to the ischial tuberosity), and abduction is limited. 

Chief Signs. History of rickets, osteomalacia, osteitis deformans, chronic inflam- 
matory affection of the bone, fracture of the neck of the femur; may be congenital; 
pain; lameness; commonly eversion of the foot with restriction of internal rotation, 
less commonly the reverse; tilting of the pelvis; x-ray (showing downward bending of 
the neck of the femur). 

Legg-Calvé-Perthes Disease (Osteochondritis Deformans Juvenilis; Coxa Plana). 
Characteristics. There is shortening of the affected leg. 

Chief Signs. Occurrence between 5 and 10 years of age; slight pain; slight limp; 
x-ray (progressive flattening and fragmentation of the head of the femur). 

Old Osteomyelitis. Characteristics. The growth of a limb may be affected if an 
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earlier attack of acute osteomyelitis previous to puberty has involved one of the epi- 
physeal cartilages of the lower extremity. 

Chief Signs. History of acute osteomyelitis near a joint of the lower extremity a 
year or more previous; usually absence of muscle atrophy; limp; x-ray. 

Less Common Causes. Separation of the epiphysis of the head of the femur; de- 
generative joint disease; fracture of the tibia; hysterical hip (may be apparent shorten- 
ing) ; separation of either epiphysis of the tibia; dyschondroplasia; congenital angula- 
tion of the tibia; osteogenesis imperfecta; Maffucci’s syndrome; intrapelvic protrusion 
of the acetabulum; congenital pseudoarthrosis of the tibia; congenital absence of the 
fibula; congenital absence of the tibia; melorheostosis; Otto pelvis (one or both legs). 


LENGTHENING OF ONE LOWER EXTREMITY 


Coxa Valga. Characteristics. The limb is lengthened, the trochanter is below Néla- 
ton’s line (anterior superior spine to the tuberosity of the ischium), and adduction is 
restricted. 

Chief Signs. As in coxa vara (see page 694); x-ray (showing increase in the angle 
between the neck and the shaft of the femur). 

Dislocation of the Hip (Traumatic Anterior). Characteristics. Slight lengthening 
may be present but is usually difficult to demonstrate. 

Chief Signs. See page 677. 

Hysterical Hip Disease. Characteristics. The extremity may be lengthened due to 
relaxation of the ligaments (Putnam’s sign). 

Chief Signs. See page 678. 

Sacro-iliac Disease. Characteristics. There is apparent lengthening of the limb on 
the affected side due to the fact that the patient limps, putting most of his weight on 
the sound leg, the body being bent forward and away from the diseased side. 

Chief Signs. See page 617. 

Tuberculosis of the Hip Joint. Characteristics. In the early stage, when the patient 
stands or walks, most of the weight is borne on the sound leg, causing lowering of the 
pelvis on the diseased side with apparent lengthening of the limb. 


Chief Signs. See page 677. 
Less Common Causes. Congenital arteriovenous fistula (lower extremity ). 


DIMINISHED OR ABSENT KNEE JERK 
(One or Both Sides ) 


Diminution or absence of the knee jerk is caused by a lesion affecting any part of 
the reflex arc, and is therefore almost always an indication of organic disease of the 
nervous system. A diminished or absent knee jerk may thus be occasioned by an un- 
healthy condition of the afferent (sensory) nerve, posterior roots, the intraspinal 
paths, and the anterior horn cell of the cord, the efferent (motor) nerve or the muscle 
itself. This reflex may be diminished or absent, however, in infants suffering from 
acute febrile or delibitating disorders. In cases of infectious disease or deranged me- 
tabolism with grave toxemia the knee jerk may be abolished without organic disease 
of the nervous system, especially in cases of lobar pneumonia, diphtheria, and dia- 
betes mellitus. When the intracranial pressure is greatly increased, as in some cases of 
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intracranial tumor, the knee jerk is variable, present at one examination and absent 
at another. In terminal coma from any cause the knee kick is abolished. 

Before concluding that the knee jerk is diminished or absent the examiner should 
be certain that complete relaxation is obtained by the use of various methods of “re- 
inforcement,” i.e., distraction of the patient’s attention from the test. In some cases 
contraction of the quadriceps may be felt by placing the hand upon the thigh, even 
then it may not be visible. Rarely the knee jerks are congenitally absent. The seg- 
mental level of this reflex is L; to L4. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. The knee jerks (together 
with the ankle jerk) gradually decrease, and one may be lost before the other or dis- 
appear first in one leg. This is one of the earliest symptoms of the disease and may 
occur years before the development of ataxia. This finding, combined with ocular 
symptoms, the lightning pains, bladder difficulties, or trophic disturbances, should 
suggest tabes in the absence of ataxia or other symptoms. 

Chief Signs. History of syphilis (6 to 15 years previous) ; lightning pains; Argyll 
Robertson pupils; Romberg’s sign; later, ataxic gait; sensory changes; trophic lesions; 
hypotonia; visceral crises; difficulty in micturition; optic atrophy; ocular palsies; posi- 
tive blood serology; spinal fluid examination (positive serology, increased globulin, 
lymphocytosis, colloidal gold tabetic curve ). 

Multiple Neuritis (Alcoholic, Diphtheritic, Diabetic, Arsenical, Plumbic, B; De- 
ficiency ). Characteristics. The knee jerks are often diminished or absent and may re- 
main in abeyance for a long period after the paralysis has disappeared. 

Chief Signs. Onset with neuralgia and numbness and tingling of the extremities; 
symmetrical distribution; loss of power, especially in the extensor muscles below the 
knee and elbow (wristdrop and footdrop); flaccid paralysis and wasting of the mus- 
cles; diminution of electric excitability, or the reaction of degeneration; sphincters 
unaffected; presence of an etiologic factor with special characteristics in each case. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The deep reflexes disappear 
during the deep coma of apopletic stroke. As the coma lessens and the general con- 
dition improves these reflexes reappear and become exaggerated on the affected 
(paralyzed) side. 

Chief Signs. Age rarely under 40; may be premonitory symptoms (numbness and 
tingling, headache, giddiness or vomiting, epistaxis, visual or mental disturbances) ; 
gradual or sudden development of paralysis and coma; may be signs of arteriosclerosis 
and hypertension; stertorous respiration; cyanotic facies; spluttering lips; flapping 
of the cheeks; pupils inactive, usually dilated or unequal; pulse slow, full, incompres- 
sible; temperature normal or subnormal; reflexes absent; incontinence of urine and 
feces; later rigidity, increased reflexes, plantar extension, ankle clonus; residual hemi- 
plegia; speech disturbance; bloody spinal fluid. 

Cerebral Thrombosis. Characteristics. The knee jerk on the paralyzed side is fre- 
quently abolished in the beginning (flaccid stage) or else much diminished. This 
stage may last for a few weeks to be replaced by spasticity and increased knee jerks. 

Chief Signs. Presence of syphilis in an adult, or arteriosclerosis after middle age; 
premonitory symptoms (headache, numbness, giddiness, tingling); gradual onset; 
may or may not be loss of consciousness; hemiplegia (extending from monoplegia) ; 
clear spinal fluid. 

Cerebral Embolism. Characteristics. The knee jerk may be abolished in the early 
period if the leg is involved in the paralysis. Spasticity with increase of the deep re- 
flexes follows later. 
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Chief Signs. Occurrence in young adults with endocarditis; sudden onset; absence 
of premonitory symptoms; loss of consciousness, rarely deep; convulsions common; 
monoplegia or hemiplegia; may be emboli in the retina or other sites. 

Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. The knee jerk 
is abolished if the quadriceps femoris is paralyzed in one or both legs (usually one). 
The loss is permanent if there is residual paralysis of this muscle. 

Chief Signs. See page 70S. 

Lumbosacral Transverse Myelitis ( Syphilitic; Compression; Infective ). Character- 
istics. The deep reflexes below the lesion, including the knee jerks, are lost only when 
the process is complete and above the lumbar enlargement. When partial, in the early 
stage they may be diminished but later become increased. 

Chief Signs. History and evidence of syphilis, vertebral disease or trauma, infec- 
tious disease, or idiopathic; acute onset; paralysis of the lower extremities (flaccid or 
spastic); anesthesia or impairment of sensation below a definite level; abolition of 
the superficial abdominal reflexes; incontinence of urine; pain at the level of the lesion 
if accompanied by meningitis. 

Fracture-Dislocation of the Spine. Characteristics. The deep reflexes below the 
level of the lesion, including the knee jerks, are abolished early if the injury is located 
above the lumbar enlargement and there is complete transection or destruction of the 
cord. The symptoms of complete lesion may be present at first even without actual 
destruction (edema, hemorrhage). 

Chief Signs. See page 702. 

Progressive Muscular Atrophy. Characteristics. The knee jerks diminish and dis- 
appear concurrently with the muscular atrophy of the thigh, which occurs relatively 
late in the course of the disease. 

Chief Signs. See page 706. 

Lesions of the Cauda Equina (Fracture; Neoplasm; Gumma). Characteristics. The 
knee jerks are absent. 

Chief Signs. History of injury if traumatic; symptoms often asymmetrical; saddle- 
shaped area of anesthesia in the gluteal region; also perineum, scrotum, and urethra; 
pain in the nerve areas; paralysis with flaccidity and rapid wasting below the knees 
and in the buttocks; sphincter paralysis; loss of sexual power; x-ray. 

Friedreich’s Ataxia. Characteristics. The knee jerks may at first be unaffected but 
later become diminished and eventually are abolished. 

Chief Signs. See page 99. 

Less Common Causes. Caisson disease (increased or decreased); tuberculosis of 
the spine; amyotonia congenita; spinal anesthesia; paralysis of the femoral (anterior 
crural) nerve from pressure; beriberi; cholera; chronic ergotism; fatigue; hematomye- 
lia (at first); hydrocephalus; myasthenia gravis (disappear after several tappings, 
from fatigue); paralysis agitans (infrequent) ; pernicious anemia; subacute combined 
degeneration of the cord (lost in the last stage ) ; sciatica; ruptured intervertebral disk; 
shock (transient); progressive muscular atrophy of children; meningeal spinal hemor- 
rhage; subtentorial tumor (increased or decreased on the side of the tumor, nearly 
always increased on the opposite side); cachexia; tumor of the pons; acute idiopathic 
polyneuritis (acute ascending paralysis—Landry’s paralysis, Guillain-Barré syn- 
drome, etc.); syringomyelia (lumbosacral syndrome); crural nerve injury; tubercu- 
lous meningitis (knee jerks variable); pseudohypertrophic muscular dystrophy 
(diminished as atrophy develops) ; epilepsy (may be temporary loss after a severe fit) ; 
meningeal hemorrhage (terminal coma) ; trichiniasis; botulism; pellagra (knee jerk 
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variable); adiposis dolorosa; encephalitis lethargica; amaurotic family idiocy (de- 
creased, increased, or normal); phosphorus poisoning (multiple neuritis); mercury 
poisoning (multiple neuritis) ; thallium poisoning (multiple neuritis) ; poisoning from 
chemical compounds such as ether, carbon monoxide, bisulfide, Sulfonal, Trional, 
benzine and its derivatives, triorthocresyl phosphate, apiol, etc. (multiple neuritis) ; at 
times following the use of various antisera (multiple neuritis ) ; infectious states, e.g., 
septicemia, typhoid fever, paratyphoid fever, tuberculosis, gonorrhea, smallpox, 
measles, scarlet fever, influenza, malaria, typhus (may be an accompanying polyneu- 
ritis) ; pink disease; leprosy; acute toxic polyneuritis; scurvy (polyneuritis ); hemato- 
porphyrinuria (polyneuritis ); spinal meningitis; spinal tumor (lumbar or sacral ori- 
gin); Erb’s juvenile muscular dystrophy (late); familial periodic paralysis; transverse 
myelitis (if the second and third lumbar segments are affected ) ; spinal cord embolism, 
spinal cord arteriosclerosis; dermatomyositis. 


EXAGGERATED KNEE JERK 
(One or Both Sides ) 


Exaggeration of the knee jerks shows that the reflex arc is intact, but that the nor- 
mal restraining influence of the upper (cerebral) motor neurons is destroyed by 
lesions affecting the cells or their fibers as they run down in the lateral pyramidal 
column, or that the irritability of the spinal cord as a reflex center has been increased. 
Exaggeration of the knee jerks may be present in any constitutional ailment. If the 
patellar reflex is exaggerated as a result of organic disease of the nervous system, 
there will be other signs in addition, usually other reflex changes, extensor plantar 
reflex (positive Babinski), ankle clonus, spastic condition of the lower extremities, 
and disturbances of the sphincters. If one knee jerk is exaggerated, the knee jerks 
are obviously unequal. 

Hemiplegia. Characteristics. The knee jerk on the affected side becomes exagger- 
ated as the spasticity develops, following abolition or diminution in the primary 
flaccid stage. 

For causes see page 338. 

General Paresis (Dementia Paralytica; General Paralysis of the Insane). Charac- 
teristics. The knee jerks are usually exaggerated but may be unequal. Inequality is a 
more important sign than simple exaggeration. 

Chief Signs. See page 105. 

Transverse Myelitis (Thrombosyphilitic; Compression; Infective ). Characteristics. 
The deep reflexes below the lesion are exaggerated when the lesion is incomplete or 
above the lumbosacral area. 

Chief Signs, See page 701. 

Spastic Paralysis of Infants (Spastic Diplegia; Birth Palsy; Little’s Disease). Char- 
acteristics. The knee jerks, together with the other deep reflexes, are increased. 

Chief Signs. See page 703. 

Spinal Syphilis (Chronic Meningomyelitis). Characteristics. The knee jerks may 
be exaggerated with evidence of meningitis (root pains, sensory impairment, spastic 
paraplegia), or of incomplete transverse myelitis (spastic paralysis, anesthesia, 
sphincter disturbances). 

Chief Signs. History of syphilis; evidence of secondary or tertiary syphilis; positive 
serology (blood or spinal fluid); pleocytosis of the spinal fluid in meningitis. 

Cerebral Tumor. Characteristics. The knee jerk is increased on the side opposite 
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the lesion, if from pressure on, or infiltration of, the motor area or tract the growth 
causes hemiplegia or paralysis of the lower extremity. The usual signs of hemiplegia 
are associated. This condition usually occurs late. 

Chief Signs. See page 773. 

Tumor of the Spinal Cord. Characteristics. The knee jerks are usually increased 
with other signs of transverse myelitis when the tumor is above the lumbar enlarge- 
ment (spastic paraplegia, etc.). The symptoms are often unilateral (ipsilateral in 
the case of spinal hemiplegia or hemiparaplegia), but they may be found on the 
other side despite absence of complaint referable to such limb. 

Chief Signs. See page 700. 

Tuberculosis of the Spine (Spinal Caries; Pott’s Disease). Characteristics. The 
knee jerks gradually become exaggerated as the pressure increases, with other signs 
of transverse myelitis (spastic paraplegia, etc.). This occurs most often in caries of 
the vertebrae of the cervicordorsal region. 

Chief Signs. See page 702. 

Multiple Sclerosis. Characteristics. The knee jerks are usually increased and may 
be greatly exaggerated. 

Chief Signs. See page 703. 

Amyotrophic Lateral Sclerosis. Characteristics. The knee jerks are early increased 
but in the later stages may be abolished. 

Chief Signs. See page 704. 

Hysterical Spastic Paraplegia. Characteristics. The knee jerks may be increased. 

Chief Signs. Occurrence in a hysterical patient; slight loss of power, wasting, or 
sensory disturbance; ankle clonus usually spurious. 

Subacute Combined Degeneration of the Spinal Cord (Primary Combined Sclero- 
sis). Characteristics. The knee jerks are exaggerated until late, when they are lost. 

Chief Signs. See page 702. 

Hereditary Spastic Paraplegia. Characteristics. The deep reflexes are increased. 

Chief Signs. See page 704. 

Hydrocephalus (Congenital, Primary, and Secondary). Characteristics. Exagger- 
ated knee jerks and other deep reflexes are common, attributable to abnormal intra- 
cranial pressure. 

Chief Signs. See page 13. 

Less Common Causes. Lathyrism (lupinism) ; amaurotic family idiocy (increased, 
decreased, or normal); Erb’s syphilitic spinal paralysis; multiple or peripheral neu- 
ritis (may be increased in the early stages, lost later); syringomyelia (deep reflexes 
increased below the lesion) ; caisson disease (increased or decreased) ; malignant dis- 
ease of the vertebrae; hypertrophic cervical meningitis; Brown-Séquard paralysis 
(hemisection of the cord, increased on the side of the lesion) ; hereditary cerebellar 
ataxia; rabies; paramyoclonus multiplex (variable) ; pellagra (variable); strychnine 
poisoning; tetanus; uremia; paralysis agitans; cerebellar tumor (may be increased 
on the side of the lesion); hematomyelia (later); St. Louis type of encephalitis. 


PARALYSIS OF ONE LOWER EXTREMITY 
(Crural Monoplegia) 
(See also Foot Drop, page 728.) 


This condition is usually produced by disease of the spinal cord or peripheral 
nerves and only rarely by a cerebral lesion. Unilateral lesions of the spinal cord give 
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what is known as the Brown-Séquard syndrome. There is motor paralysis with rigid- 
ity and increased deep reflexes of the leg on the side of the lesion, and absence of 
paralysis with anesthesia to pain and temperature (sometimes touch) on the op- 
posite side. 

Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. A flaccid 
atrophic paralysis of one of the muscular groups of the lower extremity (quadriceps 
femoris, adductors of the thigh, or anterior tibial muscles) is usually the remains of 
this disease. One leg is most frequently affected. 

Chief Signs. See page 705. 

Spinal Syphilis (Chronic Meningomyelitis). Characteristics. Crural monoplegia, 
with motor palsy and sensory loss following a root distribution, occurs when the 
roots of the lumbosacral cord are involved on one side. 

Chief Signs. See page 702. 

Sciatic Nerve Paralysis (From Hip Joint or Pelvic Disease). Characteristics. The 
leg cannot be flexed on the thigh and the movements of the ankle joint are abolished. 
The leg is held stiff and the foot is flail-like. 

Chief Signs. Presence of the primary lesion involving the nerve by pressure or 
traumatism; characteristic paralysis; sensory loss on the outer side of the leg and the 
whole of the foot, except a small area on the inner aspect. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Spastic paralysis of one leg may occur if a patch of sclerosis is located unilaterally 
above the lumbar enlargement of the cord. 

Chief Signs. See page 703. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. Loss of 
power in one leg may be the chief complaint in some cases. The limb may not appear 
abnormal except perhaps for slight paresis and slight stiffness to passive movements. 

Chief Signs. See page 619. 

Hysteria. Characteristics. The limb is either rigid or flaccid, with no true muscular 
atrophy, no alteration in the muscular response to electrical stimulation, and never 
loss of the knee jerk. Ankle clonus and Babinski are likewise absent. The gait and 
attitude of the affected leg are different from those of an organic paralysis, the patient 
walking on the outer side of his foot with a stiff leg or dragging the flaccid limb be- 
hind him. When the patient is in bed the paralysis may not be marked. 

Chief Signs. Occurrence in females; morbid motor, sensory and psychic phenom- 
ena, such as paralysis without wasting of the muscles, characteristic convulsive sei- 
zures, anesthesia or hyperesthesia, special sense palsies, suggestibility and emotion- 
alism. 

Carcinoma of the Spine. Characteristics. A crural monoplegia associated with 
acute pain of root distribution is an early symptom in some cases. 

Chief Signs. See page 680. 

Tumor of the Spinal Cord. Characteristics. Spastic paralysis of one leg develops 
progressively, to be followed later, as a rule, by extension to the other leg. Anesthesia 
of the other leg is usually present (constituting the Brown-Séquard syndrome). 

Chief Signs. Period of pain, dull or shooting, in the leg; progressive paralysis, one 
limb first; motor and sensory paralysis below a fixed segmental line; absence of 
sphincter weakness until late; absence of signs of spinal caries or malignant disease 
of the vertebrae; spinal fluid examination (lemon yellow color, increased globulin, 
may be pleocytosis). 

Less Common Causes. Cerebral hemorrhage; hematomyelia; cerebral abscess; 


Paralysis of Both Lower Extremities, Spastic or Flaccid 701 


spinal caries; tabes dorsalis; gumma of the cord; myelitis (unilateral); anterior 
crural (femoral nerve) neuritis; obturator neuritis; syringomyelia; progressive mus- 
cular atrophy (very early stage, rare in the lower limb) ; idiopathic muscular atrophy 
(peroneal type); cerebral tumor; amyotrophic lateral sclerosis (occasionally pyram- 
idal signs in one or both legs appear first); thrombosis of the femoral artery; lesion 
of the superior part of the precentral gyrus (injury, thrombosis of the anterior spinal 
artery, cortical venous thrombosis, etc.) ; injury to the internal popliteal nerve (paral- 
ysis of the calf muscles); herniation of the fifth lumbar intervertebral disk; herpes 
zoster; severe osteoarthritis of the lumbar spine (nerve pressure) ; infective radiculitis; 
tumor of the cauda equina; phlegmasia cerulea dolens. 


PARALYSIS OF BOTH LOWER EXTREMITIES, 
SPASTIC OR FLACCID 


(Paraplegia ) 


Paraplegia signifies partial or complete paralysis of both lower extremities, with 
or without part of the trunk, due, as a rule, to changes either in the brain, spinal 
cord, peripheral nerves, or the muscles themselves, though it may sometimes be 
functional. It is much more common than brachial diplegia. 

In disease of the corticospinal (pyramidal) pathways there is usually weakness, 
spasticity, absence of muscle wasting, increased tendon reflexes, a positive Babinski, 
and at times a sustained ankle clonus. The legs are held in extension if there is incom- 
plete interruption of the corticospinal pathway and in flexion if the lesion is complete, 
with contracture formation a frequent complication in either position. Exceptions to 
the above are seen under a variety of conditions, as for example, in the case of abrupt 
onset of paraplegia wherein there is flaccidity and diminution of tendon reflexes for 
days or weeks (neurologic shock), or in cases in which as a result of extreme sepsis or 
toxemia there is delay or abolition of spasticity (decubitus ulcers, cystitis, general de- 
bility, etc.). Moreover, involvement of the motor cortex or pyramidal tract proper 
causes flaccidity, while involvement of the anterior lip of the motor cortex or of the 
corticospinal fibers arising from it causes spasticity without weakness. Thus, while as 
a rule both are involved giving rise to varying degrees of spasticity and weakness, 
either manifestation may be dominant depending on the primary site of involvement. 

Affections of the lower motor neuron are manifested by flaccid paralysis, weak- 
ness, loss of deep reflexes and usually sensation, rapid muscular atrophy, the reaction 
of degeneration, and in some cases muscle fasciculation. 

In children, delay in learning to walk is usually due to some general condition and 
should not be confused with paraplegia, since neither flaccidity nor rigidity is present. 

Acute Transverse Myelitis (Infectious, Chemical, Toxi-degenerative, and Trau- 
matic). Characteristics. The lower limb muscles pass at times through a stage of flac- 
cidity before becoming stiff. The legs, extended and a little everted, are paralyzed but 
not motionless; their muscle tone heightened, they become the seat of occasional 
flexor or extensor spasm. This paraplegia in extension may be gradually transformed 
to one in flexion. The leg muscles do not undergo much atrophy until the flexion stage 
is reached. In a cervical type there is flaccid palsy of the arms combined with spastic 
weakness of the legs. In lumbosacral myelitis there is atrophic palsy of the lower 
limbs, destruction of the spinal centers for the bladder and rectum, loss of sensibility 
to the groins, and abolition of reflexes mediated through the lower cord. 
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Chief Signs. History and evidence of infectious disease (bacterial, viral, proto- 
zoan), chemical or biochemical poison (spinal anesthesia, injection of arsenic or anti- 
sera, poison gases), toxi-degeneration (pellagra, leukemia, pregnancy, puerperium, 
etc.), or idiopathic; acute onset; increased deep reflexes (as a rule); anesthesia or im- 
pairment of sensation below a definite level; incontinence of urine; pain at the level of 
the lesion if accompanied by meningitis; trophic and vasomotor changes. 

Spinal Syphilis (Chronic Meningomyelitis ). Characteristics. There is usually para- 
plegia of a spastic type or only a mere clumsiness in walking. If the anterior horns be- 
come involved there is a flaccid type of paralysis with rapid atrophy of the muscles, 
loss of reflexes, and the reaction of degeneration. If limited to one side there is the 
picture of the Brown-Séquard syndrome. 

Chief Signs. History of infection (usually within five years) ; nocturnal pain in the 
back; pain in the root areas and paresthesias; retention of urine; impotence; partial 
anesthesias, often dissociated; increased deep reflexes; extensor plantar reflex; often 
signs of cerebral syphilis (cranial nerve palsies, etc.) ; positive serology; spinal fluid 
examination (positive serology, increased globulin, lymphocytosis, luetic curve ). 

Fracture-Dislocation of the Spine. Characteristics. When the cord is completely 
divided above the lumbar enlargement, there is absolute flaccid motor paralysis and 
complete sensory paralysis below the lesion with sphincter paralysis. In some cases 
there is temporary paralysis due to shock or edema of the cord, All degrees of injury 
are possible, and the extent of the paralysis depends upon the seat of the injury, the 
degree of compression, the amount of edema, extramedullary hemorrhage, inflam- 
matory exudate, and secondary displacement of the bone. 

Chief Signs. History of injury; shock; local evidence of fracture (pain, swelling, 
tenderness, deformity, may be crepitus); evidence of interference with the functions 
of the cord, complete or incomplete; x-ray. 

Tuberculosis of the Spine (Spinal Caries; Pott’s Disease). Characteristics. Spastic 
paralysis may develop insidiously, though usually late, when there is tuberculosis of 
the cervicodorsal or dorsolumbar spine (compression myelitis ) . 

Chief Signs. Kyphosis; stiffness of the back; tenderness on percussion over the af- 
fected vertebrae; sometimes pain (girdle or root); insidious development of pressure 
symptoms (paraplegia, and if high, wasting of certain hand, shoulder, and arm mus- 
cles); some sensory impairment; later loss of sphincter control; evidence of tubercu- 
losis elsewhere; x-ray. 

Multiple Neuritis (Polyneuritis of Different Etiologies). Characteristics. Paralysis 
of the lower extremities of flaccid type is more frequent in alcoholic, diphtheritic, 
diabetic, and arsenical neuritis, in which it usually appears first in the lower extremi- 
ties, accompanied by foot drop. 

Chief Signs. Onset with neuralgia, numbness, and tingling of the extremities; sym- 
metrical distribution; loss of power, especially in the extensor muscles below the knee 
and elbow (wristdrop and foot drop); flaccid paralysis and wasting of the muscles; 
diminution of electric excitability or the reaction of degeneration; sphincters unaf- 
fected; little or no paralysis in some cases; presence of an etiologic factor with special 
characteristics in each case. : 

Subacute Combined Degeneration of the Spinal Cord. Characteristics. In the first 
stage there is a slight spastic or ataxic paraplegia. This lasts several months. In the 
second stage, marked spastic paraplegia develops rapidly. In the third stage, flaccid 
paraplegia supersedes the spasticity. 

Chief Signs. Occurrence between 45 and 65; severe anemia. First stage of pares- 
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thesia and loss of vibration sensation. Second stage of spastic paraplegia with stiffness 
and cramps in the muscles of the legs; ataxia of the legs, hands, and arms; weakness 
of sphincter action; increased deep reflexes; extensor plantar reflex; absence of ab- 
dominal reflexes; loss of sensation up to a definite level. Third stage of flaccid para- 
plegia with loss of reflexes, loss of sphincter control, bed sores, mental deterioration; 
negative spinal fluid throughout. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Spastic paraplegia is a frequent symptom; the motor affections vary in degree and ex- 
tent, are often transitory, but tend to progress. The paresis or paralysis is, as a rule, 
one of the movements rather than of the muscles. The gait may be spastoparetic in 
character or spasto-ataxic. 

Chief Signs. Onset between 15 and 30 years; marked remissions in the symptoms; 
increased deep reflexes with Babinski’s sign; absent abdominal reflexes; transient 
amblyopia or diplopia; disturbances of the sphincters; numbness and tingling; emo- 
tionalism; intention tremor; nystagmus; scanning speech; optic atrophy and pallor of 
the temporal half of the disks ( ophthalmoscopy ). 

Postdiphtheritic Paralysis. Characteristics. Flaccid paralysis may occur as a part 
of a general diphtheritic neuritis in which the palate, eyes, limbs, and occasionally 
the trunk, diaphragm, and intercostal muscles are involved. 

Chief Signs. Occurrence in the second or third week of convalescence from diph- 
theria; regurgitation of fluid through the nose; gradual development of paralysis; cul- 
ture of the throat (Klebs-Loffler bacillus). (See Multiple Neuritis above. ) 

Spastic Paralysis of Infants (Spastic Diplegia; Birth Palsy; Little’s Disease ). Char- 
acteristics. Spastic paraplegia occurs in all degrees either as part of a generalized 
spastic weakness or alone. Paresis exists in all cases where rigidity is marked, but 
rigidity may exist without much motor weakness. When walking is possible the gait 
may be that known as scissors gait. 

Chief Signs. Occurrence in infancy; spasticity and weakness of the lower extremi- 
ties; mental defectiveness; atoxic and athetoid movements. 

Pernicious Anemia. Characteristics. Paresis of the lower extremities may occur, 
either of spastic type with increased reflexes or of tabetic type with loss of the reflexes. 
(See Subacute Combined Degeneration of the Spinal Cord, page 702.) 

Chief Signs. Insidious onset usually after 40; weakness; gastrointestinal disturb- 
ances; palpitation; dyspnea on exertion; edema of the feet; tingling and numbness of 
the feet or hands; loss of vibration sensation; may be other symptoms of posterior or 
posterolateral sclerosis; loss of deep sensibility; blood examination (anemia, macro- 
cytosis, Howell-Jolly bodies, Cabot’s rings, poikilocytosis, nucleated erythrocytes— 
macroblasts and megaloblasts, hypersegmented neutrophils, mean corpuscular vol- 
ume greater than 95 cubic microns, increased volume and color index ) ; achlorhydria; 
therapeutic response to Vitamin By». 

Spina Bifida. Characteristics. Symptoms depend on the location and nature of the 
spinal defect. Meningocele need not involve any neural tissue of moment and thus 
may be unattended by any kind of paralysis. Myelomeningocele (meningomyelocele ) 
and myelocystocele (syringomyelocele) in the lumbosacral area may give rise to any- 
thing from motor weakness and poor development in the lower limbs or some segment 
of them to complete paraplegia. In thoracic and occipitocervical cases paraplegia of 
the legs may be present. The paraplegia may be spastic or flaccid depending on the 
location of the lesion. 

Chief Signs. Presence of a sessile tumor with a palpable bony fissure of the spinal 
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column from birth, umbilicated at the center and with a large central cicatrix (me- 
ningomyelocele ) ; may be coexistence of hydrocephalus; x-ray. 

Acute Idiopathic Polyneuritis (Landry’s Paralysis; Acute Febrile Polyneuritis; 
Guillian-Barré Syndrome; Acute Infectious Polyneuritis; Acute Infective Neuronitis; 
Myeloradiculitis ). Characteristics. In the commonest form of this disease, after an 
acute onset of paresthesias and slight weakness of the legs in the next two or three 
days, there is a rapidly ascending flaccid paralysis of the lower extremities, upper ex- 
tremities, trunk, and face. In other forms the paralysis is descending in progression. 

Chief Signs. Often a preceding mild, nondescript infection a few days before; ab- 
sent tendon reflexes; sensory loss (minority of cases); greatly increased protein in 
the spinal fluid with little or no increase in cells; often death within two weeks from 
respiratory or circulatory failure. 

Friedreich’s Ataxia. Characteristics. Actual paralysis of the lower extremities 
occurs only late, but the disease commences in the leg with a slowly developing un- 
steadiness and incoordination in walking (irregular, clumsy gait with feet set far 
apart). 

Chief Signs. See page 99. 

Tumor of the Spinal Cord. Characteristics. Spastic paraplegia develops sooner or 
later, generally one limb being affected before the other. The development of the 
motor paralysis goes hand in hand with the appearance of flexor spasm of the legs 
and impairment of sphincter control. Flaccid paralysis may develop later. 

Chief Signs. See page 700. 

Pseudohypertrophic Muscular Dystrophy. Characteristics. Actual paralysis oc- 
curs only late when atrophy is fully developed. There is, however, marked weakness 
in the lower extremities in the early stage as shown by the instability in walking and 
difficulty in rising. 

Chief Signs. See page 623. 

Hysteria. Characteristics. Flaccid or spastic paraplegia may occur, more frequently 
the latter. There is no true spasticity (no clonus or Babinski), though the limbs may 
be held in a more or less stiff attitude. 

Chief Signs. See page 700. 

Amyotrophic Lateral Sclerosis. Characteristics. Spastic paresis of the lower limbs 
develops and increases coincidentally with the atrophic paralysis in the small muscles 
of the hands. Later, atrophic paralysis in the legs may develop. 

Chief Signs. Occurrence between 25 and 40 years; insidious onset; wasting and 
weakness in the upper limbs with spasticity in the lower; deep reflexes greatly in- 
creased; fibrillary tremors; electrical excitability diminished; sensation normal; 
sphincters unaffected. 

Syringomyelia (Spinal Gliosis). Characteristics. Spastic paraplegia is common, 
though rarely severe, from pressure on the pyramidal tracts. 

Chief Signs. See page 342. 

Hereditary Spastic Paraplegia. Characteristics. The disease begins in the lower ex- 
tremities with a characteristic spastic gait. 

Chief Signs. Occurrence in several members of the same family; onset between the 
seventh and fifteenth years of age; contractures; later may affect the upper limbs; ab- 
sence of mental impairment. 

Erb’s Syphilitic Spinal Paralysis. Ghee Spastic paresis of the legs de- 
velops, but is rarely complete. The muscular rigidity is slight in proportion to the ex- 
aggeration of the deep reflexes. 
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Chief Signs. Occurrence between 20 and 40 years; history of syphilis; gradual on- 
set; difficulty in walking; retention of urine; pain in the back; increased reflexes; ankle 
clonus and extensor plantar reflex; some girdle pains; paresthesia, and loss of tempera- 
ture sense; positive serology. 

Less Common Causes. Malingering; hematomyelia; meningeal hemorrhage; cere- 
bellar tumor; cerebellar abscess; general paresis (occasionally); amaurotic family 
idiocy; aneurysm of the abdominal aorta; caisson disease; cerebrospinal meningitis; 
juvenile muscular dystrophy; bilateral cerebral hemorrhage; lathyrism; erogtism; 
tabes dorsalis; familial periodic paralysis; thrombosis of the superior longitudinal 
sinus; vertebral osteoarthritis; pellagra; pelvic tumor; poisoning (by ammonia, arse- 
nic, carbon disulphide, quicklime) ; progressive muscular atrophy (chronic anterior 
poliomyelitis); Tooth’s peroneal type of muscular atrophy; acute poliomyelitis; con- 
cussion of the spinal cord; epidural spinal abscess; Korsakoff’s syndrome; purulent 
spinal pachymeningitis; bilateral cerebral softening; wound of the spinal cord (com- 
plete transection) ; beriberi; hypoglycemia; electrical injury; hydatid cyst (compres- 
sion); intramedullary spinal abscess; captivity syndrome; neuromyelitis optica,; 
encephalomyelitis; spinal anesthesia; acute and subacute necrotic myelitis; acute post- 
infectious myelitis; acute demyelinizing myelitis; idiopathic porphyria; postdiph- 
theritic toxic polyneuropathy; carcinomatosis or lymphomatosis of the leptomeninges; 
polyarteritis nodosa; amyloidosis; cerebral malaria; injury or tumor in the parasagit- 
tal portion of the motor cortex; paralysis agitans (advanced ); encephalitis periaxialis 
diffusa; leprosy; extreme elevation or depression of plasma potassium (uremia, over- 
treated Addison’s disease); hypertrophic polyneuritis; spinal angioma; cortical 
thrombophlebitis; dissecting aneurysm of the aorta. 


ATROPHY OR WASTING OF WHOLE OR PART OF 
ONE LOWER EXTREMITY 


Acute Anterior Poliomyelitis (Infantile Paralysis). Characteristics. Flaccid atro- 
phy of one or more groups of muscles of the lower extremity (extensors of the leg, 
adductors of the thigh, anterior tibial group) is a frequent sequel of the disease. The 
affected limb remains small and short if many of the attached muscles are paralyzed. 
The initial paralysis is the maximum; all subsequent change is improvement. The 
latter may continue for 12 to 18 months with only a part of the original paralysis re- 
maining permanently. Improvement cannot be expected if not commencing within 
three months of the onset. 

Chief Signs. Occurrence in children; often epidemic; sudden onset with fever, 
malaise, vomiting, possibly convulsions; maximum flaccid paralysis present from the 
start, asymmetrical in muscular groups innervated by sections of the spinal cord af- 
fected (one leg or one leg and the opposite arm); reflexes absent in the affected limbs; 
cutaneous sensation normal; may be pain, often none; altered electrical response; 
duration of the initial stage two to three weeks, with constitutional symptoms for only 
a few days. 

Sciatic Newritis. Characteristics. In long-standing cases the nutrition of the affected 
leg suffers and the muscles appear generally smaller than those of the other limb; or 
there may be wasting of the parts only which are supplied by the great sciatic nerve, 
with the reaction of degeneration. 

Chief Signs. See page 678. 
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Tuberculosis of the Hip Joint. Characteristics. As the disease progresses the mus- 
cles of the hip and thigh become atrophied. 

Chief Signs. See page 677. 

Osteoarthritis of the Hip (Morbus Cixae Senilis). Characteristics. Early wasting 
of the hip and thigh muscles occurs. 

Chief Signs. See page 677. 

Tuberculosis of the Knee Joint. Characteristics. Muscular atrophy becomes marked 
above and below the joint. 

Chief Signs. See page 677. 

Less Common Causes. Hemiplegia (atrophy of disuse); anterior crural paralysis 
(quadriceps); congenital asymmetry; disseminated sclerosis; myelitis (unilateral) ; 
obturator neuritis; multiple exostoses; pelvic tumor (involving one lumbar plexus) ; 
gonorrheal arthritis; ruptured intervertebral disk; congenital pseudarthrosis of the 
tibia; congenital absence of the tibia or fibula; congenital angulation of the tibia; 
rheumatoid arthritis (knee); neuropathic joint (knee); hemophiliac arthritis (knee) ; 
anterior tibial syndrome (traumatic necrosis of pretibial muscles) ; acute suppurative 
myositis (residual); clostridial myositis; amyoplasia congenita; arteriosclerosis ob- 
literans (iliac, femoral, popliteal) ; aneurysm; coxa plana (slight degree of atrophy) ; 
osteochondritis dissecans; atrophy of disuse; embolism or thrombosis of a major ves- 
sel in the lower extremity; herpes zoster (occasional atrophic paralysis of one or more 
muscles). 


ATROPHY OR WASTING OF WHOLE OR PART OF 
BOTH LOWER EXTREMITIES 


Both lower limbs naturally become atrophied as part of a general wasting in any 
prolonged wasting disease or severe illness. Atrophy of disuse will develop in patients 
who are unable to walk for a long period because of some injury. In such cases the 
cause of the difficulty is obvious and the reaction of degeneration not present. 

Multiple Neuritis (Polyneuritis of Different Etiologies). Characteristics. Wasting 
of the muscles of the legs may be extreme (often the arms likewise), but the tendency 
is for slow recovery to ensue. The wasting is symmetrical and mainly below the knees. 
The muscles are flaccid and may give the reaction of degeneration, partial or com- 
plete. 

Chief Signs. See page 696. 

Tooth’s Peroneal Type of Progessive Muscular Atrophy. Characteristics. A slowly 
progressive atrophy of the muscles of the legs is present beginning in the small mus- 
cles of the feet. The reaction of degeneration is present in the muscles as they be- 
come affected. 

Chief Signs. Occurrence in children; familial tendency; often a history of preceding 
febrile disease; slowly progressive atrophy; inability to dorsiflex the big toe which 
hangs down (first sign) ; retention of ability to walk; reaction of degeneration. 

Friedreich’s Ataxia. Characteristics. There is no real wasting but rather a failure 
of development, so that the legs appear wasted. 

Chief Signs. See page 99. 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. Muscular atrophy in 
the neighborhood of the affected joint is common and may occur with great rapidity. 
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The muscles of the legs are eventually extremely wasted and the joints very promi- 
nent. Contractures result. 

Chief Signs. See page 836. 

Transverse Myelitis (Syphilitic; Compression; Infective ). Characteristics. The mus- 
cles of the lower extremities are wasted only when the lesion is low down in the cord 
involving the lumbar enlargement (it is usually higher up in the dorsal region). There 
is then a flaccid paralysis with absence of the deep reflexes, reaction of degeneration, 
and rapid wasting of the lower extremities. 

Chief Signs. See page 701. 

Tumor of the Cauda Equina. Characteristics. Gradual wasting of all the muscles 
of both legs except the flexors of the hip occurs, one leg usually being affected earlier. 

Chief Signs. May be presence of a pelvic tumor; pain in the region of the cauda; 
bilateral flaccid palsy; anesthesia and severe pains in the lower lumbar region, peri- 
neum, and legs; loss of the knee jerk, and plantar reflex; sphincter paralysis; the re- 
action of degeneration. 

Less Common Causes. Acute anterior poliomyelitis (usually unilateral); tabes 
dorsalis (rare compared to muscles of the hand and feet); bilateral sciatic neuritis; 
progressive muscular atrophy (late); sacrococcygeal chondroma; anterior tibial 
syndrome; chronic polymyositis; amyoplasia congenita; severe generalized tubercu- 
lous adenitis; injury to the lumbosacral cord (e.g., difficult, prolonged labor). 


NUMBNESS AND TINGLING IN ONE OR BOTH 
LOWER EXTREMITIES 


(Paresthesia ) 


Paresthesias are usually considered to be abnormal sensations which the patient ex- 
periences in the absence of specific stimulation; these include feelings of cold or heat, 
numbness, tingling, crawling, prickling, heaviness, and compression. Their presence 
always signifies the presence of an affection of the sensory system, and since they are 
felt in the area of skin corresponding to the sensory pathways which are involved 
their distribution is of great localizing value. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Numbness and tingling, par- 
ticularly in the feet, may be among the first symptoms, and may persist into the ataxic 
stage. 

Chief Signs. See page 696. 

Neurosis (Neurasthenia). Characteristics. Numbness with other paresthesias may 
occur, and when they do, neither the objective sensory loss nor the motor palsy is 
complete. This is common in the so-called traumatic neuroses. 

Chief Signs. See page 558. 

Pernicious Anemia. Characteristics. Numbness and tingling in the extremities are 
common. The numbness is persistent and cannot be rubbed away. It is, naturally, 
very annoying. The paresthesia is due to subacute combined degeneration of the 
spinal cord, but precedes other neurologic and at times hematologic manifestations 
for a variable period of time, except perhaps the diminution in the vibration sense. 

Chief Signs. See page 703. 

Arteriosclerosis Obliterans. Characteristics. Numbness, cramps, and pain in the 
feet occur at night when the feet are on a horizontal plane. 

Chief Signs. Occurrence in advanced life; hardened arteries; pallor of the feet on 
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elevation, rubor on dependency of the feet; weak or imperceptible pulsations of the 
dorsalis pedis and posterior tibial arteries; pain on walking rather than standing; dry 
gangrene. 

Thromboangiitis Obliterans (Buerger’s Disease). Characteristics. Tingling in the 
calves following exertion may occur in the early stage. 

Chief Signs. See page 709. 

Multiple Neuritis (Polyneuritis of Different Etiologies). Characteristics. Tingling 
in the feet and hands together with neuralgic pains may precede the development of 
the neuritis for weeks or months (especially in the alcoholic form). After the neuritis 
develops the only sensory symptoms may be the numbness and tingling, although the 
sensory symptoms are very variable. 

Chief Signs. See page 696. 

Raynaud’s Disease (Symmetrical Gangrene). Characteristics. Numbness and tin- 
gling in the feet and hands occur during an attack and may amount to actual pain. 
Pain, however, is not usually a prominent feature. 

Chief Signs. See page 726. 

Transverse Myelitis (Syphilitic; Compression; Infective). Characteristics. Numb- 
ness and tingling in the legs may be initial symptoms. 

Chief Signs. See page 701. 

Sciatica. Characteristics. Numbness and even slight cutaneous anesthesia may be 
found on the dorsum of the foot, in the distribution of the musculocutaneous branch. 

Chief Signs. See page 678. 

Subacute Combined Degeneration of the Spinal Cord (Posterolateral Sclerosis; 
Combined Sclerosis). Characteristics. Sensations of numbness and coldness in the 
distal parts of the limbs occur early, more severe and earlier in the feet than in the 
hands. They frequently assume a stocking form, and are bilateral and symmetrical. 

Chief Signs. See page 702. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Numbness over the limbs, upper or lower, and over the body and face, with various 
types of parethesias, are common. 

Chief Signs. See page 703. 

Tumor of the Spinal Cord. Characteristics. Paresthesias may be the first symptom 
of spinal compression by tumor (intramedullary, extramedullary, or extradural). 

Chief Signs. See page 700. 

Restless Legs (Anxietas Tibiarium; Leg Jitters). Characteristics. Paresthesias 
occur intermittently over the inner aspects of the legs. A crawling sensation develops 
only when the legs are still, most often after the patient retires for the night. There may 
be moderate pain also. 

Chief Signs. Absence of organic disease; feeling of restlessness and weakness of the 
legs with uncontrolled desire to move the legs; sensation of coldness of the feet. 

Less Common Causes. Multiple neurofibromatosis; vertebral osteoarthritis; verte- 
bral caries; spinal meningeal hemorrhage; brain tumor; encephalitis; osteoarthritis 
(multiple); syringomyelia; Landry’s paralysis; tetany; cerebral thrombosis; epilepsy 
(aura); Erb’s syphilitic spinal paralysis; meralgia paresthetica (outer side of the 
thigh); frostbite (with return of circulation); pernio (chilblain) ; urticaria; nephritis; 
polycythemia; ergotism; gout; erythromelalgia; caisson disease and diver’s paralysis; 
menopause; acroparesthesia and acrocyanosis (more commonly affecting the hands) ; 
pellagra; diabetes mellitus (posterolateral sclerosis); senility (posterolateral sclero- 
sis); arteriosclerosis (may be posterolateral sclerosis); livedo reticularis; arterial 
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thrombosis; arterial embolism; ruptured intervertebral disk; lumbar nerve root com- 
pression by exostosis; lumbosacral strain (faeet syndrome) ; spondylolisthesis; sclero- 
derma; polyarteritis nodosa; post-traumatic vasomotor disorders; trench foot and 
immersion foot; severe anemia; hyperventilation syndrome. 


PAIN IN THE LEG OR LEGS 
(Below the Knee) 


Abscess of the Leg. Characteristics. There is severe throbbing local pain. 

Chief Signs. Heat, swelling, redness, tenderness; induration; fluctuation; fever; 
aspiration (pus). 

Acute Phlebitis. Characteristics. There are pain and tenderness along the course 
of the vein. 

Chief Signs. Veins palpable in hard, knotty cords; swelling of the leg; fever; may be 
mottling of the skin; may be varicosities. 

Varicose Veins of the Leg. Characteristics. Aching pain and a sensation of heavi- 
ness often occur in the affected leg. If the veins become inflamed the pain becomes 
acute. Thrombophlebitis causes more soreness than pain. 

Chief Signs. Presence of elongated, distended, tortuous veins; edema, especially 
toward night. 

Fracture of the Tibia or Fibula (or Both). Characteristics. Localized pain and 
tenderness are present, increased by motion and pressure. 

Chief Signs. History of injury followed by immediate loss of function, swelling, ab- 
normal mobility, crepitus, deformity (not present in fracture of the fibula, present in 
fracture of the tibia, and most marked in fracture of both bones) ; x-ray. 

Arteriosclerosis Obliterans. Characteristics. Sudden severe pain comes on with 
walking and disappears with rest (intermittent claudication). It is present in one or 
both limbs, generally in the calf muscles. The pain may be almost intolerable. 

Chief Signs. Age over 40; muscular weakness or complete disability after exertion; 
numbness and tingling; absent pulsations in the arteries of the feet; sclerotic vessels, 
vasomotor congestion; may be myokymia (wormlike contractions of individual mus- 
cle bundles without any movement of the part); tendency to dry gangrene of the 
toes and feet. 

Thromboangiitis Obliterans (Buerger’s Disease). Characteristics. Aching pain in 
the calf, ankle or instep occurs on walking (intermittent claudication). “Rest pain” 
arising from thrombosis and ulceration is burning or gnawing and constant. “Rest 
pain” of ischemic neuritis is paroxysmal and lancinating. 

Chief Signs. Occurrence between 20 and 40, especially in Jews; numbness and cold- 
ness of the feet, with blanching unless quite warm; attacks of migratory, superficial 
phlebitis; absence of arterial pulsation in the foot; later (months or years) rubor of the 
toes when the foot is pendant, ulceration of the toes with severe pain, moist gangrene 
(presenile gangrene ). 

Sciatica. Characteristics. Severe neuralgic pain may radiate down the back of the 
thigh and outer side of the leg into the foot, over the entire distribution of the nerve. 

Chief Signs. See page 678. 

Nocturnal Leg Cramps. Characteristics. Severe cramps in the calves may awaken 
the individual. 

Chief Signs, Absence of evidence of vascular disease. 
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Flatfoot (Pes Planus). Characteristics. Pain on locomotion may extend from the 
foot up the leg or even the thigh. 

Chief Signs. Deformity of the foot, sinking of the inner arch; peculiar stiff gait; 
fatigue and pain on locomotion; examination (tracing on camphor soot paper ). 

Lymphangitis. Characteristics. Pain may be present along the lymphatic trunks of 
the leg. 

Chief Signs. History and evidence of infection; chills; fever; development of red 
lines along the lymphatics; enlarged lymph nodes; swelling. 

Multiple Neuritis (Polyneuritis of Different Etiologies). Characteristics. The sen- 
sory symptoms are very variable. In some cases there are numbness and tingling only, 
without great pain. In others there are severe burning and boring pains in the legs and 
arms, the nerve trunks are sensitive, and the muscles are sore when grasped. Pain is 
perhaps most marked in alcoholic neuritis, and may also be severe in some cases of 
diabetic neuritis. 

Chief Signs. See page 696. 

Osteoperiostitis of the Tibia. Characteristics. Localized aching pain is present, 
worse at night and increased by pressure. 

Chief Signs. May be fever; swelling; redness, heat, pain; exquisite tenderness over 
the affected part; may be spindle-shaped swelling; x-ray; incision (pus). 

Tuberculosis of the Bone. Characteristics. Indefinite aching or boring pain occurs, 
but no acute pain. There is local tenderness. The tibia is affected just below the knee. 

Chief Signs. Enlargement of the part affected; existence of concomitant tubercu- 
losis; x-ray. 

Sarcoma of the Tibia or Fibula. Characteristics. Dull, deep-seated, boring pain is 
usually present. 

Chief Signs. Progressive bony swelling beneath the knee which may crepitate; 
x-ray; biopsy. 

Acute Transverse Myelitis. Characteristics. Pains and cramps in the legs and thighs, 
sometimes of a severe character, may occur in the early stages from reflex spasm 
(flexor or extensor spasm). 

Chief Signs. See page 701. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Periodic lightning pains are 
common in the legs; they are usually sharp, stabbing, paroxysmal, intense, and not 
definitely localized, though they tend to follow the dorsal root areas. They occur at 
irregular intervals, last only a second or two, and dart from place to place. They 
constitute one of the characteristic initial symptoms, and when typical are pathog- 
nomonic. They are often described as spotlike pains. 

Chief Signs. See page 696. 

Rupture of the Plantaris Muscle (Tennis Leg). Characteristics. There is a sudden 
pain in the middle of the calf following exercise. 

Chief Signs. See page 691. 

Less Common Causes. Disease of the rectum, bladder, prostate, uterus; leukemia; 
Friedreich’s ataxia; rupture of a deep varix; popliteal aneurysm; acute anterior polio- 
myelitis; cerebrospinal meningitis; encephalitis lethargica; anterior crural neuralgia; 
thrombosis of the iliac artery; embolism or thrombosis of the aorta; dissecting aneu- 
rysm; Osgood-Schlatter’s disease; sickle cell anemia; aneurysmal bone cyst of the 
tibia; osteoid osteoma of the tibia; periosteal osteoma of the tibia; Ewing’s sarcoma of 
the tibia; adamantinoma of the tibia; anterior tibial syndrome; shin splints; acute sup- 
purative myositis; parasitic myositis; muscular fibrodystrophy; fibrous dysplasia of 


Varicose Veins of the Leg 711 


the tibia or fibula; nonosteogenic fibroma of the tibia and fibula; pernio (acute and 
chronic); polyarteritis nodosa; subperiosteal hemorrhage (trauma, hemophilia, 
scurvy); sclerosing osteomyelitis of Garré; osteomyelitis of the tibia; mycotic 
infection of the tibia or fibula; chondrosarcoma of the tibia; chondroblastoma of the 
tibia; benign giant cell tumor of the tibia (osteoclastoma); restless legs. 


VARICOSE VEINS OF THE LEG 


Varicosities are either primary (idiopathic) or secondary (compensatory). The 
etiology of the former type seems to depend primarily on mechanical and hemo- 
dynamic factors, although there are those who postulate the existence of a congenital 
weakness. Certainly prolonged standing with the resultant hydrostatic pressure which 
it produces in the veins of the lower extremities is a prime factor. Normally there are 
no valves beyond the external iliac and femoral veins, so that the column of blood in 
the abdomen must be supported by these, and should these be absent, as is sometimes 
the case, the burden of support falls to the valve of the saphenofemoral junction. As 
a result of this mechanical burden valvular incompetency often occurs, allowing a re- 
gurgitation of blood into the superficial venous system with resultant varicosities. 
Other factors which tend to reduce venous return from the lower extremities and 
thus predispose to varicosities include heavy muscular work with straining and lifting, 
repeated straining at stool, pregnancy, constricting bands about the limbs, and obes- 
ity. Primary varicosities are more common in females. Secondary varicosities arise 
as a result of obstruction to blood flow or in the presence of anteriovenous fistula. 

Primary Varicosities (Idiopathic Varicosities). Characteristics. Either the great 
or small saphenous venous system or both may be involved. In the former case vari- 
cosities are usually located on the medial side of the thigh and leg extending both 
anteriorly and posteriorly. Varicosities which present on other portions of the thigh 
are usually due to incompetence of the tributaries of the great saphenous vein (lat- 
eral superficial femoral vein with varicosities situated on the anterolateral aspect of 
the thigh, or medical superficial femoral vein with change on the medial and posterior 
surfaces). In the case of the small saphenous vein the distended vessels are usually 
located on the posterior surface of the lower portion of the calf extending toward 
the heel and around to the lateral aspect of the ankle and dorsum of the foot. 

Chief Signs. May be asymptomatic or there may be heaviness, fullness, and easy 
fatigue of the involved leg; variable pain; night cramps; edema of the ankles, ab- 
sence of prior deep thrombophlebitis, arteriovenous fistula, or other cause for sec- 
ondary varicosity. 

Pregnancy. Characteristics. Varicose veins may assume considerable proportions 
in the legs or about the vulva or anus in pregnancy and may give rise to distressing 
symptoms. They may disappear during the puerperium, but recurring pregnancies 
tend to make them permanent. 

Chief Signs. See page 559. 

Postphlebitic Syndrome. Characteristics. Dilated and varicose veins are frequent 
sequelae of iliofemoral thrombophlebitis with involvement often of both the great 
and small saphenous venous systems. 

Chief Signs. History of acute iliofemoral thrombophlebitis months or years be- 
fore; night cramps; pain in the leg; edema of the leg after standing or walking; pig- 
mentation; stasis dermatitis; recurrent cellulitis; ulceration. 
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Pelvic Tumor. Characteristics. Varicose veins may occur from pressure upon the 
veins in the pelvis. 

Chief Signs. Presence of a pelvic tumor; hemorrhoids; varicocele or vulvar varix 
in addition to varicose veins of the leg. 

Thrombophlebitis. Characteristics. Varicose veins may develop after an attack of 
acute phlebitis (usually of the saphenous vein), affecting chiefly the collaterals of 
the vein affected. 

Chief Signs. History of acute phlebitis; cordlike feel of the saphenous vein, edema 
of the leg after standing or walking. 

Acquired Arteriovenous Fistula. Characteristics. The veins in the region of the 
fistula are large and tortuous, resembling varicosities. 

Chief Signs. History of injury; may be shaking, throbbing, or humming sensation 
in the limb; pulsatile mass at the site of original injury; lowered skin temperature 
below the level of the lesion with increased skin temperature above; decreased pul- 
sations distal to the fistula; Branham’s bradycardiac sign; increased oxygen content 
of venous blood above the level of the lesion; arteriography. 

Less Common Causes. Aneurysm of the abdominal aorta; abdominal tumor; con- 
genital arteriovenous fistula; phlebectasia (not true varicosities, but dilated venous 
radicals) ; ligation of the femoral vein above the junction of the deep femoral vein. 


ULCERS OF THE LEG 
(See also Skin Affections of the Legs, page 713.) 


The most.common causes for ulceration in the lower extremity are a marked re- 
duction in cutaneous arterial blood flow and interference with venous return. How- 
ever, it must always be remembered that there are a number of nonvascular condi- 
tions wherein this type of lesion may be found. 

Varicose Ulcer (Indolent, Chronic, or Callous Ulcer). Characteristics. An oval, 
often painless, chronic ulcer is present, usually on the inner side of the leg about 3 
inches above the ankle. It may be small or it may encircle the limb. It has sloping, 
hard and congested edges, and a smooth, glistening, dirty yellow floor with a few 
feeble granulations. It is firmly attached, and often surrounded by persistent edema, 
pigmentation, and induration of the skin. The discharge is often irritating and may 
cause eczema. It is usually more superficial and less resistant to therapy than that 
which follows deep thrombophlebitis. See Postphlebitic Ulcer, below. 

Chief Signs. Presence of varicose veins; occurrence in the latter half of life. 

Postphlebitic Ulcer. Characteristics. The ulcer may start with necrosis and sepa- 
ration of the superficial layers of skin, or a portion of the vein wall may slough, to- 
gether with its overlying tissues. As a result this is a deep irregularly shaped painful 
lesion, at times covering a considerable portion of the leg, with a dirty infected base, 
foul odor, and surrounding area, which is swollen, indurated, inflamed, and markedly 
pigmented (stasis ulcer). 

Chief Signs. See Postphlebitic Syndrome, page 711. 

Ischemic Ulcer. Characeristics. Minimal trauma or slight infection in the presence 
of inadequate nutrition to the tissues of the lower extremity may initiate an ulcer. 
In such cases the process may penetrate the deep fascia to expose muscles and 
tendons and give rise to an extensive area of ulceration with secondary infection 
and necrotic eschar. 
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Chief Signs. Pain in the ulcer area; intermittent claudication; presence of thrombo- 
anglitis obliterans, arteriosclerosis obliterans, Leriche’s syndrome, or other occlusive 
arterial vascular disorder. 

Ulcer with Chronic Indurative Cellulitis and Simple Chronic Ulcer. Characteristics. 
The ulcer is circular or oval, surrounded by congested, discolored, and indurated 
skin, the floor being uneven and usually covered by granulations, the edges being 
thick, turned out, and not sensitive to the touch. There is often eczema or brown 
pigmentation of the neighboring skin. 

Chief Signs. Presence of an etiologic factor such as chronic edema, old age, ex- 
posure to cold, trauma, pressure; subsequent low-grade inflammatory reaction and 
local thrombosis of the superficial veins; may or may not be varicosities. 

Syphilitic Ulcer. Characteristics. The ulcers are excavated, with a punched-out ap- 
pearance, having sharply cut or undermined edges and a ragged base; they are circu- 
lar, semicircular, or serpiginous in shape, and are often covered by thick crusts or 
a tough, adherent, dusty yellow slough. They tend to heal in one place while they 
progress in another, and are generally multiple, tending to run into each other. The 
scars are thin and supple, and if in the lower part of the leg are usually pigmented 
around the edges, white and slightly depressed in the center. They are more common 
on the middle and upper thirds of the leg. 

Chief Signs. Presence of other signs of syphilis; positive serology; therapeutic test. 

Tuberculous Ulcer. Characteristics. The ulcer is very chronic and characterized 
by undermining of the skin for a considerable distance from the edge. The surface 
is pale, and its granulations very small, and here and there are small areas of casea- 
tion. The parts about the ulcer are livid and tender, and the discharge is thin and 
scanty. 

Chief Signs. History of a tuberculous abscess in the subcutaneous tissues or in the 
bone; presence of tuberculosis elsewhere; tuberculin test; biopsy. 

Epithelioma. Characteristics. The epithelioma may develop in a simple or varicose 
ulcer. The ulcer spreads, the edges become heaped up, everted and indurated. If 
allowed to progress the bone is attacked. 

Chief Signs. Enlarged nodes in the groin; biopsy. 

Less Common Causes. Acute or inflamed ulcer; rodent ulcer; sarcoma; melanoma; 
leprosy; glanders; anthrax; vagabond’s disease; erythema induratum (Bazin’s dis- 
ease); ecthyma; sickle cell anemia; dracontiasis; factitious ulcer; congestive heart 
failure with edema; hypertension; chronic pernio (ulceration of subcutaneous nod- 
ule); lymphatic obstruction (elephantiasis); fungus disease (blastomycosis, sporo- 
trichosis, actinomycosis); physical agents (burns, radiation, etc.); cutaneous diph- 
theria; pyogenic infections of the leg. 


SKIN AFFECTIONS OF THE LEGS 
(See also Ulcers of the Leg, page 712.) 


Psoriasis. Characteristics. Psoriasis is rarely limited to the legs. When it is present 
in this locality it usually shows itself in its sites of predilection, particularly the ex- 
tensor surfaces of the elbows and knees. 


Chief Signs. See page 604. 
Lichenification (Neurodermite). Characteristics. A lichenified plaque due to 


scratching is common upon the anterior and external part of the leg. There is an 
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oval or irregular patch of darkened and thickened skin, the surface being divided into 
more or less elevated triangular, or irregular flat papular areas, presenting a mosaic- 
like appearance and covered by the lesions of scratching. 

Chief Signs. Occurrence in neurotic individuals; itching; chronicity. 

Acute Contact Dermatitis (Due to Poison Ivy, Poison Oak, Primrose, etc.). Char- 
acteristics. There are erythema and swelling of the skin with oozing and vesiculation, 
followed by crusting and scaling. 

Chief Signs. History of contact; burning sensation in affected area; resolution in 
afew days to a few weeks. 

Livedo Reticularis. (Cutis Marmorata). Characteristics. There are mottled, 
blotchy or reticular bluish areas of the skin of the legs and feet, and to a lesser de- 
gree of the arms and hands, more noticeable with exposure to cold. 

Chief Signs. Coldness and at times numbness of the legs, sometimes with aching 
in cold weather; chronicity (a mild, intermittent form is known as cutis marmorata) ; 
may be ulceration and superficial gangrene of the toes; absence of occlusion of the 
larger arteries. 

Lichen Planus. Characteristics. The lesions occur on the extensor surfaces, the 
most common site together with the flexor surface of the arms for the disease. Red- 
dish papules varying in size from 1 to 5 mm. in diameter appear rather suddenly, 
often arranged in rows, but sometimes confluent. The papules are distinctly angular, 
become umbilicated, and later have a distinct purplish tint, shining by reflected light. 
Patches and semilunar lesions may occur. 

Chief Signs. Occurrence commonly in poorly nourished or neurotic adults; may 
be intense itching; chronic course. 

Purpura. Characteristics. The number, dimensions, and intensity of color of the 
purpuric spots increase from above downward on the lower extremity, becoming 
especially marked below the knee. 

For causes see page 902. 

Erythema Nodosum. Characteristics. Deep-seated nodules appear upon the tibial 
aspects of the legs that speedily grow in size and become elevated above the surface 
of the skin. They vary in size from one half to three inches in diameter, are bright 
red in color, often with a purplish tinge; sharply circumscribed, and very tender. 
They may fluctuate, but suppuration never occurs. 

Chief Signs. Occurrence usually in young females, especially during the spring or 
autumn; acute onset with constitutional symptoms (fever, malaise, pain in the mus- 
cles or joints); may be associated with rheumatic fever, septic sore throat, tubercu- 
losis, leprosy, coccidioidomycosis, endocarditis, pericarditis, the ingestion of drugs 
(iodides, bromides, sulfonamides), meningococcemia, lymphogranuloma venereum, 
scarlet fever, gonococcal septicemia; duration of a few days or weeks. 

Erythema Multiforme. Characteristics. Macules, papules, vesicles, and more rarely 
bullae, suddenly appear, usually upon the legs, hands, forearms, and face, and may 
be discrete or aggregate. The color varies from bright pink or red at first, to a viola- 
ceous or purple color later. The vesicular or bullous variety is commoneér-on the legs 
than elsewhere. 

Chief Signs. Acute onset with malaise, fever, rheumatoid pains, and headache; 
absence of itching; burning sensation; duration one to two weeks. 

Ecthyma. Characteristics. Flat yellow pustules appear in crops especially on the 
legs. They are surrounded by distinct red areolae and soon dry up, forming reddish 
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brown crusts. Slight ulceration and pigmentation sometimes remain after the sepa- 
ration of the crusts. 

Chief Signs. Appearance usually in poorly nourished adults; acute onset; absence 
of deep ulceration, subjective phenomena, and of syphilis; local adenopathy. 

Syphilis. Characteristics. Besides the ulcers of the gummas of tertiary syphilis, 
ecthymoid lesions of secondary syphilis may occur. The latter are depressed ulcers 
covered by crusts of varying thickness, which at times resemble oyster shells (rupia). 
Other syphiloderms occur as a part of a more or less general eruption. 

Chief Signs. See page 203. 

Erythema Induratum. Characteristics. Several subcutaneous nodules appear in- 
sidiously upon the outer or posterior aspects of the lower legs and gradually enlarge 
until they become from one half to one and one half inches in diameter. The skin 
above becomes purplish and soon firmly attached to the nodules. They may be ab- 
sorbed or break down into deep, irregular ulcers. 

Chief Signs. Occurrence in young women who stand much; chronicity; absence 
of signs of syphilis. 

Elephantiasis. Characteristics. This disease begins with recurring attacks of ery- 
sipelatoid inflammation. After each attack the part is left a little enlarged, until 
finally the skin is swollen, thickened, roughened, and pigmented, and the papillae 
unusually prominent. The regions affected are the legs and genitals. 

Chief Signs. Occurrence more commonly in the tropics (but may occur any- 
where); development usually in adult life; demonstration of lymphatic obstruction 
(neoplasm, infections, filariae ) . 

Less Common Causes. Eczema (often due to varicose veins); alopecia; oriental 
button (oriental sore); papulonecrotic tuberculids; brominism; Schamberg’s derma- 
tosis (progressive pigmentary dermatosis); prurigo; creeping eruption (more often 
on the feet); vitamin A deficiency (keratosis pilaris on the thighs); acrocyanosis; 
chromoblastomycosis; Kaposi’s sarcoma; leprosy; flea bites; impetigo of Bockhart; 
angioma serpiginosum; dermatitis hemostatica (stasis dermatitis ) . 


BOW LEGS 


(Genu Varum) 


Rickets (Rachitis). Characteristics. Bowing of the legs is present in most cases 
(knock knees in others). It involves mainly the tibia but sometimes the femora and 
fibulas. In more advanced cases the tibias and even the femora may be arched for- 
ward in addition to laterally. As the child begins to walk the deformity increases. 

Chief Signs. Insidious development beginning about the period of dentition; noc- 
turnal restlessness; head sweating; constipation; enlarged abdomen; painful joints; 
epiphyseal enlargements; rachitic rosary; pigeon breast with Harrison’s groove in 
the lower chest; spinal deformity; late walking; catarrhal conditions, tendency to 
tetanic convulsions; phosphaturia; x-ray. 

Chondrodystrophia Fetalis (Achondroplasia). Characteristics. The limbs are 
bowed and short and abnormally thickened where the muscles are attached. In con- 
tradistinction to rickets the bowing is late and more an exaggeration of the natural 


curve. 
Chief Signs. Dwarfish stature with normal trunk and short bowed limbs; large 
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cranium with depressed nose and prognathous chin; trident hand; lumbar lordosis; 
normal sexual development. 

Congenital Syphilis (Saber Shin). Characteristics. A very characteristic deformity 
is often produced, consisting of a forward curve of the anterior borders of the tibias 
(saber blade shin). In some cases the bone is bent inward at its lower third resem- 
bling somewhat a rachitic curvature. Sometimes the entire shaft is enlarged, at other 
times the swelling is near the epiphysis. 

Chief Signs. History of syphilitic mother; wasting, snuffles, and rash in early in- 
fancy; keratitis; Hutchinson’s teeth, deafness; painless, symmetrical, effusive ar- 
thritis, usually of the knees; may be palpable liver and spleen; may be mental de- 
ficiency; may be dactylitis and epiphysitis; positive serology. 

Osteitis Deformans (Paget’s Disease). Characteristics. The legs become progres- 
sively bowed, often the arms likewise. This occurs, as a rule, in the sixth decade. 
The legs are bowed anteriorly and laterally. 

Chief Signs. Onset in middle life; bending and bulging of the long bones forward 
with loss in height (gradual); stooping with round shoulders; head held forward 
with chin raised; chest sunken toward the pelvis; abdomen pendulous; slow, awkward 
gait; may be pain; x-ray (fuzzy outline and thickening of the skull, changes in other 
bones, especially the long bones and the pelvis). 

Less Common Causes. Cretinism; fracture; osteomalacia (mollities ossium) ; osteo- 
genesis imperfecta (from multiple fractures); old osteomyelitis; old tuberculosis; 
tibia vara (osteochondritis deformans tibiae); hyperparathyroidism; renal rickets; 
celiac disease (usually genu valgum); x-ray treatment; dyschondroplasia (Ollier’s 
disease); hereditary multiple exostoses (metaphysial aclasis). 


PAIN IN THE ANKLE 


The conditions described below are also usually accompanied by swelling of the 
ankle. 

Sprain of the Ankle. Characteristics. The amount of pain depends upon the severity 
of the sprain. Inversion of the foot causes the pain to be greater. The point of maxi- 
mum tenderness is usually below and in front of the external malleolus. 

Chief Signs. History of preceding twist of the ankle, usually inward; impairment 
of function; early and extensive swelling; discoloration; x-ray to exclude fracture. 

Potts Fracture. Characteristics. Following an injury by direct force or twist of 
the foot there is severe pain in the ankle with immediate loss of function, accompanied 
usually by eversion and abduction of the foot. 

Chief Signs. Fracture of the fibula about 3 inches above the tip of the malleolus; 
fracture of the internal malleolus; rupture of the tibiofibular ligament; may be dis- 
placement of the foot upward and backward; great swelling, the ankle joint being 
distended with blood; prominent internal malleolus; ankle joint widened; the foot 
shortened from the tibia to the toes; crepitus; x-ray. : 

Acute Rheumatic Fever. Characteristics. Pain and soreness are present, increased 
by motion, and accompanied by stiffness, redness, and swelling. In the order of fre- 
quency of involvement of the joints the ankle is second only to the knee. 

Chief Signs. See page 836. 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. Pain, soreness, and 
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stiffness are present, increased by damp weather and worse at night. Other joints are 
involved at the same time. 

Chief Signs. See page 836. 

Gonococcal Arthritis. Characteristics. The pain is usually moderate but may be 
severe. 

Chief Signs. See page 685. 

Tuberculosis of the Ankle Joint. Characteristics. The pain is at first slight, but 
later when there is erosion of cartilage or bone severe pain may occur, especially 
during sleep, when the rigid muscles relax, permitting the joint surfaces to rub to- 
gether. 

Chief Signs. Occurrence in childhood; muscle rigidity; spindle-shaped swelling; 
white skin; doughy or elastic sensation on pressure; limitation of anteroposterior 
movements; night cries; presence of tuberculosis elsewhere; X-ray. 

Fracture of the Astragalus. Characteristics. Pain is present and the condition is 
usually considered a sprain. 

Chief Signs. History of direct violence or a fall on the sole of the foot; may be 
crepitus (obtained by rotating the foot while the heel is firmly held); swelling; loss 
of function; x-ray. 

Less Common Causes. Tabes dorsalis; dislocation of the ankle; acute suppurative 
arthritis; Still’s disease; Henoch’s purpura; hemophilia; pulmonary osteoarthropathy; 
stenosing tenosynovitis of the ankle; gout; Achille’s bursitis; tenosynovitis of Achille’s 
tendon. 


ANKLE CLONUS 


Ankle clonus is a rhythmical contraction of the soleus muscle of the calf, result- 
ing in a constant and regular series of to-and-fro movements at the ankle joint at the 
rate of about seven per second, and continuing as long as pressure on the foot is 
maintained. It is best elicited when, the patient lying on his back with the knees 
slightly flexed, the examiner quickly but not violently dorsiflexes the foot, the hand 
being applied along its outer border in such a way as to keep it in a position of slight 
external rotation. Ankle clonus indicates conclusively a lesion of the upper motor 
neuron, and is usually found in association with increased knee jerks and the ex- 
tensor plantar reflex. The production of a few ankle jerks which gradually cease 
indicates only hypersensitiveness of the nervous system. The spurious ankle clonus 
met with in hysteria is of this variety. 

Spastic Paralysis. Characteristics. Ankle clonus may often be elicited. 

For causes see Paralysis of Both Lower Extremities, page 701. 

Hemiplegia. Characteristics. During the acute stage of hemiplegia, before the on- 
set of early rigidity, there may be a stage of temporary flaccidity. Except during this 
stage the muscular tone is increased and with it the corresponding tendon reflexes, 
including ankle clonus. 

For causes see page 338. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Ankle clonus is most marked in this condition. 

Chief Signs. See page 703. 

Cerebral Tumor. Characteristics. When the growth impinges on the motor area 
or pyramidal tracts, ankle clonus may be obtained on the contralateral side. When 
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there is considerable increase in the intracranial pressure the deep reflexes and ankle 
clonus are increased on both sides. 

Chief Signs. See page 773. 

Tumor of the Spinal Cord. Characteristics. Ankle clonus may be present, first on 
one side, later on both, due to pressure of an intradural tumor on one or both pyram- 
idal tracts. 

Chief Signs. See page 700. 


PAIN IN THE FOOT, HEEL, OR TOES 
(See also Gangrene of the Toes or Foot, page 726. ) 


While pain in the foot or toes is usually due to some local cause, there are certain 
referred pains which are not so easily recognized. Pelvic disease with resultant pres- 
sure upon or infiltration of the sciatic plexus may rarely produce pain in the sole of 
the foot and back of the leg, and thus a careful examination of the pelvic viscera is 
necessary in all cases of pain referred to the feet without obvious local cause. 

Trauma and Burns. Characteristics. Trauma, burns, etc., causing wounds, blisters, 
abrasions, etc., will produce pain, the cause being obvious. 

Chief Signs. History of traumatism, irritation, or burn. 

Clavus (Corn). Characteristics. Pain is usually due to pressure, trauma, or in- 
flammation. 

Chief Signs. Circumscribed hypertrophy of the epidermis with the projection into 
the skin of a horny plug of the same material, occurring on the dorsal surface of the 
toes (hard corn), or between the toes (soft corn). 

Cellulitis and Erysipelas. Characteristics. Intense pain is present in cellulitis, while 
a sensation of burning, tension, or stiffness without acute pain, occurs in erysipelas. 

Chief Signs. Rapidly spreading inflammation with great swelling, edema, dusky 
redness, and elevation of local temperature (cellulitis); irregularly spreading, bright 
red, shiny swelling with abrupt margins and local heat (erysipelas); fever; leuko- 
cytosis. 

Flatfoot (Pes Planus). Characteristics. Pain may be present, particularly after 
using the foot, is most marked in the sole or metatarsal joint, but occurs also in other 
portions of the foot, occasionally being reflected up the limb, even to the hip or lum- 
bar region, and is sometimes associated with muscular spasm. Too many pains in 
the feet and legs are attributed to this condition. 

Chief Signs. Loss of the normal flexibility of the foot; tenderness over the points 
of ligamentous attachment; shuffling gait; may be swelling; deformity, accentuated 
by standing, the inner border of the foot lengthened and resting on the ground, and 
the internal malleolus and head of the astragalus more prominent than usual; impress 
of the wet sole, giving a complete outline under the arch where normally it is absent. 

Foot Strain. Characteristics. There is pain over the inner border of the foot with 
standing and walking, relieved by rest. 

Chief Signs. Presence of an etiologic factor (excessive activity, overweight, illness, 
etc., which predispose to fatigue of the muscles involved in maintenance of the longi- 
tudinal arch and/or stretching of ligamentous supports); tenderness over strained 
ligaments; pain is aggravated by passive dorsiflexion of the foot; relief of pain by 
injection of local anesthetic into the affected ligament. 

Hallux Valgus (Bunion). Characteristics. In the simple cases there may be only 
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a little dull pain. In other cases, especially those accompanied by periostitis or bur- 
sitis, the pain may be so great as to make walking very difficult. Tenderness is also 
present in inflamed cases. The pain is located on the inner side of the exposed and 
enlarged head of the first metatarsal bone. 

Chief Signs. Deformity with enlarged head of the first metatarsal bone, the big toe 
being deviated outward and lying either upon, or less often below, the second toe. 

Callus. Characteristics. Pain is present when a very hard callus, especially one 
upon the sole of the foot, is pressed upon the underlying sensitive skin. 

Chief Signs. Thickening of the epidermis without a horny plug. 

Ingrowing Toenail (Onychocryptosis). Characteristics. Pain is severe when the 
edge of the nail, usually that of the great toe, is buried in the inflamed or soft parts 
at the side of the toe, and is greatly increased by the least pressure. 

Chief Signs. History of wearing ill-fitting shoes; edge of the nail buried in redun- 
dant skin; may be an irritable ulcer and signs of inflammation. 

Fracture of the Metatarsal Bones. Characteristics. Pain is present, increased by 
pressure against the head of the affected metatarsal, as well as by pressure directly 
upon the site of the fracture. If the head of the bone is grasped and manipulated, 
the pain is also increased. 

Chief Signs. History of direct violence; swelling and ecchymosis; may be crepitus; 
walking possible, bearing the weight on the heel; x-ray. 

Fractures of the Phalanges. Characteristics. Pain in the toe is present, increased 
by movement. 

Chief Signs. History of direct violence; signs of fracture, usually compound. 

Fracture of the Os Calcis. Characteristics. Pain and inability to bear weight on the 
heel are the outstanding symptoms. 

Chief Signs. History of a fall on the foot; increased bony thickness beneath the 
malleoli; tenderness on pressure; crepitus; x-ray. 

Whitlow (Onychia; Paronychia). Characteristics. Throbbing pain is present in 
the region of the toenail affected. 

Chief Signs. Inflammation and pus formation beneath and around the semilumar 
fold and loosening of the nail. 

Plantar Calcaneal Spurs and Fasciitis. Characteristics. Pain and tenderness are 
present on the undersurface of the heel, accentuated by walking or standing. Slight 
swelling may be observed, and passive dorsiflexion of the toes may accentuate the 
discomfort. 

Chief Signs. X-ray, usually revealing the presence of a spur. 

Painful Heel Pads. Characteristics. Pain is present beneath the heel, especially on 
standing. 

Chief Signs. Tenderness over the posterior portion of the tuberosity; x-ray (bony 
proliferation about the margin of the tuberosity, decreased density of the underlying 
fibrous layer, decreased density of the elastic adipose tissue). 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. The pain is quite 
variable, often severe, increased temporarily by movements, and is worse at night. 
The joints of the feet are probably more affected in the acute or periarticular type. 

Chief Signs. See page 836. 

Gout (Podagra). Characteristics. The attack sets in in the early morning hours 
with a severe pain in the metatarsophalangeal articulation of the big toe, more com- 
monly on the right side than on the left (acute gout). The pain is agonizing and in- 
sinuates itself among the numerous small bones of the tarsus and metatarsus. The 
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sensitiveness is extreme. The pain ameliorates during the day to recur the next night. 
In chronic gout, there may be pain, redness, and swelling of several joints without 
fever. 

Chief Signs. Recurring attacks of arthritis, often at first limited to the big toe or 
tarsus; swelling, redness, and fever in the acute attack; later, involvement of other 
and larger joints; presence of tophi (toes, hands, ears); urinalysis (increased uric 
acid output at the height of the attack); high blood uric acid. 

Hammer Toe. Characteristics. Walking is painful and difficult due to corns or 
bursae on the points exposed to pressure. 

Chief Signs. Characteristic deformity (hyperextension of the first, and flexion of the 
second and third phalanges ). 

Hallux Rigidus. Characteristics. Aching pain and soreness occur at the metatar- 
sophalangeal articulation, which is the site of an arthritis terminating in ankylosis. 

Chief Signs. Ankylosis of the big toe. 

Plantar Warts. Characteristics. These may be exquisitely painful if they are on 
points of pressure. 

Chief Signs. Lesion flush with the surface resembling a callus; warty nature re- 
vealed after shaving off surface; may be single or multiple. 

Frostbite. Characteristics. There is frequently a burning type of pain in the heel 
or toes if these are affected. 

Chief Signs. History of exposure to cold; numbness and paresthesia of the affected 
part; color changes, blisters, and in severe cases dry gangrene of the affected part. 

Chilblain (Pernio). Characteristics. There is a disagreeable sensation of burning 
and itching in the affected part, often the heel. 

Chief Signs. History of frostbite; recurrence on slight exposure to heat or cold; 
pallor or lividity of the skin; may be blisters or ulceration. 

Multiple Neuritis (Polyneuritis of Different Etiologies). Characteristics. Various 
painful sensations occur in the feet and legs. They may be deep and aching, sharp, 
pricking or burning, or a mixture of these varieties. 

Chief Signs. See page 696. 

Raynaud’s Disease (Symmetrical Gangrene). Characteristics. Pains in the toes 
occur, or numbness and tingling. The pain may be so severe as to require the use of 
a narcotic. 

Chief Signs. Symmetrical distribution (both hands or both feet or all); digits 
white and cold, cyanotic, or red and hot; aggravation in cold weather; normal ar- 
terial pulsations; may be symmetrical dry gangrene. 

Erythermalgia (Erythromelalgia). Characteristics. Severe pain, aching and burning 
in character, is present in the foot, more or less continuous, with paroxysmal exacerba- 
tions, is aggravated by the dependent position of the limb and warm applications, and 
alleviated by elevation of the foot and cold applications or exposure to cold weather. 

Chief Signs. Pain in the feet, usually bilateral; red patches, often about the ball of 
the big toe or along one edge of the foot; superficial and deep tenderness; local heat; 
increased arterial pulsations. 

Metatarsalgia. Characteristics. There is pain about the distal end of the foot at 
the metatarsophalangeal junctions. 

Chief Signs. Presence of an etiologic factor: 1, ‘stretching of the transverse meta- 
tarsal ligaments, congenital or acquired; 2, weakness of the intrinsic muscles of the 
foot, e.g., poliomyelitis; 3, arthritis—rheumatoid, degenerative; 4, metabolic—gout; 
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5, trauma—prolonged walking, direct impact, improper shoes; relief by appropriate 
therapy directed toward the underlying cause. 

Plantar Digital Neuroma (Morton’s Metatarsalgia). Characteristics. A paroxysmal 
neuralgic pain occurs which is limited to the sole beyond the neck of the third and 
fourth metatarsal bones and the entire surface of the corresponding toes. The pain 
occurs soon after walking on hard floors, especially in high-heeled shoes, and is re- 
lieved by rest with removal of shoes. 

Chief Signs. Tenderness to firm pressure in the sole just distal to the third and 
fourth metatarsophalangeal joints; rarely a palpable swelling; occasionally a painful 
ulcer on the inner surface of a toe; negative x-ray; surgical removal of the tumor 
with relief of symptoms. 

Achillodynia (Postcalcaneal Bursitis or Albert’s Disease, and Synovitis of the 
Tendo Achillis). Characteristics. In the first variety there is a tender swelling between 
the os calcis and tendo achillis; in the second, pain and swelling are most marked 
at the level of the top of the shoe, and soft crepitus may sometimes be obtained on 
flexing or extending the foot. 

Plantar Neuralgia Characteristics. The pain may be limited to the tips of the toes 
or to the ball of the great toe, is paroxysmal, and may be associated with numbness, 
tingling, and hyperesthesia or sweating. 

Chief Signs. History of typhoid fever, or the presence of caisson disease; sensitive- 
ness of the toes. 

Less Common Causes. Epiphyseal cyst; Kohler’s disease; tabes dorsalis; perforat- 
ing ulcer of the foot (slight or absent); sarcoma; acute rheumatic fever; tuberculosis 
of the foot; trench and immersion foot; gonococcal arthritis; syphilitic dactylitis; 
tuberculous dactylitis; thromboangiitis obliterans; arteriosclerosis obliterans; acro- 
megaly; embolism or thrombosis of the aorta; dissecting aneurysm; urticaria; fractured 
sesamoid bone; plantar fibromatosis; avulsion of an accessory bone of the foot; march 
fracture (perimetatarsal osteoma); subastragular arthritis (usually degenerative 
arthritis secondary to trauma) ; calcaneo-apophysitis (Fever’s disease ); exostosis be- 
low the lateral malleolus; chondroma (phalanges of the foot with fracture or malignant 
transformation) ; osteoid osteoma; maduromycosis (slight pain) ; ruptured interverte- 
bral disk (Ly and L; ) ; Sudeck’s atrophy; causalgia; Freiberg’s disease; Kienb6ck’s dis- 
ease; apophysitis of the os calcis; tailor’s bunion. 


ENLARGEMENT OF THE FEET 


(See also Bilateral Edema of the Lower Extremities, page 722; and Edema of One 
Foot and Leg, page 724.) 


Acromegaly. Characteristics. The feet are involved like the hands and are uni- 
formly enlarged. The big toe, however, may be much larger in proportion to the 
rest of the feet. 

Chief Signs. See page 693. 

Hypertrophic Pulmonary Osteoarthropathy. Characteristics. The bones of the feet 
(and hands) are symmetrically enlarged, together with enlargement of the distal 
ends of the long bones. 

Chief Signs. Occurrence in certain chronic diseases, particularly affections of the 
lungs or bronchi; slow development; may be joint effusions; may be stiffness of the 
joints; sweating of the palms and soles; kyphosis or scoliosis. 
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BILATERAL EDEMA OF THE LOWER EXTREMITIES 


Besides the diseases listed below there are many other conditions in which bilateral 
edema of the legs is met with. Postural and climatic factors are common sources of 
mild to moderate ankle edema which can hardly be considered pathologic (summer 
edema of the feet and ankles, especially common in women; postural or occupational 
edema as, for example, the swelling of the ankles seen in individuals whose employ- 
ment requires long periods of standing with little muscular activity, or the individual 
who is confined for long periods of time in a sitting position on a bus, train, or air- 
craft). 

Any severe anemia which follows loss of blood from hemoptysis, hematemesis, 
postpartum, and other hemorrhages may be accompanied by edema of the lower 
extremities. Cachectic states resulting from carcinoma, sarcoma, syphilis, tuberculosis, 
Hodgkin’s disease, starvation, malaria, and various other tropical infections may 
cause such an edema. Vasomotor paralysis following long confinement in bed will 
cause edema of the legs for a period after the patient is first up and around. Elderly 
people may have edema of the legs from paresis of the vasomotor system and poor 
tissue turgor. Obesity, flatfoot, and other causes of deficient local circulation are 
other factors in the production of edema of the lower extremities. In some cases the 
cause cannot be determined (idiopathic edema ). 

Congestive Heart Failure. Characteristics. The edema usually begins in the feet 
and spreads upward. The edema is especially marked at night if the patient is on his 
feet most of the day. Pitting is most easily obtainable, when edema is slight, over the 
subcutaneous surface of the tibia. 

Chief Signs. Constant dyspnea or upon exertion; pulse usually rapid, feeble, or 
irregular; pallor; may be cyanosis; cough; oliguria; heart enlarged; poor muscle tone 
(heart); may be various murmurs and arrhythmias; basal pulmonary rales; may be 
liver enlargement or pulsation; may be ascites; x-ray; electrocardiography. 

Subacute and Chronic Glomerulonephritis (Bright’s Disease). Characteristics. 
The edema usually begins in the face as a slight puffiness of the eyelids, especially in 
the morning. The feet may also be swollen in the morning. Later the edema spreads 
and becomes general (anasarca). Edema is, however, not always present. 

Chief Signs. Nausea and vomiting; increased arterial tension with accentuation of 
the second aortic sound; diminution in the output of urine; albuminuria, cylindruria, 
hematuria; retinitis (ophthalmoscopy); lowered kidney function (phenolsulfon- 
phthalein test); high blood urea (blood chemistry ). 

Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. At the 
onset there is puffiness of the eyes, feet, and ankles. Later the edema may become 
universal. 

Chief Signs. Onset rapid or insidious; headache; nausea and vomiting; fever; com- 
plexion pasty; skin dry; tongue furred; urine scanty; anemia; may be increased 
blood pressure; urinalysis (deep or smoky colored, specific gravity, 1.025 to 1.035, 
large amount of albumin, blood cells, casts of all kinds, much debris) ; may be retinitis 
(ophthalmoscopy ). 

Lipoid Nephrosis. Characteristics. The edema is similar to that of chronic glomer- 
ular nephritis. 

Chief Signs. General edema; blood pressure not increased; absence of anemia; no 
retinal changes, absence of nitrogen retention; absence of delayed phenolsulfon- 
phthalein excretion; urinalysis (marked albumin, casts). 
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Pregnancy. Characteristics. Edema is a very frequent accompaniment of preg- 
nancy, especially in the later months, from pressure exerted by the enlarged uterus 
upon the veins returning from the legs. If generalized, toxemia or acute nephritis 
should be suspected. 

Chief Signs. See page 559. 

Abdominal Tumor (Obstructing the Inferior Vena Cava). Characteristics. Edema 
of the lower extremities may be extreme. It is usually limited to the legs and back 
with a definite upper level and there is no swelling of the eyelids or scalp. There may 
be distended veins of the abdominal wall with the current in them reversed. 

Chief Signs. Presence of a large abdominal tumor. 

Cirrhosis of the Liver (Laennec’s). Characteristics. Edema of the feet may pre- 
cede or develop with the ascites. The dropsy is rarely general. 

Chief Signs. Occurrence in middle age; may be history of alcoholism; liver small 
or enlarged with surface hobnailed or smooth; dyspepsia; hematemesis; slight or 
absent jaundice; ascites; hepatic facies; may be palpable spleen; spider nevi; venules 
along the costal margins; may be slight fever; later toxic symptoms; wasting. 

Varicose Veins of the Leg. Characteristics. If both legs have varicose veins there 
may be edema, especially toward night. The swelling will be greater if the veins be- 
come inflamed (periphlebitis or thrombophlebitis). 

Chief Signs. See page 689. 

Chronic Secondary Anemia. Characteristics. Edema of the ankles is frequently 
present when the anemia is severe. 

Chief Signs. Presence of some chronic infection, intoxication, repeated hemor- 
rhage, or inanition; palpitation; faintness and weakness; giddiness, dyspnea on exer- 
tion; pallor; headache and irritability; anorexia, constipation, dyspepsia; soft, small, 
rapid pulse; hemic murmurs; menstrual disturbances or amenorrhea; blood examina- 
tion (diminution of red cells and hemoglobin, may be poikilocytosis and anisocy- 
tosis). 

Pernicious Anemia. Characteristics. Edema of the feet is common. 

Chief Signs. See page 703. 

Multiple Neuritis (Especially Alcoholic). Characteristics. The feet and hands are 
frequently swollen and congested, particularly when held down for a few moments. 

Chief Signs. See page 696. 

Ankylostomiasis (Hookworm Disease). Characteristics. Edema of the legs occurs, 
depending upon the degree of anemia and malnutrition. 

Chief Signs. Occurrence in Southern States; chronicity; anemia; weakness, emacia- 
tion; anorexia; perversion of the appetite; epigastric pain; history of ground itch; 
eosinophilia; examination of the feces (revealing the ova and occult blood). 

Myxedema. Characteristics. A bilateral swelling of the lower limbs is part of a 
puffy or edematous condition of the subcutaneous tissue. It is most marked in the 
face, hands, and lower limbs. The apparent edema does not pit on pressure, and the 
skin is thickened. 

Chief Signs. See page 786. 

Trichiniasis. Characteristics. Edema, while appearing early in the face about the 
eyes, occurs later in the extremities when the swelling and stiffness of the muscles 
are at their height. 

Chief Signs. See page 739. 

Milroy’s Disease (Persistent Hereditary Trophedema). C haracteristics. Both 
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lower extremities may be edematous though the edema may first be limited to one 
leg. Acute progression with fever may occur from time to time. 

Chief Signs. See page 725. 

Less Common Causes. Angioneurotic edema; urticaria; splenic anemia; scurvy; 
leukemia; Hodgkin’s disease; beriberi; aortic aneurysm; thrombosis of the inferior 
vena cava (usually extending upward from the veins of the leg) ; inferior vena caval 
syndrome; Raynaud’s disease; erythromelalgia; bothriocephalism; trypanosomiasis; 
chronic peritonitis; ovarian cyst; obstructed thoracic duct; retroperitoneal sarcoma, 
exophthalmic goiter; celiac disease; subacute combined degeneration of the spinal 
cord; chemical sympathectomy; nutritional edema (“war” edema); filariasis; ex- 
cessive ingestion of salt; drugs (desoxycorticosterone acetate, testosterone, estrogen, 
cortisone and its derivatives, progesterone); Cushing’s syndrome; relapsing fever; 
dermatomyositis; disseminated lupus erythematosus; cold allergy; mediastinal mass; 
lipodystrophy; frostbite; trench foot; severe arteriosclerosis obliterans (foot); severe 
thromboangiitis obliterans (foot); primary lymphedema (lymphedema praecox) ; 
ascites; sunburn; sprue; serum sickness; arsenic poisoning; pneumococcal pneumonia 
(heart failure); polyarteritis nodosa (heart failure); scleroderma; carcinoma of the 
liver; ascariasis; Chagas’ disease; clonorchiosis; fasciolopsiasis; plague; kwashiorkor; 
carcinoid syndrome; scleredema. 


EDEMA OF ONE FOOT AND LEG 


Varicose Veins of the Leg. Characteristics. Edema, especially toward night, in the 
affected leg is not uncommon. If the veins become inflamed (phlebitis, thrombo- 
phlebitis), there is a localized, tender, red, edematous swelling, in the center of 
which the inflamed vein or veins can be felt as thickened, hard cords. 

Chief Signs. See page 689. 

Postphlebitic Syndrome. Characteristics. There is chronic pitting edema of the leg, 
worsened by standing or walking. 

Chief Signs. See page 711. 

Phlegmasia Alba Dolens (Thrombophlebitis of the Femoral Vein; Milk Leg). 
Characteristics. Edema soon follows the onset, and usually begins in the foot and 
extends upward, although occasionally it appears first in the neighborhood of the 
groin. The leg becomes very swollen, the skin being tightly stretched and presenting 
a glazed appearance. At first pitting can be elicited only after prolonged pressure 
with the fingertip. 

Chief Signs. Occurrence in the puerperium, after pelvic operations, or during in- 
fectious diseases; onset with pain in the leg (usually the left) along the course of one 
of the larger veins; sensitive, cordlike structure palpable just beneath Poupart’s liga- 
ment if the femoral vein is implicated; more or less fever. 

Cellulitis. Characteristics. Great swelling and edema may be present, associated 
with intense pain, dusky redness, and elevation of local temperature. The process 
may involve the whole extremity. 

Chief Signs. History and evidence of a wound; fever; pain on pressure; may be 
pus at the source of infection; may be gangrene; leukocytosis. 

Acute Osteomyelitis. Characteristics. The limb soon becomes swollen and edema- 
tous. The adjacent joint is often swollen. 

Chief Signs. Sudden onset with chills and fever; thigh or leg swollen, tender, hot, 
and edematous; fluctuation if the abscess spreads from the bone; x-ray. 
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Pseudoelephantiasis (Chronic Lymphatic Obstruction). Characteristics. The skin 
and subcutaneous tissues are greatly thickened and do not pit on pressure, and the 
skin presents a coarse, corrugated surface, sometimes covered with lymphatic warts, 
which may ulcerate. 

Chief Signs. Presence of a causative agent of obstruction, viz., tumor, cicatrix, 
thrombolymphangitis, badly united fracture, previous operation (removal of lymph 
nodes ), chronic inflammation. 

Elephantiasis (Barbados Leg). Characteristics. The leg may be gigantic, due to 
blockage of the lymphatics by the Wuchereria bancrofti. There is marked hyperplasia 
of the subcutaneous tissues, the skin is coarse and corrugated, and there is no pitting 
on pressure. 

Chief Signs. Occurrence in the tropics; presence of the filaria in the blood at night. 

Milroy’s Disease (Persistent Hereditary Trophedema). Characteristics. One lower 
extremity is usually affected first, although later both limbs are involved. There is a 
sudden demarcation between the swollen and the nonswollen parts at the level of 
the joint (ankle, knee, or hip). The swelling may cease at the ankle in the early 
stages, but may suddenly extend up to the knees and ultimately to the groin. 

Chief Signs. Occurrence in several members of a family; swelling limited to the 
lower extremities; may be periodic attacks of pyrexia and gastric disorder associated 
with increase in extent of the swelling; exclusion of other causes. 

Less Common Causes. Angioneurotic edema; gout; femoral aneurysm; popliteal 
aneurysm; dissecting aneurysm; epiphyseal cyst; erysipelas; carcinoma of the kidney, 
mycetoma; periostitis; stings; ligatures, bandages, and tight garters (compression ) ; 
arteriovenous fistula; phlegmasia cerulea dolans. 


ULCERS OF THE FOOT 
(See also Gangrene of the Toes or Foot, page 726.) 


Tabes Dorsalis (Locomotor Ataxia). Characteristics. Perforating ulcers of the 
foot form one of the special signs of tabes, and most frequently arise on the plantar 
surface at the base of the great or little toe. They commence usually as a corn, 
around which the patient complains of sharp, shooting pains. The corn becomes ex- 
coriated and a small, circular ulcer with irregular edges is formed, from which a 
serous or seropurulent discharge exudes. The ulcer itself is painless. The bone may 
be exposed and a sequestrum formed. 

Chief Signs. See page 696. 

Suppurating Corn or Callus. Characteristics. When infection occurs due to careless 
paring of the callus, an ulcer may form. The ulcer is small and deep and bounded by 
tough, thick, slowly growing skin. 

Chief Signs, History of a corn and careless treatment. 

Diabetes Mellitus. Characteristics. Perforating ulcer is an occasional complication 
of diabetes, but gangrene is more common. 

Chief Signs. See page 726. 

Less Common Causes. Epithelioma; syphilitic gumma, syringomyelia; peripheral 
neuritis; spastic paresthesia; general paresis; leprosy; mycetoma (Madura foot); 
beriberi; posterior tibial nerve injury; arteriosclerosis obliterans; thromboangiitis 
obliterans; arteriovenous fistula; trauma; excessive treatment of plantar warts; frost- 
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bite; blastomycosis; sporotrichosis; dermatophytosis; livedo reticularis; scleroderma; 
Morton’s metatarsalgia. 


GANGRENE OF THE TOES OR FOOT 


Arteriosclerosis Obliterans (Chronic or Pott’s Gangrene; Senile Gangrene). Char- 
acteristics. The gangrene is often insidious in onset and confined at first to one lower 
extremity but later may be symmetrical. It begins as a little area of inflammation 
which usually ulcerates and then dries, forming a black slough, which gradually 
spreads as a dry gangrene into adjacent tissues. The surrounding tissues are inflamed, 
becoming purple and finally black as the process advances. A line of demarcation 
may form. Severe pain and marked exhaustion are often present, and if infection 
occurs, a fetid odor arises and symptoms of sepsis supervene. 

Chief Signs. Occurrence in patients of advanced years with extensive arteriosclero- 
sis; prodromal symptoms of coldness, numbness, tingling, or cramplike pains, and 
sometimes intermittent claudication; feeble heart and impaired kidneys; feeble or 
absent arterial pulsations. 

Pressure Gangrene (Bed Sore). Characteristics. In the foot this type of gangrene 
occurs principally upon the heel in bedridden patients, but it may affect any part of 
the foot exposed to prolonged pressure by the bed, splints, or bandages. The gan- 
grene is usually superficial (slough), but may extend deeply and widely if there is 
sepsis. At first the part becomes red and blistered, and later sloughs. 

Frostbite, Trench Foot, and Immersion Foot. Characteristics. In frostbites of the 
second degree reaction is attended with a livid color, considerable swelling, and the 
formation of blisters or blebs, and in the majority of these cases gangrene of the 
moist variety may follow. 

Chief Signs. History of exposure to cold, long exposure to cold dampness, or pro- 
longed immersion in water, followed by numbness and anesthesia of the part. 

Diabetes Mellitus. Characteristics. The gangrene begins at the toes with a blue 
discoloration which gradually extends upward. It may be dry if the arterial disease 
(obliterating arteriosclerosis) is far advanced, but is much more likely to be of the 
moist variety and is then very often rapid in its progress. It is apt to be inaugurated 
by a slight wound. Such gangrene is not uncommon in a diabetic over 50 years of 
age with arterial disease. 

Chief Signs. Gradual onset; thirst, polyuria; enormous appetite; emaciation and 
weakness; boils, ulcers, and carbuncles; cataract; retinitis; glycosuria; hyperglycemia. 

Traumatic Gangrene. Characteristics. When a foot is badly crushed, as by ma- 
chinery or in a railway accident which destroys the tissues, it may putrefy unless re- 
moved and becomes affected with gangrene of the moist variety. 

Thromboangiitis Obliterans (Thrombotic Phleboarteritis of Jews; Presenile Gan- 
grene; Judaische Krankheit; Buerger’s Disease). Characteristics. The gangrene begins 
as a superficial ulceration of a toe, often the big toe, and extends. It is whitish and 
of a semimoist variety. Trauma and chilling often precipitate it. 

Chief Signs. Occurrence in young adult males, affecting principally the feet; inter- 
mittent claudication; rubor of the feet on dependency, pallor on elevation; diminished 
or absent arterial pulsations; attacks of superficial phlebitis. 

Raynaud’s Disease (Symmetrical Gangrene). Characteristics. In severe types the 
terminal phalanges of the feet (more often the fingertips) may become dark, cold, 
and insensitive, and the tip of one toe (or finger), or the terminal joint of another, 
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DIFFERENTIAL DIAGNOSIS OF MAIN VASCULAR DISEASES 
CAUSING GANGRENE OF THE EXTREMITIES®* 
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History 





Onset of Symptoms . 


Arteriosclerosis 
Obliterans 


Usually over 60 
years 


Male or female 


Thrombo- 
angiitis 
Obliterans 


Usually under 40 


years 


Usually male 





Sometimes inter- 
mittent claudica- 
tion 


Usually gradual 





Type of Gangrene . 


Dry 


Often intermit- 
tent claudication 


Usually gradual 


Moderately moist 





Raynaud’s 
Disease 


Usually under 4o 


years 


Usually female 


Attacksof pallor, 


cyanosis and 
erythema due to 
temperature 
changes 


Gradual 


Dry with blebs 


Embolism 


Any age 


Male or female 


That of  septi- 
cemia or heart 
failure 

Sudden 

Dry 





Distribution of Gan- 
grene 


as 





Degree of Pain ..... 





Vascular Changes ... 





X-ray Appearance .. 





Associated Conditions 


One or more toes 
or a foot; often 
unilateral 


Moderate 


Dorsalis pedis 
and/or posterior 
tibial may not 
pulsate 


Calcification 


Frequently other 


arteriosclerotic 
manifestations 
and diabetes 
mellitus 


One or more toes 
or part of a foot; 
usually bilateral 


Severe 


Dorsalis pedis 
and posterior 
tibial may not 
pulsate 


Negative 


Often none 





Fingers or toes, 
or both; sym- 
metrical 


Moderate 


Vessels pulsate 


Negative 


Often none 


Any portion of 
one, sometimes 
two extremities 


Often severe, 
sometimes mod- 
erate, rarely ab- 
sent 


Affected vessel 
does not pulsate 


Negative 


Bacterial endo- 
carditis or 
chronic heart dis- 
ease 


nnn a Le ie a oe 


* From Yater. Fundamentals of Internal Medicine, 4th ed., New York, Appleton-Century- 


Crofts, Inc., 1954. 


gets darker, a few blebs form, and the parts become necrosed. Both feet may be 
swollen to the ankles with the toes black. It may look as though both feet would be- 
come gangrenous, but, as a rule, the process subsides and only the tips of the toes are 
lost. It tends to recur. Arterial pulsations persist. 

Chief Signs. Occurrence in young adults, especially females; symmetrical distribu- 
tion (fingers, toes, ears, nose); occurrence in attacks from mild to severe with three 
stages, precipitated by cold: local syncope (dead fingers or toes); local asphyxia 
(blue, cold, painful), active hyperemia (red, hot, swollen, throbbing, painful). 

Thrombosis and Embolism. Characteristics. If an embolus lodges or a thrombus 
forms in the femoral bifurcation, or the politeal, and there is diminished vitality from 
associated disease, gangrene of the foot or leg may follow. The limb becomes sud- 
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denly bluish, swollen, edematous, and finally the seat of generally a dry type of 
gangrene. 

Chief Signs. Embolism: sudden severe pain in the limb in a person with valvular 
disease of the heart. Thrombosis: gradual onset with severe and protracted pain in a 
person with widespread arterial degeneration, phlebosclerosis, or local disease spread- 
ing to the vessel. 

Malignant Edema (Spreading Gangrene). Characteristics. The gangrene begins 
in the margin of a wound and extends by a rapidly spreading cellulitis. It may follow 
trivial or extensive wounds. The tissues become greenish and finally black, but a line 
of demarcation does not form. 

Less Common Causes. X-ray effect (very rare in the feet); sarcoma of the toes; 
beriberi; erythromelalgia; glanders; leprosy; plague; snake poison; ligatures of the 
popliteal artery for aneurysm; tight bandages (femoral thrombosis); herpes zoster; 
malaria; leukemia; scarlet fever; smallpox; typhus fever; phenol (locally applied in 
dressings); syringomyelia (painless whitlow or Morvan’s disease, much more com- 
mon in the fingers); ainhum; peripheral neuritis; tabes dorsalis; burns; dissecting 
aneurysm of the aorta; embolism and thrombosis of the aorta; puerperal fever; poly- 
arteritis nodosa; severe degree of acute deep thrombophlebitis (phlegmatia cerulea 
dolans); juvenile gangrene; exposure to local heat; sympathectomy (complication 
of); arteriography (complication of); livedo reticularis; scleroderma; trichinosis; 
essential thrombophilia; hemolytic streptococcus gangrene; erysipelas; measles; 
syphilitic endarteritis; leprosy; arteriovenous fistula. 


REDNESS OF THE FEET 


Chilblain (Pernio). Characteristics. The toes or heels become red and swollen 
following slight exposure to heat or cold. There is an itching and burning sensation. 

Chief Signs. History of frostbite; recurrence; sometimes ulceration. 

Raynaud’s Disease (Symmetrical Gangrene ). Characteristics. In the stage of hyper- 
emia the toes (or fingers) are red, hot, swollen, throbbing, and painful. Gradually 
there is a return to normal. All stages, white, blue, and red, are often simultaneously 
present in different toes (or fingers). 

Chief Signs. See page 720. 

Erythermalgia (Erythromelalgia). Characteristics. Local patches of cutaneous 
flushing follow, or sometimes precede the pain, and are often found about the ball 
of the big toe or along one edge of the foot. They are generally rose pink but may 
become purplish red in severe paroxysms. 

Chief Signs. See page 720. 

Syringomyelia. Characteristics. Among the trophic changes which occur in this 
disease are cutaneous symptoms of acute hyperemia, redness, and local elevations 
of temperature, persisting for several hours or days, and which may affect the feet. 

Chief Signs. See page 342. 

Less Common Causes. Tabes dorsalis; multiple sclerosis; Buerger’s disease; arterio- 
sclerosis obliterans; trench foot (hyperemic stage); immersion foot (hyperemic 
stage ) ; frostbite (thawing) ; acrocyanosis; causalgia (early). 


FOOT DROP 


Multiple Neuritis (Acute Febrile, Alcoholic, Diphtheritic, Diabetic, Infective 
Plumbic, Arsenical). Characteristics, Both feet are “dropped” due to weakness of the 
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dorsiflexors of the feet. The toes catch the ground in walking, giving rise to steppage 
gait. The degree of weakness may be out of all proportion to the discernible mus- 
cular atrophy. Wristdrop frequently accompanies this condition. 

Chief Signs. Onset with neuralgia, numbness, and tingling of the extremities; sym- 
metrical distribution; loss of power, especially in distal extensor muscles; flaccid 
paralysis and wasting of the muscles; diminution of electrical excitability, or the re- 
action of degeneration; sphincter unaffected; presence of an etiologic factor with 
special characteristics in each case. 

Infantile Paralysis (Anterior Poliomyelitis). Characteristics. Foot drop occurs, 
usually on one side, if the residual paralysis affects the anterior tibial group of mus- 
cles. Marked atrophy of these muscles soon appears. 

Chief Signs. See page 705. 

External Popliteal (Anterior Tibial) Nerve Injury. Characteristics. The ankle of 
the affected side cannot be flexed on the leg, neither can it be everted nor the toes 
extended. There is a tendency toward talipes equinovarus and later flexor contracture 
of the toes. 

Chief Signs. History of operation, pressure (bandages and splints), or traumatism 
in the region near the head of the fibula; anesthesia of the outer half of the anterior 
surface of the leg and dorsum of the foot. 

Complete Transverse Myelitis (Infective or Traumatic). Characteristics. Bilateral 
foot drop is present with paralysis of both lower limbs; when complete, flaccid motor 
paralysis develops. 

Chief Signs. See page 701. 

Tooth’s Peroneal Muscular Atrophy. Characteristics. At first the child is unable 
to bend the toes upward, following which there develops a permanent plantar flexion 
of the big toe, and, later, inability to extend the other toes. Eventually the patient 
cannot dorsiflex the ankles. 

Chief Signs. Onset usually before 25 years of age; familial and hereditary char- 
acter; slow course; atrophy of the small muscles of the feet (peronei, extensor hallu- 
cis, extensor communis digitorum, later the gastrocnemii) ; may be a similar condition 
later in the hands; feet lengthened and inverted, toe pointed, leg wasted below the 
knee; may be talipes; fibrillary twitchings; incomplete reaction of degeneration. 

Less Common Causes. Sarcoma of the pelvis; carcinoma of the rectum; progres- 
sive muscular atrophy; lesions of the cauda equina; malignant and tuberculous dis- 
ease of the sacrum; sciatic nerve injury (unilateral); amyotrophic lateral sclerosis; 
spina bifida occulta; postural foot drop with prolonged illness. 


EVERSION OF THE FOOT 


Pott’s Fracture. Characteristics. The foot is everted, with displacement upward 
and backward. The internal malleolus is prominent, the ankle joint widened, and the 
foot shortened, i.e., from the tibia to the toes. 

Chief Signs. See page 716. 

Fracture of the Neck of the Femur. Characteristics. The whole lower extremity is 
in a condition of helpless eversion. 


Chief Signs. See page 677. 
Flatfoot (Pes Planus; Acquired Talipes Valgus). Characteristics. The inner border 


of the foot is lengthened and rests on the ground, causing the foot to be everted. 
Chief Signs. See page 731. 
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Infantile Paralysis (Anterior Poliomyelitis ). Characteristics. Eversion of the foot 
results from paralysis of the posterior tibial group of muscles. 

Chief Signs. See page 705. 

Talipes Valgus. Characteristics. The foot is everted and abducted, with flattening 
of the sole, and may be combined with talipes equinus or calcaneus (see page Toy. 

Less Common Causes. Fracture of both bones of the leg; rickets; spastic paralysis; 
coxa vara; dislocation of the hip (anterior); iliopsoas abscess; iliopsoas bursitis; 
tabes dorsalis; slipped or spastic peroneus; synovitis of the hip; acute synovitis of the 
knee; injury of the internal popliteal nerve. 


INVERSION OF THE FOOT 


Dislocation of the Hip (Posterior on the Dorsum Ilei). Characteristics. The thigh 
is flexed, adducted, rotated internally, and shortened, and the knee of the affected 
limb lies above the knee on the sound side. These signs are most marked in the 
high dorsal dislocation. 

Chief Signs. See page 677. 

Talipes Equinovarus (Congenital or Acquired). Characteristics. The foot is 
twisted and folded on itself so that the toes point inward, the heels being drawn up, 
and the patient walking upon the outer border or dorsum of the foot. If congenital, 
both feet are usually affected. If following anterior poliomyelitis, one foot only is 
affected. 

Chief Signs. See page 731. 

Tuberculosis of the Hip Joint. Characteristics. In the late stage, when the ligaments 
are softened and weakened, the limb is flexed, adducted, and inverted, the pelvis ele- 
vated on the diseased side and the lumbar spine convex toward the sound side. 

Chief Signs. See page 677. 

Less Common Causes. Tabes dorsalis; osteoarthritis, psuedohypertrophic dys- 
trophy; slipped tibialis; spastic paraplegia; Tooth’s peroneal type of muscular atrophy; 
fracture of the neck of the femur (rarely). 


EXTENSOR PLANTAR REFLEX 
(Babinski’s Sign) 


This is the most important of all cutaneous reflexes. It consists of a flexion of the 
smaller toes, a marked extension of the great toe, and sometimes a spreading in fan- 
like manner of the four smaller toes. It is obtained by slowly rubbing a blunt object 
along the sole of the foot from the heel to the toes or from side to side. This sign is 
elicited, however, physiologically in infancy up to the age of 18 months. It is indica- 
tive of involvement of the pyramidal tracts. It is well to remember that in hysteria a 
pure Babinski is not present. When there is any doubt as to which way the great toe 
moves, the plantar reflex is seldom really extensor. The two following conditions 
are not diseases but only symptoms occurring in many diseases of the nervous sys- 
tem. These diseases are all given in compact form in other places, and a repetition 
was deemed inadvisable. 

Hemiplegia. Characteristics. On the paralyzed side the plantar response is ex- 
tensor in type, and the deep reflexes on that side become exaggerated as the spasticity 
begins (the superficial abdominal reflexes are impaired or abolished). 
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Chief Signs. For causes see page 338. 

Spastic Paraplegia. Characteristics. In all types of spastic paraplegia Babinski’s 
sign is present. 

Chief Signs. For causes see Paralysis of Both Lower Extremities, page 701. 

Less Common Causes. Fracture of the skull; uremia; general paresis (after severe 
epileptiform seizures); hypoglycemic coma (bilateral). 


DEFORMITIES OF THE FOOT 
(See also Deformities of the Toes, page 732.) 


Clubfoot (Talipes). Characteristics. There are several varieties of this deformity, 
single or combined. In talipes equinus (usually acquired) the result of paralysis of 
the extensor muscles, the patient walks on the toes and in the worst cases on the 
dorsum of the foot, the heel being drawn up. In talipes calcaneus (congenital or ac- 
quired) the foot is drawn upward and the patient walks on the heel. In talipes valgus 
there is abduction and eversion of the foot with flattening of the sole (met with in 
flatfoot). In talipes varus (seldom seen without equinus) there is adduction and in- 
version of the foot, the patient walking on the outer side of the sole. Talipes equino- 
varus is the commonest form of clubfoot (usually congenital), and when bilateral 1s 
called reel feet. The heel is drawn up and the foot folded on itself, so that the toes 
point inward and the patient walks on the outer border or dorsum. In talipes equino- 
valgus (rarely congenital), the heel is raised and the patient walks upon the inner 
side of the foot. Talipes calcaneovarus is a combination of the calcaneus and varus. 
Talipes calcaneovalgus is a combination of calcaneus and valgus and commonly fol- 
lows infantile paralysis. These deformities are either congenital or acquired. Ac- 
quired clubfeet may arise from paralysis from any cause: anterior poliomyelitis, 
spasmodic affections of certain groups of muscles, cicatricial contraction of the soft 
parts following injury or disease, rupture of tendons or muscles, fractures about the 
ankle, epiphysitis, shortening of the lower extremity, prolonged fixation of the foot, 
or the improper application of a plaster cast. 

Flatfoot (Pes Planus). Characteristics. The inner border of the foot is lengthened 
and rests on the ground, and the internal malleolus and head of the astragalus are 
more prominent than usual. The deformity is quite obvious in well-marked cases, 
and is accentuated when the patient stands. 

Chief Signs. Pain in the sole and midtarsal joint after using the foot, sometimes 
reflected up the limb; loss of normal flexibility; tenderness over the point of ligamen- 
tous attachments; swelling; shuffling gait; increased width of impress of the weight- 
bearing portion of the sole. 

Hollow Foot (Pes Cavus). Characteristics. The arch of the foot is increased, raised, 
or hollowed out. 

Chief Signs. Wearing of short or ill-fitting shoes, or history of infantile paralysis; 
rarely history of existence from birth. 

Friedreich’s Ataxia. Characteristics. The deformity first seen is pes cavus, the 
foot being slightly dropped and foreshortened, the heel drawn up, the dorsum arched, 
and the toes hyperextended at the metatarsophalangeal joints. Overextension of the 
great toe is especially striking. The digital end of the foot is square. This deformity 
may be present before any considerable degree of unsteadiness or incoordination is 


noted. 


732 The Lower Extremity 


Chief Signs. See page 99. 

Clawfoot (Paralysis of the Internal Popliteal Nerve). Characteristics. The toes 
become flexed at the two distal joints and extended at the proximal joints. 

Chief Signs. History of nerve injury; difficulty in walking; loss of the power of 
rotation of the flexed leg inward; may be talipes calcaneus; anesthesia of the sole of 
the foot and outer surface and lower portion of the back of the leg. 

Tetany. Characteristics. The feet are strongly extended during the carpopedal 
spasm, sometimes in a position of equinovarus. The first phalanges of the toes are 
flexed and the second and third rows are extended; the plantar surface is strongly 
arched and the dorsum of the foot is very prominent. 

Chief Signs. See page 772. 

Less Common Causes. Pseudohypertrophic muscular dystrophy (talipes equinus) ; 
Tooth’s peroneal muscular atrophy (talipes varus or equinovarus). 
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Hammer Toe. Characteristics. There is permanent hyperextension of the first, and 
flexion of the second and third phalanges. 

Chief Signs. Presence at birth in the congenital type; wearing of short shoes in the 
acquired form; presence of hallux valgus, talipes equinus, or pes cavus; may be 
paralysis of the interossei and lumbricales. 

Hallux Valgus (Bunion). Characteristics. There is outward deviation of the great 
toe with enlargement of the head of the first metatarsal. The big toe lies above or 
less often below the second toe. 

Chief Signs. See page 718. 

Hallux Rigidus. Characteristics. There is ankylosis of the big toe at the metatar- 
sophalangeal articulation. 

Chief Signs. Flatfoot; defective shoes or injury; pain from arthritis. 

Hypertrophy of the Toe. Characteristics. There may be marked congenital hyper- 
trophy of one or more toes. 

Twisted Nails (Onychogryposis). Characteristics. The nails are greatly thickened 
and grow out in a curve toward the outer margin of the foot. 

Chief Signs. Occurrence in the aged from long-continued pressure of pointed or 
short shoes. 

Ingrowing Toenail (Onychocryptosis). Characteristics. The edge of the nail, usu- 
ally of the great toe, has grown downward into the flesh beneath, causing irritation, 
ulceration, or suppuration. 

Chief Signs. See page 719. 

Supernumerary Toe. Characteristics. Supernumerary toes are occasionally encoun- 
tered at birth. 

Hypertrophy of the Nails (Onychauxis). Characteristics. The nails are hyper- 
trophied in length, breadth, and thickness, and are often furrowed and yellowish or 
brownish. It may be congenital and sometimes occurs in syphilis and ichthyosis. 

Less Common Causes. Paralysis agitans (flexion spasm of the four smaller toes) ; 
hypertrophic pulmonary osteoarthropathy; division of the internal plantar nerve; 
division of the internal popliteal nerve (toes flexed at the two distal joints, extended 
at the proximal); division of the external popliteal nerve; hallux varus (great toe 
smaller than normal and held projected toward the medial side of the foot); tailor’s 
bunion (a bunion over the tuberosity of the fifth metatarsal bone). 
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AMNESIA 


(Loss of Memory ) 


In amnesia there is no loss of consciousness, but there is, as a result of organic or 
psychogenic disease a memory defect, which may be complete or partial, continuous, 
periodic or circumscribed. Further, amnesia may be divided into: 1, anterograde, 
the memory defect being present subsequent to a specific point in time and due to a 
specific occurrence or illness, and 2, retrograde, the memory being faulty for ex- 
periences and impressions prior to a specific occurrence or illness. Memory depends 
upon a number of physiologic and functional factors, which without proper integra- 
tion may result in amnesia. Chief among these are: 1, attention, the lack of which will 
produce memory defect due to other preoccupation as occurs in anxiety state, psy- 


736 General Symptoms 


chotic conditions, and lack of interest; 2, integrity of the cerebral cortex, especially 
the parieto-occipital area, temporal lobe, and hippocampus, the destruction or in- 
terruption of which disrupts association pathways; and finally, 3, recall, suppression 
of which makes the presentation of stored material to the consciousness an impossi- 
bility. 

Amnesia of organic origin is associated with either specific cerebral disorders, 
such as those secondary to trauma, fever, delirium, toxic states, such as occur in 
many infectious diseases, cerebrovascular disease, drug administration, or brain tu- 
mors, or with inherent brain disease such as epilepsy, and in most of these situations 
there is suppression of memory in all its modalities. However, localized cerebral 
lesions may cause a loss of only partial units of memory, as, for example, the loss of 
visual memory which may be occasioned by a lesion of the posterior portion of the 
parietal lobe in left-handed individuals or the loss of auditory memories in lesions 
of the dominant temporal lobe wherein things are heard but not understood. 

Psychogenic amnesia may occur as a symptom in hysteria (see page 700); it is 
usually brought on by specific emotional traumas. It may be considered as a state of 
altered consciousness, usually with a sharply demarcated onset and end brought 
about by the interference of various psychic factors. One common manifestation of 
such a memory loss is the fugue, which is considered to be a period of amnesia of 
variable time in which the individual also wanders. 

Feigned amnesia occurs in malingering. The electroencephalogram is a valuable 
adjunct in distinguishing between organic and psychogenic amnesia. 

Arteriosclerotic Dementia (Senile Dementia). Characteristics. There is progres- 
sive loss of memory with concomitant mental deterioration. As a rule, memory for 
recent events is lost before that which belongs to the distant years. 

Chief Signs. Nervousness; irritability; headache; dizziness; insomnia; growing in- 
efficiency; absence of normal emotional reaction; periods of confusion and bewilder- 
ment with disorientation; preservation of the nucleus of personality; speech disturb- 
ances; paralysis; epileptiform attacks; signs of arteriosclerosis (the absence of 
demonstrable evidence of which or of a vascular occlusion makes the distinction 
from a presenile dementia frequently impossible, especially in relatively young in- 
dividuals). 

Presenile Dementia (Alzheimer’s Disease; Pick’s Disease). Characteristics. Mem- 
ory is impaired, and it is the rule to find that recent events are lost before those be- 
longing to distant years. The clinical picture is one of an organic mental deterioration 
consisting in, besides memory impairment, a progressive loss of intellectual power, 
confusion, disorientation, and disturbance of speech. 

Chief Signs. Onset in the fifth and occasionally the fourth decade of life; absence 
of motor, sensory, or cranial nerve involvement; absence of a marked degree of gen- 
eralized arteriosclerosis; absence of symptoms and signs of brain tumor; relentlessly 
progressive course with death in a few years from some intercurrent infection. 

Dementia Praecox. Characteristics. The disturbances of memory and orientation 
observed in dementia praecox accompany the withdrawal of the patient from reality 
and the turning of his interests within; they are due, therefore, to lack of interest and 
attention. The patient who is heedless of his surroundings may easily not know the 
day of the week or may have forgotten the events that only recently took place about 
him because they are not sufficiently attended to to make any profound impression; 
and a patient who identifies himself with some great public functionary might easily 
not give the correct day of his own birth. 
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Chief Signs. Splitting of the personality resulting in bizarre psychologic modifica- 
tions; autistic thinking or introversion, resulting in withdrawal from reality; emotional 
dullness; displacement of the affect from the constellation of ideas to which it nor- 
mally belongs; failure of voluntary attention; lack of interest; shallowness of think- 
ing; dilapidation of thought; delusional formations; hallucinatory experiences; man- 
nerisms; negativism or rigidity (catatonia). 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. Memory and retention soon commence to show defects. Memory of time re- 
lations gradually slips away. In later stages all sense of time may be effaced. 

Chief Signs. See page 105. 

Epilepsy. Characteristics. All memory of the epileptic seizure is lost. In some cases 
the amnesia may cover a period antecedent to the attack (retrograde amnesia), while 
in others actions performed after the attack may not be remembered (anterograde 
amnesia). As intellectual deterioration progresses permanent amnesia may develop. 

Chief Signs. See page 769. 

Korsakofi’s Syndrome. Characteristics. Loss of memory for recent events is 
marked, with loss of appreciation of time and place. Pseudoreminiscences are com- 
mon. 

Chief Signs. History of chronic alcoholism; polyneuritis, mild or severe (footdrop 
and wristdrop). 

Head Injury (Concussion, Fracture, etc.). Characteristics. The amnesia is often 
both retrograde and anterograde in type, and is due to neuronal commotion which dis- 
rupts association pathways plus the traumatic loss of consciousness which prevents 
remembering. The duration of amnesia usually depends on the severity of the initial 
neuronal commotion, and during recovery from retrograde amnesia distant memories 
as a rule are the first to return. In very severe injuries there may be permanent retro- 
grade amnesia. 

Chief Signs. History of head injury; may be chronic headache or epileptic seizures. 

Acute Alcoholism. Characteristics. Events occurring during a period of overin- 
dulgence are often forgotten. 

Chief Signs. History of overindulgence; incoordination; stupor. 

Less Common Causes. Apoplexy; brominism; cocainism; meningeal hemorrhage; 
hysteria; chronic meningitis; myxedma; neurosis; cerebral thrombosis; cerebral tumor 
(especially of the temperosphenoidal lobe); hypoglycemia; carbon monoxide poi- 
soning; lead poisoning; prolonged exposure; exhaustion; opium poisoning; barbital 
poisoning; electric shock; acute intoxication (typhoid, streptococcal septicemia, pneu- 
monia, etc. ); encephalitis; brain abscess; cerebral malaria; Huntington’s chorea; Wil- 
son’s disease (hepatolenticular degeneration) ; uremia; impending diabetic coma; 
anxiety state; depressed stage of manic depression. 


ANASARCA 
(General Dropsy ) 


(See also Edema, Circumscribed or Local, page 807.) 


Generalized edema is occasioned by the accumulation of relatively large amounts 
of water in the tissue spaces as a result of renal retention of water and electrolytes. In 
the present state of our knowledge such generalized dropsy may be classified into two 
general groups, namely: 1, those cases of edema wherein a transudation of fluid from 
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the plasma into the tissue spaces occurs which triggers a mechanism for its replace- 
ment by a renal conservation of water and salt and the formation of other elements 
lost to the circulating blood, and 2, those cases wherein primary renal disease is pres- 
ent resulting in a derangement in the renal excretion of water and salt, which results 
in a transudation of fluid from the plasma into the tissue spaces. 

In general, the vascular factors which lead to the formation of edema involve dis- 
turbances in one or more of the normal functions governing fluid exchange between 
the intravascular and extravascular compartments. These are: 1, capillary perme- 
ability, 2, capillary blood pressure, 3, colloid osmotic pressure of plasma, 4, colloid 
osmotic pressure of tissue fluid, 5, tissue pressure, and 6, factors influencing the for- 
mation and flow of lymph. 

The general mechanisms which influence the formation of edema fluid are pri- 
marily those which are concerned with the regulation of water and electrolyte bal- 
ance, namely: 1, renal arterial and venous pressure, 2, the renal retention of water 
and electrolytes as influenced by extrarenal hormonal factors or intrinsic renal dis- 
ease, 3, the dietary intake of water and salt, 4, the extrarenal excretion of water and 
salt, and 5, the formation or destruction of plasma proteins, and erythrocytes. 

In summary, anasarca of necessity always involves the kidneys, but the mechanism 
of involvement may be either primary (due to renal disease) or secondary (due to 
some factor or factors outside the kidney which in one way or another cause it to re- 
tain water and salt or tax it beyond its excretory capabilities). 

Anarsarca is very rare except in the conditions given below. 

Chronic Glomerulonephritis and Subacute Glomerulonephritis (Bright’s Dis- 
ease). Characteristics. Generalized edema may be a marked and obstinate symptom, 
and the most extreme examples of anarsarca are usually due to this disease. There is 
often involvement of the serous sacs. The face is pale and puffy and in the morning 
the eyelids are edematous. At times edema subsides rather rapidly, but in a majority 
of cases this so-called nephrotic phase of glomerulonephritis persists for months or 
even years. Eventually edema may disappear, but hypertension becomes manifest 
and there is a progressive decrease in renal function, unless the patient passes into a 
latent stage wherein persistent albuminuria is the only recognized abnormality. At 
times there are the symptoms and signs of acute nephritis (see Acute Exacerbation of 
Chronic Glomerulonephritis below). 

Chief Signs. Headache; nausea and vomiting; increased arterial tension with accen- 
tuation of the second aortic sound; oliguria; albuminuria, cylindruria, hematuria; 
retinitis (ophthalmoscopy); anemia (usually normoblastic); fixation of the specific 
gravity of the urine to around 1.010; lowered kidney function (urea and other clear- 
ance tests) ; high blood urea (blood chemistry ). 

Acute Glomerulonephritis or Acute Exacerbation of Chronic Glomerulonephritis 
(Acute Bright’s Disease). Characteristics. General edema is sometimes an early and 
marked symptom. Effusion may also take place into the pleura and peritoneum. The 
edema is first noted in the face and eyelids and may be slight elsewhere. 

Chief Signs. Onset rapid or insidious; often a history of antecedent infection of the 
upper respiratory tract, or of the tonsils, or scarlet fever (usually within a month); 
headache; nausea and vomiting; fever; dimness of vision; pasty complexion; scanty 
urine; anemia; may be increased blood pressure; urinalysis (deep or smoky color, 
specific gravity to 1.025 to 1.035, large amount of albumin, blood cells, casts of all 
kinds, much debris); renal function studies (concentration of blood urea, serum 
sulfates, creatinine, and clearance tests such as urea, sulfate, creatinine, inulin, etc.). 
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Latent Glomerulonephritis. Characteristics. A certain percentage of patients who 
have suffered an attack of acute glomerulonephritis will develop a nephrotic syndrome 
which is characterized by massive edema. 

Chief Signs. History of recent acute glomerulonephritis which does not completely 
clear within six months as judged by urinary findings (continuing hematuria and/or 
albuminuria) ; massive albuminuria; low plasma proteins; elevated blood cholesterol; 
normal blood pressure; normal or near normal renal function as measured by clear- 
ance tests. 

The Nephrotic Syndrome (Lipemic Nephrosis; Lipoid Nephrosis). Characteris- 
tics. The outstanding feature is the persistent edema. It usually begins in the face and 
rapidly involves the subcutaneous tissues of the whole body, the external genitals, and 
the serous cavities, though there may be a general edema without hydrothorax and 
ascites, or hydrothorax and ascites without the generalized edema. 

Chief Signs. Insidious onset usually in early childhood (around the age of three 
years ) ; weakness, easy fatigue, heaviness and stiffness of the extremities; may or may 
not be a history of antecedent sore throat or upper respiratory infection with prompt 
and apparent satisfactory recovery; absence of fever; anorexia; blood pressure not 
increased; no retinal changes (ophthalmoscopy); absence of anemia; urinalysis, 
showing massive albuminuria, high specific gravity, cellular elements and casts of 
various kinds with little or no blood; low serum albumin with reversal of the albu- 
min-globulin ratio; hypercholesterolemia; hyperlipemia; absence of nitrogen reten- 
tion; lowered basal metabolic rate. 

Trichiniasis. Characteristics. About the end of the fourth week as the embryos be- 
gin to encyst in the muscles, edema appears. It is often marked in the face, with less 
marked edema of the abdomen and extremities. The genitals often escape. 

Chief Signs. History of eating pork and of others affected; onset with abdominal 
pain, vomiting, and often diarrhea; fever of remittent or intermittent type (seventh to 
fourteenth day ); muscles swollen, hard, tender; cough and dyspnea; aphonia; emacia- 
tion; anemia; eosinophilia and leukocytosis; duration, two to eight weeks; examina- 
tion of suspected food for larvae of the trichina; examination of the feces for parasites; 
biopsy of muscle; skin test. 

Less Common Causes. Angioneurotic edema; ankylostomiasis; idiosyncrasy to 
potassium iodide and aspirin; snake bite; cirrhosis of the liver (terminal) ; amyotonia 
congenita; beriberi; Buhl’s disease; glanders; chronic constrictive pericarditis; derma- 
tomyositis; multiple neuritis; fetal erythroblastosis; alkalosis in infants (from ad- 
ministration of soda) ; nutritional or “war” edema (hypoproteinemia ) ; premenstrual 
edema; scurvy; amyloid kidney; lower nephron nephrosis (if there is excessive ad- 
ministration of fluids during the oliguric or anuric state); primary amyloidosis; ar- 
senic effect (excessive doses) ; heart failure (rarely and then only terminally) ; Graves’ 
disease; excessive administration of steroid substances (desoxycortone acetate, corti- 
sone and its derivatives, testosterone, estrogen, etc.); serum sickness; generalized 
edema of young anemic females; after severe gastroenteritis (in children); kwashior- 


kor. 
ANOREXIA 
(Decreased Appetite ) 


The term anorexia denotes a decrease in, or lack of both appetite and hunger. The 
former is a conditioned reflex, a mental state of anticipation, stimulated by the senses 
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of smell and sight or even the phenomenon of recall. The latter is a primitive, uncom- 
fortable, unconditioned physiologic state due to the privation of food whose mecha- 
nism of production has as yet to be completely elucidated. The more important basic 
factors which appear to be involved in the development of anorexia are the psychic 
state, chemical and vascular changes from the norm, and nervous impulses transmitted 
to the brain from the rest of the body. 

Anorexia is present in most acute febrile diseases and chronic infections as a result 
of general “toxicity.” It may also be present in debilitating and wasting diseases. Since 
appetite is a mental state, a very common source of anorexia is psychic disturbance 
(worry, anxiety, grief, fear, pain, offensive sights or odors, etc.), which produces re- 
flex inhibition of the stomach from the higher nerve centers. Drugs are likewise fre- 
quent offenders, their mechanism of action being either or both a gastric or intestinal 
irritation with reflex inhibition or a direct action caused by stimulation of the brain 
centers themselves following absorption of the material (for a partial listing see Less 
Common Causes below). Nutritional and endocrine deficiencies often produce ano- 
rexia as a result of the multiplicity of factors, the relative importance of which is diffi- 
cult to state with our present knowledge. The visceral causes of anorexia appear to be 
the result of stimuli propagated centrally by the vagus or sympathetic nerves from the 
inflamed or diseased organ. Anemia from any cause, primary or secondary, may be 
accompanied by anorexia. 

Neurosis (Including Anorexia Nervosa). Characteristics. An actual antagonism to 
food may exist, to the point that the appearance of food may induce a spasm. Dyspep- 
tic symptoms may be associated. Food is either not taken at all or only upon urgent 
compulsion. In the most severe form, anorexia nervosa, the symptom is of the great- 
est severity with at times a fatal issue. 

Chief Signs. See page 809. 

Carcinoma of the Stomach. Characteristics. Anorexia is a frequent and valuable 
symptom, more common perhaps than any other. It may be strikingly associated with 
nausea, and there is often a sudden repulsion at the sight of food. There may be a 
particular distaste for meat. In exceptional cases the appetite is retained throughout. 

Chief Signs. See page 550. 

Chronic Alcoholism. Characteristics. The appetite is usually impaired and there 
may be an actual aversion to food. 

Chief Signs. See page 772. 

Psychosis. Characteristics. Depression of the gastrointestinal function is associated 
with the depression of the mental reaction, the gastrointestinal changes being sec- 
ondary to changes in the hypothalamic nuclei induced by cerebral repression. 

Chief Signs. See page 844. 

Chronic Pulmonary Tuberculosis. Characteristics. Gastrointestinal symptoms may 
overshadow the pulmonary symptoms at the onset of the disease. However, in spite 
of extreme disease of the lungs and marked symptoms, some patients continue to have 
good appetites. 

Chief Signs. See page 451. 

Motion Sickness (Seasickness, Airsickness, Trainsickness, etc.). Characteristics. 
Anorexia is the first symptom to appear in association with labyrinthine dysfunction 
initiated by these factors. 

Chief Signs. See page 796. 

Less Common Causes. Atony of the stomach; linitis plastica; arsenic poisoning; 
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acute gastritis; chronic gastritis; chronic constipation; severe disease of the liver 
(abscess of the liver, carcinoma of the liver, hepatitis, cirrhosis); empyema; lead 
poisoning; mercurial poisoning; myxedema; chronic peritonitis; chronic glomerulone- 
phritis; uremia; achylia gastrica; carcinoma of the intestine; Addison’s disease; hot 
weather; increase in intracranial pressure (anorexia frequently precedes emesis) ; oral 
sepsis; poor prosthesis; drug effect (ammonium chloride, aminophylline, ipecac, 
salicylates, mycins, nicotine, amphetamines, digitalis, etc.) ; allergy; congestive heart 
failure; severe avitaminosis (primarily B-complex); fasting and starvation. 


APPETITE, INCREASED 
(Polyphagia; Bulimia) 


Bulimia or excessive hunger usually comes in paroxysmal attacks which may begin 
suddenly at night, the patient waking with a feeling of faintness and pain, and an un- 
controllable desire for food. Sometimes the attack occurs immediately after a large 
meal and may be relieved by a small amount of food, or enormous quantities may be 
consumed. The appetite is increased in convalescence from all wasting febrile dis- 
eases. 

Diabetes Mellitus. Characteristics. When fully established, the disease may be ac- 
companied by a voracious appetite, and, as a rule, the digestion is good. In spite, 
however, of the enormous quantity of food that may be consumed the patient may 
become rapidly emaciated in severe cases. Later, anorexia may develop. 

Chief Signs. See page 726. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The appetite is often in- 
creased, the increased rate of metabolism calling for increased intake of food. 

Chief Signs. See page 307. 

Neurosis. Characteristics. All varieties of appetite are seen. There may be an ab- 
sence of the sense of satiety (akoria), the patient always complaining of feeling 
“empty.” 

Chief Signs. See page 809. 

Insulin Reaction. Characteristics. An attack of hunger, trembling, sweating, weak- 
ness, confusion, or unconsciousness may occur in a patient with diabetes mellitus 
using insulin, especially after unusual physical activity or emotional stress. 

Chief Signs. Occurrence in a diabetic using insulin; sweating during the attack; low 
blood sugar; relief by the administration of a sugar-containing food or the injection 
of a glucose solution. 

Idiopathic Spontaneous Hypoglycemia. Characteristics. Attacks occur without ob- 
vious reason, consisting of hunger, trembling, pallor, sweating, tachycardia and weak- 
ness, usually on an empty stomach and relieved by eating or an injection of adrenalin. 

Chief Signs. Variable occurrences; low blood sugar during attack; blood sugar un- 
der 60 mg. per ml. of blood after a fast of 36 hours; relief on a low-carbohydrate, high- 
protein diet. 

Hyperinsulinism (Due to Islet Cell Tumor). Characteristics. Attacks of hunger and 
other symptoms of hypoglycemia occur regularly on an empty stomach and are re- 
lieved by eating or by an injection of glucose solution. 

Chief Signs. Low blood sugar during attacks; relief by removal of a benign or ma- 
lignant tumor of the islands of Langerhans. 
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Less Common Causes. Intestinal parasites, chlorosis; dilatation of the stomach; 
epilepsy; psychosis; ergotism; chronic gastritis; gastrosuccorrhea; iodism; pregnancy; 
cerebral tumor; cerebral softening; ulcer of the stomach; whooping cough; idiocy; 
acromegaly; diabetes insipidus; avitaminosis; lesions in the prefrontal area of the 
cerebral cortex; vagus neuritis or paralysis; neurosis; hysteria; hypothalamic disor- 
ders (?) ; pulmonary tuberculosis; exogenous obesity; periods of increased growth rate. 


APPETITE, PERVERTED 
(Pica) 


This may be met with in nervous anemic children in whom it often takes the form 
of dirt-eating. The insane are particularly prone to swallow miscellaneous objects, 
such as hair, pins, needles, nails, and anything that may be at hand. 

Among the commonest perversions in nervous children and mentally deranged 
women are the swallowing of hair with the formation of a hairbal! in the stomach 
(trichobezoar), of vegetable matter (celery, skins, seeds, cotton, persimmons) with 
the formation of a phytobezoar, and of both hair and vegetable matter with the for- 
mation of a trichophytobezoar. 

Pregnancy. Characteristics. Occasionally the appetite of the pregnant woman be- 
comes very capricious, and she may evince an almost unconquerable desire for pe- 
culiar and sometimes revolting articles of food. 

Chief Signs. See page 899. 

Ankylostomiasis (Hookworm Disease). Characteristics. The appetite is charac- 
teristically perverted in the severe case, with loss of appetite for ordinary articles of 
diet; the patients eat dirt, paper, chalk, starch, hair, and clay (dirt-eaters of the South- 
ern States). 

Chief Signs. See page 723. 

Chlorosis. Characteristics. The appetite is capricious, and there is often a longing 
for unusual articles of diet, particularly acids. In some instances the patients eat all 
sorts of indigestible things, such as chalk or even earth. 

Chief Signs. See page 37. 

Idiocy. Characteristics. Abnormal articles may be eaten. 

Chief Signs. See page 788. 


ATAXIA 


(Incoordination) 


Every coordinated action involves contraction, not only of the so-called prime 
movers, but also of their antagonists, and if these two groups are not properly bal- 
anced, the attempted movement is awkward and jerky. This condition occurs in a 
number of diseases and is termed ataxia or incoordination. Ataxia, therefore, means 
clumsiness, unsteadiness, or awkwardness in the performance of movements in a non- 
paralyzed patient who was previously able to make these movements normally. In the 
newborn child ataxia is normal in the limbs and only disappears after long practice 
in the use of muscles, by which these actions become coordinated. 

In testing for ataxia a great variety of means is employed, but in all of them the 
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idea is to prescribe an action which shall require the coordinate use of various mus- 
cles for its performance, and by which clumsiness, unsteadiness, or awkwardness may 
be made apparent. Of these may be mentioned Romberg’s test, picking up a pin or 
small object, lifting a glass of water to the lips, touching the tip of the nose with the 
index finger, buttoning the coat or collar, writing with a fine-pointed pen, walking 
along a straight line, placing one heel on the opposite knee, tracing a circle on the 
floor with the foot, touching the examiner’s hand or finger, etc. In every case it is also 
to be determined whether the unsteadiness is increased or unchanged when the patient 
shuts his eyes. 

Ataxia is often a symptom of great diagnostic importance, but before its value as a 
localizing sign can be utilized it is necessary to appreciate broadly the physiologic 
mechanism by which coordination is brought about. For the proper coordination of 
voluntary movement, impulses from the muscles, tendons, joints, and skin of the part 
which is moved must reach the brain. These impulses are of two kinds: 1, sensory af- 
ferent impulses carried to the brain, 2, nonsensory afferent impulses carried to the 
cerebellum. There are, therefore, two great categories of ataxia: sensory and cere- 
bellar. If the ataxia is sensory, it will be increased by loss of visual impulses brought 
about by closing the eyes. If the ataxia is cerebellar, it will not be influenced by clo- 
sure of the eyes. Interference with the passages of impulses necessary for the proper 
coordination may be provoked, therefore, by lesions in the peripheral nerves, spinal 
cord, brain stem, cerebrum, or cerebellum. In states of fatigue a temporary ataxia 
may be present. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. The ataxia is well shown in 
the gait. When walking, the tabetic, owing to want of joint sense, throws the limb up 
with abnormal suddenness to an unnecessary height to gain sensation of flexion. He 
then stamps it down with excessive emphasis to be sure of its extension. Romberg’s 
sign is present when the eyes are closed. Accurate movements of the hands and feet 
are impossible without the aid of vision, hence the tabetic under these circumstances 
cannot touch the tip of the nose with the index finger nor the knee with the opposite 
heel. 

Chief Signs. See page 696. 

Friedreich’s Ataxia (Hereditary Ataxia). Characteristics. Unsteadiness and inco- 
ordination are present from the start, and result in instability both in standing and 
walking, which may cause frequent falls. The gait is irregular, the feet are set far 
apart and the movements are clumsy. Eventually the incoordination affects the arms 
and trunk, and walking becomes impossible. The ataxia is not increased when the 
eyes are Closed. 

Chief Signs. See page 22. 

Multiple Sclerosis (Insular Sclerosis; Disseminated Sclerosis). Characteristics. 
Ataxia is one of the most striking signs, where unsteadiness of the limbs is often as- 
sociated with a coarse tremor. The gait is often a spastic-ataxic gait, in which stiffness 
is combined with incoordination. 

Chief Signs. See page 703. 

Acute Alcoholism. Characteristics. Ataxia shows itself in the staggering gait and 
incoherent speech. 

Chief Signs. See page 737. 

Hemiplegia. Characteristics. Sometimes ataxia of the limbs precedes an attack of 
hemiplegia, especially in threatened softening from arterial thrombosis. More often 
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the ataxia appears during convalescence from a slight hemiplegic attack, when the 
patient has to learn the process of coordination again in his paretic limbs. 

For causes see page 338. 

Pernicious Anemia (With Subacute Combined Degeneration of the Spinal Cord). 
Characteristics, At first the ataxia resembles that of tabes but with increased knee 
jerks and extensor plantar reflexes. Later, spasticity is added, and finally this condi- 
tion changes to one of flaccid paraplegia with loss of the knee jerks but retention of 
the plantar extension reflex. 

Chief Signs. See page 703. 

Multiple Neuritis (Polyneuritis; Peripheral Neuritis). Characteristics. The gait is 
unsteady, and the legs are held apart, while the clumsiness of the upper extremities is 
demonstrated in the usual way (finger-to-nose, or finger-to-finger tests). There is a 
tendency to the high-steppage gait. The ataxia is increased when the eyes are closed. 
This ataxia is, of course, present only in the less severe cases of neuritis (alcoholic 
and diphtheritic) in which some voluntary movement is possible. 

Chief Signs. See page 728. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. Some degree of incoordination of movement is frequently combined with 
tremor of the outstretched hands, and in taboparesis, where the disease commences 
with the symptoms of tabes, a positive Romberg is present. 

Chief Signs. See page 105. 

Cerebellar Tumor. Characteristics. Ataxia is more or less characteristic. It is pres- 
ent in the homolateral musculature and is not increased on closure of the eyes, being 
present only during the performance of a movement. In the finger-nose test, for ex- 
ample, the ataxic deviation of the finger is marked at the outset but becomes less 
prominent towards the end of the act and finally ceases. The ataxia is more marked 
in the trunk and lower limbs. 

Chief Signs. See page 956. 

Hysteria. Characteristics. Ataxia of the most varied types may be met with. Some- 
times hysterical ataxia is associated with anesthesia of the affected limb, occurring 
when the eyes are closed. The ataxia is not associated with any objective evidences of 
organic diseases. 

Chief Signs. See page 700. 

Less Common Causes. Cerebrospinal syphilis (positive Romberg); hereditary 
cerebellar ataxia; chorea; syringomyelia; ataxic paraplegia; labyrinthitis; hypertrophic 
interstitial polyneuritis (family type); spinal cord tumor; olivopontocerebellar atro- 
phy; lesions of the red nucleus and the rubrospinal tract; thrombosis of the posterior 
inferior cerebellar artery (hemiataxia of the homolateral limbs); cerebellar abscess; 
cerebral tumor (positive Romberg) ; acute diffuse myelitis; St. Louis type of encepha- 
litis; Guillain-Barré syndrome; polyneuritis of acute porphyria; cerebellar aplasia; 
starvation; cerebellar hemorrhage; hypoglycemia; heat stroke; cerebellar tubercu- 
loma; head injury; Paget’s disease and osteomalacia (with softening of the skull— 
cerebellar ataxia) ; Meniere’s disease; platybasia; poisoning (carbon monoxide, DDT, 
benzine, benzol, kerosene, toluol, xylol, etc.) ; drugs—idiosyncrasy to or overdosage 
(sedatives, tranquilizers, anticonvulsants, streptomycin, etc.); diplopia and/or nys- 
tagmus; olivocerebellar atrophy; amaurotic family idiocy; aplasia axialis of Merz- 
bacher-Pelizaeus; Schilder’s encephalitis (encephalitis periaxialis diffusa); migraine; 
organic monoplegia; thalamic syndrome; infantile hemiplegia; ataxia-telangiectasia 
of children (familial cerebellar ataxia and oculocutaneous telangiectasia). 
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ATROPHY, MUSCULAR 


(See also under different regions for local atrophies. ) 


Muscular atrophy is often merely part of a general wasting in many acute and 
chronic diseases (see Weight, Loss of, page 960). The general muscular system will 
also be atrophied in bedridden patients from disuse, with or without the concomitant 
occurrence of organic disease of the nervous system (tabes, general paresis, etc.). 
Local atrophy may result from disease of the parts beneath, as in active pulmonary 
tuberculosis, in which the muscles overlying the diseased area of lung are wasted. 
Similarly local atrophy occurs when the joints are diseased (arthritides, tuberculosis ) , 
especially in the muscles whose origin is above the affected joint. Again, fractures, 
sprains, splints (Volkmann’s paralysis), and neoplasms cause local muscular atrophy. 
In such cases the association with the primary disease explains the atrophy. Many 
diseases of the nervous system cause muscular atrophy; these are given below. 

Multiple Neuritis (Lead, Arsenic, Mercury, Alcohol, Diabetes Mellitus, Diph- 
theria). Characteristics. Wasting may be extreme, though usually the degree of weak- 
ness may be out of all proportion to the muscular atrophy. The tendency is for slow 
recovery to ensue. 

Chief Signs. See page 728. 

Infantile Paralysis (Acute Anterior Poliomyelitis). Characteristics. In a week or 
so after the attack most of the paralysis clears up, leaving a residiuum, almost always 
unilateral, of paralyzed muscles which undergo rapid wasting. The atrophy affects 
one or several groups of muscles innervated by a particular cord segment. 

Chief Signs. See page 705. 

Nerve Trauma (As Ulnar, Sciatic). Characteristics. When the lesion is complete 
there is atrophy of all the muscles supplied by the particular nerve involved. 

Chief Signs. History of injury; paralysis of the muscles supplied by the nerve below 
the point of injury; anesthesia in the area of its cutaneous distribution; reaction of de- 
generation in the paralyzed muscles; trophic disturbances. 

Neuritis (Local Inflammatory). Characteristics. Ultimately there is extreme atro- 
phy of the muscles supplied by the nerve affected. 

Chief Signs. Boring or stabbing pain in the course of the nerve or parts to which it 
is distributed, the nerve itself being sensitive to pressure; impairment of muscle func- 
tion; pain on motion; twitchings and contractions; may be trophic changes in the skin. 

Progressive Muscular Atrophy (Chronic Anterior Poliomyelitis). Characteristics. 
The wasting begins in particular groups of muscles, usually the small muscles of the 
radial side of the hands, less often in the muscles of the shoulder, neck, scapulae, hips, 
or legs. It begins unilaterally, but becomes bilateral. It continues to progress and 
eventually involves the entire muscular system, often to a marked degree. 

Chief Signs. See page 344. 

Amyotrophic Lateral Sclerosis. Characteristics. The atrophy involves especially the 
small muscles of the hands and the muscles of the arms, shoulders, and neck, then 
the bulbar muscles and those of the lower limbs. 

Chief Signs. See page 704. 

Transverse Myelitis (Infective; Compression; Syphilitic). Characteristics. Marked 
muscular atrophy may occur in the muscles of the arms if the lesion involves the lower 
part of the cervical enlargement, or of the legs if the lesion involves the lumbar en- 
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largement. In the usual situation of myelitis, namely the dorsal region, the wasting is 
difficult to detect because it involves the trunk muscles, and there is spastic paraplegia 
without wasting of the limbs. 

Chief Signs. See page 701. 

Syringomyelia (Spinal Gliosis). Characteristics. Wasting usually commences first 
in the small muscles of the hands (interossei, thenar, and hypothenar groups), even- 
tually spreading into the forearm, arm, and shoulder, though it does not necessarily 
spread in a definite order but may miss portions. It may begin in the scapulohumeral 
muscles. The wasting is bilateral but often predominates on one side. The picture of 
the muscular atrophy may simulate either progressive muscular atrophy or amyo- 
trophic lateral sclerosis. 

Chief Signs. See page 342. 

Friedreich’s Ataxia (Hereditary Ataxia). Characteristics. Slight general muscu- 
lar wasting is found. There is no true atrophy but rather a lack of development. 

Chief Signs. See page 22. 

Tumor of the Spinal Cord. The atrophy is wholly dependent upon the location and 
extent of the lesion and is confined to the muscles which are innervated by the af- 
fected portion of the cord. Any paralysis below the lesion is characterized by its 
spasticity and weakness but with no atrophy. 

Chief Signs. See page 700. 

Less Common Causes. Hemiplegia; Tooth’s peroneal type of progressive muscular 
atrophy; Erb’s juvenile dystrophy; facioscapulohumeral muscular atrophy; aneurysm 
(nerve pressure); neoplasm (involving nerves ) ; cervical rib (pressing on the brachial 
plexus); pelvic tumors (involving the lumbosacral plexus); tumor of the cauda 
equina; rare causes of multiple neuritis (ether, carbon bisulphide, naphtha, pernicious 
anemia, pellagra, chronic myeloid leukemia, lymphatic leukemia, Hodgkin’s disease, 
carcinoma of the stomach, carcinoma of the lung, splenic anemia, leprosy, malaria, 
pyemia, uveoparotid fever, infective endocarditis, beriberi, syphilis, typhoid fever, 
influenza, gout, pregnancy); acute febrile polyneuritis; tabes dorsalis; infantile pro- 
gressive muscular atrophy (Werdnig-Hoffmann); hypertrophic interstitial polyneu- 
ritis; paralysis agitans (in the hand); dermatomyositis (muscles firm); thrombo- 
angiitis obliterans (hands and forearms ) ; hysterical paralysis; herpes zoster; syphilitic 
amyotrophy; lesion of the first thoracic root (hand); lesion of the motor cranial 
nerves; pink disease; polyarteritis nodosa; Duchenne’s paralysis; Klumpke’s paral- 
ysis; herniated intervertebral disk; scalenus syndrome. 


ATTITUDE, ABNORMALITIES OF 
(Posture When Standing) 


(See also Decubitus, page 781; Gait, Abnormalities of, page 814; Kyphosis, page 
621; Lordosis, page 622; Scoliosis, page 623; and Shortening of One Lower Ex- 
tremity, page 693.) 


Senility. Characteristics. The bent rigid attitude of senility is well known. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The head 
is held forward, the back is curved forward and rigid, the elbows are bent, and the 
fingers are flexed at the metacarpophalangeal and interphalangeal joints. The legs are 
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slightly flexed at the knees and the thighs adducted. These features, together with the 
masklike facial appearance, give the impression of general rigidity. 

Chief Signs. See page 619. 

Hemiplegia. Characteristics. There is a quite characteristic posture which depends 
upon the unilateral rigidities and contractures. In the arm there is flexion at the elbow, 
wrist, and fingers. The arm is adducted at the shoulder and flexed at the elbow, the 
forearm is in a state of pronation, the fingers clenched and the thumb flexed into the 
palm. The thigh is adducted at the hip joint, the knee is rigid, the heel is slightly drawn 
up, and the foot is inverted. 

For causes see page 338. 

Cerebral Diplegia (Little’s Disease ). Characteristics. When held up the child stands 
on his toes and the inner sides of the feet, or with the legs crossed. The head is bent 
forward and the spine is kyphotic or lordotic. The upper extremities may be ad- 
ducted and flexed, resembling the lower extremities. 

Chief Signs. See page 335. 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. The attitude is 
similar to that of paralysis agitans, but the patient is usually younger. 

Chief Signs. See page 619. 

Rheumatoid Spondylitis (Bechterew’s Spondylitis; Marie-Striimpell Spondylitis). 
Characteristics. As the disease progresses the entire spine is held rigid with a bowing 
forward of the trunk and shoulders (poker spine). In order to turn the head the whole 
trunk must be turned. 

Chief Signs. Occurrence mainly in young male adults; pain along the spine; rheu- 
matoid arthritis of the shoulders and hips (Marie-Strimpell variety); limitation of 
chest expansion; x-ray (earliest sign, “mottling” of sacro-iliac joints, later calcification 
of the vertebral ligaments ). 

Osteitis Deformans (Paget’s Disease). Characteristics. The most characteristic 
features are the loss in height, indicated by the low position of the hands, the stooping 
with round shoulder, the head held forward with the chin raised and the chest sunken 
toward the pelvis, the curved lower limbs held apart and usually with one advanced 
in front of the other and both the knees slightly bent, the ankles overhung by the legs, 
and the toes turned out. The enlarged cranium, square-looking and bossed, may add 
distinctness to these characteristics. 

Chief Signs. See page 716. 

Cerebellar Tumor. Characteristics. The attitude has been given the name of “cere- 
bellar attitude.” The head is held high and retracted, there is marked rigidity of the 
cervical muscles, and one shoulder is higher than the other. In most cases, in the 
standing position, there is a distinct lordosis. 

Chief Signs. See page 956. 

Pseudohypertrophic Muscular Dystrophy. Characteristics. The child stands on a 
wide base with the shoulders and upper part of the body held well back, and showing 
a marked anterior convex curve in the lumbar region. This lordosis is only present 
when the patient is standing erect. The patient frequently falls when standing. 

Chief Signs. Onset between four and ten years, males predominating (five to one); 
familial nature; waddling gait; characteristic rising from the ground when supine 
(climbing up the legs after rolling over on to the hands and knees); apparent hyper- 
trophy of the calf muscles. 

Less Common Causes. Hereditary spastic paraplegia; torsion spasm; osteoarthri- 
tis of the spine. 
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BLOOD PRESSURE, HIGH 
(Arterial Hypertension ) 


The blood pressure in the brachial artery of a normal adult ranges from 100 to 170 
mm. Hg systolic and 60 to 100 mm. Hg diastolic. Age has an effect on blood pressure, 
there tending to be an increase in the systolic pressure of one half to one mm. Hg a 
year, so that taking 100 plus the patient’s age in the case of adults up to sixty is a 
rough and ready rule for obtaining expected blood pressure. In the case of children 
expected normal systolic blood pressures are as follows: infants, 75 to 85 mm. Hg; 
age 10, 90 to 100 mm. Hg; adolescence, 100 to 120 mm. Hg. In males at age 16 to 
18 the lower limit of hypertension is 145 mm. Hg; at age 19, 150 mm. Hg; at age 30 to 
34, 155 mm. Hg; and at age 60 to 64, 180 mm. Hg. In females up to age 30 the lower 
limit of hypertension is 140 mm. Hg, but thereafter it increases somewhat more 
rapidly, so that by age 45 it is somewhat higher than in males, and this situation per- 
sists up to age 60 to 64; thereafter the limits are the same for both sexes. In the case 
of the diastolic pressure the range in the normal begins at 60 to 68 mm. Hg, at age 
16 in males and at 65 to 85 mm. Hg in females; by age 40 to 44 the limit is 70 to 94 
mm. Hg for males and 65 to 92 mm. Hg for females; from age 40 to 64 the upper 
limits of the normal gradually approaches 100 in both sexes. As a rule, if the blood 
pressure is high, it is obviously high (180 to 250 mm. Hg). Slight temporary in- 
creases in systolic blood pressure are frequently encountered as a result of nervous 
tension, excitement, fatigue, exercise, smoking, and eating and are of no particular 
import. Acute painful states are accompanied by elevation of blood pressure, as in 
gout, tabetic crises, lead colic, biliary colic, and labor. The pressure in the femoral 
artery is normally about 15 mm. Hg higher than in the brachial artery. 

Although the great majority of patients with hypertension have the “essential” 
variety, the physician confronted with a patient with high blood pressure should be 
careful to determine whether the patient has a curable form of hypertension (pheo- 
chromocytoma, unilateral renal disease, primary aldosteronism, coarctation of the 
aorta) by means of appropriate examinations. 

Essential Hypertension (Hyperpiesia). Characteristics. The blood pressure is ele- 
vated, the degree corresponding roughly to Keith and Wagener’s classification. In 
Group I the blood pressure is 150 to 175 mm. Hg systolic and 90 to 95 mm. Hg 
diastolic, although the latter at times may be normal. During rest and sleep the 
blood pressure often falls to within normal limits. In Group II the blood pressure is 
160 to 185 mm. Hg systolic and 90 to 100 or more mm. Hg diastolic. During rest and 
sleep the blood pressure falls, and at times may even reach normal limits. In Group 
IIT the blood pressure is 200 to 300 mm. Hg systolic and 100 to 130 or more mm. Hg 
diastolic. In Group IV the blood pressure is over 200 mm. Hg systolic and the dias- 
tolic pressure may be 130 to 140 mm. Hg. 

Chief Signs. Group I: occurrence in persons between 20 and 55 years of age; may 
or may not be obesity; good health; may be normal diastolic pressure; absence of 
cardiac enlargement or abnormality; decrease of blood pressure often to normal 
limits with rest or sleep; absence of urinary abnormality or at most presence of one 
plus albumin on the basis of 1:4; minimal retinal changes (ophthalmoscopy) con- 
sisting of mild narrowing or mild sclerosis of the arterioles without spasm; Group 
II: occurrence in persons between 20 and 55 years of age or more; often obesity; 
may be headache; may be nocturia; may or may not be cardiac enlargement; urinary 
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findings (often hyaline or granular casts and one or two plus albuminuria) ; retinal 
changes (ophthalmoscopy) consisting of narrowing of the arterial lumens, tortuosity, 
A.V. compression, and no or minimal angiospasm; Group III: occurrence in persons 
between 20 and 55 years or older and more common in males; headache; may be 
epistaxis; dizziness, and unsteadiness of gait; often exertional dyspnea; often noc- 
turia and polyuria; weight loss; cardiomegaly; accentuation of A»; may or may not 
be dependent edema; urinalysis (albumin, casts, fixation of specific gravity); may 
be elevation of the blood urea nitrogen; retinal changes (ophthalmoscopy) consist- 
ing of hemorrhages, exudates, angiospasm, but no papilledema; Group IV: occur- 
rence in persons between 20 and 55 years of age, more commonly in males, espe- 
cially negroes; visual disturbances; often intense headache; often dyspnea, palpita- 
tion, and cardiac enlargement; sclerosis of the radial artery; urinalysis (albumin, 
casts, hematuria); retinal changes (ophthalmoscopy), marked spastic and organic 
narrowing of the arterioles, hemorrhages, exudates, and papilledema; grave prognosis. 

Chronic and Subacute Glomerulonephritis. Characteristics. The blood pressure 
is elevated but usually to a lesser degree than in cases of fixed essential hypertension 
(Groups III and IV ), but with this lesser elevation associated with nephritis it does not 
show the fluctuation characteristic of the milder degrees in essential hypertension 
(Groups I and II). The usual blood pressure range is 160 to 180 mm. Hg systolic 
and 100 to 120 mm. Hg diastolic, but in some cases the systolic pressure may reach 
250 mm. Hg with a diastolic pressure of 150 or more. 

Chief Signs. See page 738. 

Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. The blood 
pressure is often moderately elevated, although it may be normal or but little raised 
if general sepsis or a toxic cardiovascular weakness prevents a general vascular re- 
action. It may set in abruptly and disappear early, or, as is more frequently the case, 
rise gradually and recede gradually, corresponding roughly to the course of the 
kidney involvement. 

Chief Signs. See page 738. 

Aortic Regurgitation (Rheumatic or Syphilitic) . Characteristics. The systolic pres- 
sure is high and the diastolic pressure much reduced, a high pulse pressure being 
the rule, although an associated lesion of the mitral valve may greatly modify the 
blood pressure as well as the pulse. 

Chief Signs. See page 500. 

Chronic Pyelonephritis. Characteristics. Hypertension occurs in about 50 per cent 
of the cases of advanced bilateral pyelonephritis. 

Chief Signs. General debility; may be evidence of urinary tract obstruction; may 
be lumbar pain; may be recurring episodes of fever; pyuria and sometimes hematuria; 
pyelograms. 

Toxemia of Pregnancy. Characteristics. The presence of a high blood pressure in 
pregnancy should lead to the suspicion of a preeclamptic toxemia. A pressure be- 
tween 125 and 150 is to be regarded with suspicion, while a pressure over 150 ac- 
companied by other toxemic symptoms is of serious import. 

Chief Signs. Pregnancy; headache; lassitude; visual disturbances; edema; diminu- 
tion in the amount of urine; albuminuria. 

Systolic Hypertension of the Aged. Characteristics. A condition of no great im- 
portance consists in a considerable elevation of systolic pressure without change in 
the diastolic in elderly people with sclerosis of the large arteries. 
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Kimmelstiel-Wilson Syndrome (Intercapillary Glomerular Sclerosis). Character- 
istics. Hypertension is one of the main features of this syndrome. 

Chief Signs. Long-standing diabetes, usually poorly controlled; diabetic retinop- 
athy and often neuropathy; albuminuria; hypoalbuminemia and hyperglobulinemia 
(alpha 2 form); edema; renal biopsy. 

Coarctation of the Aorta. Characteristics. The blood pressure, both systolic and 
diastolic, is high in the arms but low in the legs (and abdominal aorta). 

Chief Signs. Dilated and tortuous internal mammary, intercostal, scapular, and 
deep epigastric arteries; long systolic precordial murmur; x-ray (decrease of the 
aortic knob, notching of the ribs). 

Congenital Polycystic Kidneys. Characteristics. Hypertension exists sooner or 
later, even before renal insufficiency occurs. It is usually the first indication of the 
condition. 

Chief Signs. Familial history; often palpable kidneys; may be hematuria; eventu- 
ally renal insufficiency; x-ray. 

Unilateral Renal Disease. Characteristics. This is an occasional remedial cause of 
hypertension. 

Chief Signs. Usually none referable to renal disease; pyelography suggesting an 
atrophic or nonfunctioning kidney; renal arteriography (showing occlusion of a renal 
artery); cessation of hypertension after nephrectomy. 

Pheochromocytoma (Paraganglioma). Characteristics. Two syndromes occur, 
one associated with paroxysmal hypertension, the other with persistent hypertension. 
In the former the attacks last minutes to hours, in the latter the hypertension re- 
sembles essential hypertension. 

Chief Signs. Paroxysmal form: attacks of throbbing headache, palpitation, tremu- 
lousness, blurred vision, and rise in blood pressure, with normal pressure between 
attacks. Persistent form: course similar to that of essential hypertension; benzo- 
dioxane and regitine tests when blood pressure is up, histamine test when pressure 
is normal; increase in urinary excretion of catecholamines; pyelography and presacral 
insufflation of oxygen; occasionally palpation of tumor. 

Hyperaldosteronism (Primary Aldosteronism). Characteristics. Hypertension, 
hypertensive retinopathy, and cardiac enlargement are present in the majority of 
cases of this rare disease. Edema is absent. 

Chief Signs. Occurrence in adults; periodic episodes of muscular weakness; poly- 
uria and polydipsia; may be tetany; decreased serum potassium, elevated CO, con- 
tent, normal or elevated serum sodium, and elevated pH of the serum and urine; 
electrocardiographic abnormalities indicative of potassium depletion; x-ray of the 
adrenal areas; cure by removal of adrenal tumor (usually adenoma, sometimes car- 
cinoma). 

Less Common Causes. Increased intracranial pressure from whatever cause; por- 
phyria; arteriovenous fistula (high pulse pressure); complete heart block (systolic) ; 
asphyxia; Cushing’s syndrome (resulting from adrenal, ovarian, or thymic tumor or 
pituitary basophilic adenoma) ; acromegaly; myxedema; obstructive uropathies; lower 
nephron nephrosis (transfusion of incompatible blood, hemolytic anemia, burns, 
alkalosis, sulfonamide intoxication, heat stroke, severe muscle trauma, nontraumatic 
muscle ischemia, black water fever, favism, poisoning with certain vegetable and 
chemical agents, especially mercury, oxylate, tartrates, and cantharidin, etc.); bi- 
lateral cortical necrosis; necrotizing papillitis; amyloidosis; polycythemia vera; poly- 
arteritis nodosa; lupus erythematosus disseminata; renal tuberculosis (sometimes) ; 
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Wilms’s tumor; carcinoma of the kidney (sometimes) ; encephalitis; meningeal hem- 
orrhage and meningismus; drug administration—reversible (adrenal, ephedrine, 
amphetamine, corticoids, noradrenaline, Wyamine, etc.); mitral stenosis (some- 
times) ; perinephric constriction of the renal parenchyma; heart failure (sometimes) ; 
angina pectoris (often slight rise in blood pressure); convulsive seizures; Whipple’s 
disease; hyperthyroidism (moderate systolic elevation). 


BLOOD PRESSURE, LOW 
(Arterial Hypotension) 


Much less valuable diagnostically than high readings are abnormally low blood 
pressure readings. Various indefinite states of adynamia (though by no means all) 
may be accompanied by low blood pressure. In this class come the infectious fevers, 
especially tuberculosis, pneumonia, and typhoid fever. Various poisons may lower 
the blood pressure, as phosphorus, chlorine gas, arsenic, tobacco, alcohol, methane, 
narcotics (anesthetics). In the terminal stages of wasting diseases, especially just 
before death, the blood pressure falls, only to rise temporarily as asphyxia occurs, 
such as in cases of cancer, general paresis, etc. In severe states of anemia the blood 
pressure is apt to be low. The pressure drops in cases of syncope. It may be reduced 
in cases of jaundice and great tachycardia. Hypotension may be persistent, acute, 
or paroxysmal. 

Addison’s Disease. Characteristics. The lowest blood pressure readings occur in 
this disease, being sometimes as low as 50 mm. Hg. The systolic pressure may be, 
however, over 100 mm. Hg and the diastolic pressure over 70 mm. Hg. A preexisting 
hypertension may persist to some extent. The pulse pressure is low. 

Chief Signs. See page 899. 

Essential Hypotension. Characteristics. The systolic pressure ranges between 115 
and 100 mm. Hg, or lower, and the diastolic between 80 and 70 or lower. 

Chief Signs. Lack of stamina; fatigability; cold extremities; inability to do pro- 
longed mental or physical work; nervous “dyspepsia”; headache; lassitude; mental 
depression; fugitive pains; constipation; absence of definite organic disease; lack of 
progression and complications. 

Traumatic Shock. Characteristics. There is always a notable fall of blood pressure 
in shock from any cause. 

Chief Signs. Preceding accidental or surgical trauma or burns; pallor; anxiety; 
low temperature; thready pulse; collapse. 

Hemorrhage. Characteristics. The blood pressure falls following a large hemor- 
rhage and may be almost abolished. 

Myocardial Infarction. Characteristics. Low blood pressure following an attack of 
precordial pain and collapse is indicative of infarction as opposed to angina pectoris. 
It rises under appropriate treatment if the attack is survived. 

Chief Signs. Sudden substernal or precordial anginoid pain (lasting one to several 
hours); collapse; cardiac enlargement; mild fever; moderate leukocytosis; dyspnea; 
may be pericardial friction rub; serial electrocardiograms (T and ST changes, large 
Q waves, etc.). 

Coronary Insufficiency. Characteristics. The blood pressure often drops to some 
degree. This condition is to be distinguished from angina pectoris in which there is 
scarcely a notable drop in blood pressure. 
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Chief Signs. Pain as in acute myocardial infarction but absence of other symptoms 
and signs of that condition; negative transaminase test. 

Use of Ganglionic Blocking Agents for Hypertension. Characteristics. Postural 
hypotension is common with the use of such drugs as Ansolysen and Ecolid. Hypo- 
tension may occur when the patient is standing or even sitting if the dose is slightly 
excessive or on occasion for no apparent cause. 

Chief Signs. History of drug use; dizziness, weakness, or even syncope; relief usu- 
ally on lying down. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. The blood pressure 
is usually low, but in the early stages may be normal. It bears no definite relation to 
the stage of the disease, although it generally does to the degree of toxemia. 

Chief Signs. See page 451. 

Rheumatoid Arthritis. Characteristics. The pressure is usually low. 

Chief Signs. See page 836. 

Hypertensive and Arteriosclerotic Forms of Heart Disease. Characteristics. As a 
rule, even in congestive failure, the blood pressure remains high in pure hypertensive 
heart disease. Occasionally, however, the blood pressure becomes normal or even 
subnormal. When coronary arteriosclerosis of significant degree exists without asso- 
ciated hypertension, the blood pressure may be low due to myocardial fibrosis. 

Chief Signs. See page 496. 

Idiopathic Postural Hypotension. Characteristics. The blood pressure may be nor- 
mal and the patient comfortable in the recumbent position, but when he stands the 
blood pressure falls and vertigo or even syncope results. There may be associated 
tachycardia. 

Chief Signs. Absence of demonstrable cause; relief by the use of vasoconstricting 
drugs. 

Carotid Sinus Syndrome (Hypersensitive Carotid Sinus). Characteristics. Stimu- 
lation of the sinus may cause any of three reactions or their combination, namely 
fall in blood pressure, reduction in heart rate, and syncope or even convulsions. 

Chief Signs. Occurrence most commonly in elderly arteriosclerotic persons in 
whom even a tight collar may cause attacks; may be tumor in the region of the carotid 
body; may be relief by section of the carotid sinus nerve. 

Less Common Causes. Pulmonary embolism; acute pancreatitis; acute diffuse 
peritonitis; carbon monoxide poisoning (later stage); orthostatic albuminuria; 
phosphaturia; pericardial effusion (cardiac tamponade); diabetic coma; cholera; 
dysentery; trypanosomiasis; vomiting; amyloidosis; anaphylaxis; hyperpituitarism; 
acromegaly; dissecting aneurysm; carcinoid syndrome; low-salt syndrome. 


BLOOD PRESSURE, DIFFERING ON THE TWO SIDES 


Small irregularities in pressure (up to 10 mm. Hg) are of little diagnostic value. 

Aneurysm of the Arch of the Aorta. Characteristics. A pressure difference (5 to 
20 mm.) on the two sides is very commonly found. Differences of 30 mm. or more 
occur in one third of the cases. This inequality is present usually only in aneurysms 
of the transverse portion of the arch. 

Chief Signs. See page 470. 

Less Common Causes. Simple dilatation of the aorta; mediastinal tumor; arterio- 
sclerosis; hemiplegia; cervical rib; thrombosis or embolism of the subclavian, eaillany, 
or brachial artery: dissecting aneurysm; arteriovenous fistula. 
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BRITTLE BONES 


(Spontaneous Fractures; Pathologic Fractures) 


Spontaneous or pathologic fractures signify fracture of a bone from causes which 
would under ordinary circumstances fail to produce such a result, and thus it always 
implies the existence of a serious underlying local or systemic disturbance which has 
disrupted osseous integrity. Cases of fracture from excessive muscular exertion are 
to be distinguished from cases of spontaneous fracture. 

Osteoporosis. Characteristics. Spontaneous fractures are common, especially in 
the neck of the femur, and since the condition tends to be more marked in the spine 
and pelvis than in the remainder of the skeleton, collapse of one or more vertebrae 
is more common than is spontaneous fracture of the long bones. 

Chief Signs. Presence of an etiologic factor (see Less Common Causes below) ; 
normal serum calcium, phosphorus and alkaline phosphatase; may be elevated uri- 
nary calcium; x-ray; see also page 607. 

Metastatic Osteolytic Carcinoma. Characteristics. Spontaneous fractures are not 
uncommon. 

Chief Signs. Carcinoma of breast, kidney, or thyroid; in an extremity, pain and 
swelling; in the spine, back pain and root pains, increased by sneezing, coughing, 
stooping, etc.; may be high serum calcium, hypercalciuria, with normal serum phos- 
phorus; x-ray. 

Osteogenic Sarcoma. Characteristics. A spontaneous fracture is not unusual. 

Chief Signs. See page 692. 

Rickets (Rachitis). Characteristics. The bones being unduly soft, not only bend 
but also give way as a green stick might do, causing a partial or greenstick fracture. 

Chief Signs. See page 715. 

Osteomalacia. Characteristics. The bones bend with undue ease and may some- 
times break spontaneously, such fractures being as a rule incomplete rather than 
complete. In severe cases of the disease gross deformities of all of the bones may ap- 
pear, especially those of the spine, thorax, and pelvis. 

Chief Signs. Presence of an etiologic factor (decreased intestinal absorption of 
calcium and vitamin D—dietary inadequacy, steatorrhea as in chronic pancreatitis 
and the sprue syndrome, resistance to vitamin D; increased urinary excretion of cal- 
cium—renal tubular insufficiency, including the Fanconi syndrome and essential 
hypercalciuria; abnormally rapid deposition of calcium and phosphorus in the skele- 
ton as occurs following the removal of a parathyroid adenoma); bone pain and ten- 
derness; back pain with or without vertebral collapse; muscular weakness; may be 
spontaneous tetany when hypocalcemia is present; may be diarrhea, steatorrhea, 
and signs of fat-soluble vitamin deficiency if of gastrointestinal origin; may be kidney 
stones, pyuria, hematuria, amino-aceturia, and metabolic acidosis if of renal origin; 
urinary calcium increased or decreased depending on etiology; x-ray. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Spontaneous fractures are 
likely to occur. These are of sudden onset without any exciting cause or are due to a 
trivial injury. There is no pain, and crepitus can be produced without the patient's 
knowledge. Union is delayed and an abnormal amount of callus forms. The lower 
limbs are most liable to fracture. 

Chief Signs. See page 696. 

General Paresis. Characteristics. At a late stage of the disease, when the patient is 
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bedridden, the bones may become atrophic and brittle and fracture from slight and 
otherwise inadequate causes. 

Chief Signs. See page 105. 

Fragilitas Ossium (Osteogenesis Imperfecta; Vorlik’s Disease; Osteopsathyrosis 
Congenita; Osteopsathyrosis; Lobstein’s Disease; Osteopsathyrosis Tarda; Brittle 
Bones and Blue Scleras; Spurywag’s Disease). Characteristics. Repeated breaking of 
different bones from apparently trivial causes is common. The fractures are attended 
with but little pain, unite slowly with but small callus, and are usually followed by 
some deformity. 

Chief Signs. Congenital or familial tendency; blue scleras; nerve deafness; may be 
skull deformity (decrease in supero-inferior diameter with occipital and bitemporal 
protuberances); normal serum calcium and phosphorus and normal or slightly ele- 
vated alkaline phosphatase; x-ray. 

Less Common Causes. Atrophy of disuse (osteoporosis ) ; postmenopausal state 
(osteoporosis); ovarian agenesis (osteoporosis) ; malnutrition (osteoporosis); dia- 
betes mellitus (osteoporosis); hyperthyroidism (osteoporosis ) ; hypervitaminosis 
C (osteoporosis); Cushing’s syndrome (osteoporosis); acromegaly (osteoporosis) ; 
corticoid therapy (osteoporosis); eunuchoidism (osteoporosis) ; senility (osteo- 
porosis); multiple sclerosis; gumma of the bone; hemiplegia; hydatid cyst of the 
bone; infantile scurvy; scurvy; multiple myeloma; phosphorus poisoning; chronic 
chloride poisoning; osteosclerosis (fragilitas generalisata); osteitis fibrosa cystica 
generalisata; fibrous dysplasia of bone (osteitis fibrosis cystica disseminata ) ; Ollier’s 
disease; systemic reticuloendotheliosis; syringomyelia; amyotrophic lateral sclerosis; 
tuberculous caries; chronic pyogenic osteomyelitis; typhoid bone abscess; large soli- 
tary cyst of the long bones; osteitis deformans (Paget’s disease); chloroma; Fried- 
reich’s disease; infantile paralysis. 


CACHEXIA 


(See also Weight, Loss of, page 960; Weakness, page 958; Pallor or Sallowness 
of the Face, page 33; and Atrophy, Muscular, page 745.) 


Cachexia is an ill-defined term used to include almost any depraved condition of 
the body in which nutrition everywhere is defective. It is generally applied to patients 
who exhibit at the same time progressive weight loss, and change of complexion in 
the direction of sallowness or even anemia. The term is sometimes prefixed by a de- 
scriptive adjective such as cancerous, tuberculous, nutritional, pituitary, or syphilitic, 
the diagnosis being based on other symptoms or on the history. Thus, such a sign as 
a specific diagnostic manifestation of disease is in itself of little practical value. When, 
however, at first confronted with such a patient the condition should immediately 
call to mind certain disease processes, the enumeration of which will enable a more 
rapid definitive diagnosis. 

Malignancy. Characteristics. Cachexia occurs in malignant tumors, but as a rule 
is a late sign. At times it may be of relatively early onset when there is associated 
interference with nutrition as in malignant lesions‘of the upper gastrointestinal tract. 

Chief Signs. Those of the underlying disease. 

Senility. Characteristics. In many instances cachexia and wasting are present to a 
marked degree, but care must be taken to exclude organic disease. 

Chief Signs. See Senile Dementia, page 785. 
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Chronic Uremia. Characteristics. Sometimes profound cachexia develops as a re- 
sult of progressive malnutrition which may be occasioned by anorexia, nausea, and 
vomiting. 

Chief Signs. Presence of chronic renal disease; weakness; anorexia, nausea, and 
vomiting; headache; hypertension; ammoniacal odor to the breath; stupor and coma; 
respiratory disturbance; neuromuscular phenomena including convulsions; retinitis; 
altered renal function tests. 

Narcotic Addiction. Characteristics. Cachexia develops gradually with sallowness 
and emaciation. 

Chief Signs. History of the use of morphine, heroin, cocaine, Demerol, etc.; find- 
ing of numerous small pigmented spots or thrombosed veins corresponding to the 
sites of injection; ethical defects; memory defects; withdrawal symptoms; Nalline 
test 

Syphilis. Characteristics. In some instances syphilitic cachexia may be extreme. 

Chief Signs. Presence or history of syphilis; pronounced anemia; muddy pallor, 
light yellow tingeing of the skin or conjunctivas; hematogenous jaundice; positive 
serology. 

Cachexia Strumipriva (Operative Myxedema). Characteristics. Cachexia follows 
only a certain number of total, and a much smaller proportion of partial removals 
of the thyroid gland. 

Chief Signs. Symptoms those of severe myxedema (see page 786). 

Ankylostomiasis (Hookworm Disease). Characteristics. Cachexia is a prominent 
feature, showing itself by pallor, underdevelopment, failure of nutrition, and weak- 
ness. 

Chief Signs. See page 723. 

Malaria. Characteristics. In fatal cases of paludism a state of cachexia always 
develops, but all malarial cachexia is not fatal. 

Chief Signs. Malarial history; breathlessness; edema of the ankles; profound ane- 
mia; occurrence of hemorrhages (particularly retinal); great enlargement of the 
spleen (may weigh 5 to 10 lbs.); enlargement of the liver; demonstration of the 
plasmodium; presence of other associated infections; poor nutrition. 

Less Common Causes. Tuberculosis (late); diabetes mellitus (terminal) ; diabetes 
insipidus (terminal); gastroenteritis and enterocolitis; dysentery; ulcerative colitis; 
cholera; meningitis; thoracic tumor (by pressure on the thoracic duct); septicopye- 
mia; peritonitis; myelitis; anorexia nervosa; esophageal stricture; chronic alcoholism 
(late); pernicious anemia (very late); leukemia (very late); empyema (late); cir- 
rhosis of the liver (late); Hodgkin’s disease; cachexia mercurialis; exophthalmic 
goiter; scurvy; lead poisoning; trichiniasis; chloroma; chronic suppuration; ascariasis; 
clonorchiasis; hypophyseal cachexia (Simmond’s disease); Addison’s disease; 
kwashiorkor; sprue; primary amyloidosis (late); cystic fibrosis of the pancreas; 
marasmus; pellagra. 


CHILLS OR RIGORS 


A chill or rigor consists essentially of a sudden onset of tremor of varying extent 
and duration usually accompanied by a sensation of cold and manifested by the ap- 
pearance of pallor, cyanosis, shivering, teeth-chattering, and “goose-pimples.” Such 
a state persists for 10 to 40 minutes during which time there is a rapid rise in body 
temperature due to a great increase in heat production; thereafter, the patient begins 
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to feel less cold, his skin becoming warm and pink and at times moist. All true chills 
except emotional ones are therefore accompanied or followed by fever. The common- 
est cause of a chill is the introduction of some foreign substance into the blood stream 
—either living infectious agents or their products, bacterial pyogens, or some other 
aseptic foreign substance (contaminated intravenous equipment). As a general rule 
a definite chill accompanied by an abrupt rise of temperature is symptomatic of the 
onset of an infectious disease; however, chills may occur in the absence of such cir- 
cumstances, as, for example, in the case of patients with lymphoma or Wilms’s tumor. 
In children, general convulsions with partial or complete coma may occur in place of 
a rigor in adults. The occurrence of an initial chill rarely is of practical assistance in 
the diagnosis of the causative disease. Recurring rigors often give more definite in- 
formation, since they are seen in but a limited number of general or local infections 
and are often accompanied by localizing signs. Leukopenia is the rule during and 
shortly after a chill and is thus at this stage of no diagnostic significance. Severe pains, 
as in renal or biliary colic, may lead to a chill or follow it, even when no infection or 
fever is demonstrable. “Urethral chills” (aseptic rigor of instrumentation), such as 
often follows the passage of a catheter, may ensue when no recognized infection has 
taken place. 

Lobar Pneumonia (Croupous Pneumonia). Characteristics. As a rule the disease 
sets in abruptly with a severe chill, which lasts from 15 to 30 minutes or longer. In no 
acute disease is an initial chill so constant or so severe. The patient may be taken 
abruptly in the midst of his work or may awaken out of a sound sleep in a rigor. The 
temperature taken during the chill shows that the fever has already begun. 

Chief Signs. See page 450. 

Septicemia and Pyemia. Characteristics. Recurring chills are common in both con- 
ditions but are more common in pyemia, in which several may occur daily, than in 
septicemia. 

Chief Signs. Pyemia: presence of a focus of infection (severely infected wound, 
ulcerations of the mucous surfaces, deep-seated abscess, etc.) ; abrupt onset of chills 
and high fever; anorexia, nausea, and vomiting; diarrhea; heavy sweats; prostration; 
the formation of secondary embolic abscesses (lungs, superficial or deep tissues, 
joints, pericardium, heart, etc.); anemia; high leukocytosis; blood culture. Septi- 
cemia: as in pyemia except that the growth of microorganisms in the blood is not ac- 
companied by the development of metastatic abscesses. 

Pyelitis or Pyelonephritis. Characteristics. Rigors associated with intermittent fever 
are usually present in cases of suppurative pyelitis. Chills may recur at regular inter- 
vals. These form a characteristic feature of both calculous and tuberculous pyelitis. 
The rigors may cease when the fever assumes a hectic type. 

Chief Signs. See page 615. 

Puerperal Sepsis (Septic Endometritis). Characteristics. The patient suddenly feels 
chilly or has a well-defined chill. Generally only one rigor occurs at the onset. 

Chief Signs. Occurrence on the third or fourth day of the puerperium; headache; 
fever; tenderness in the lower abdomen; large, doughy, sensitive uterus; lochia in- 
creased and offensive, later diminished or absent; leukocytosis; blood culture. 

Acute General Peritonitis. Characteristics. In perforation and septic cases the onset 
is marked by chilly feelings or an actual rigor with intense pain in the abdomen. 

Chief Signs, See page 577. 

Suppurative Cholangitis. Characteristics. Chills and irregular but marked fever, 
especially of the “spiking” type associated with jaundice and colicky pain are the out- 
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standing manifestations of the disease (hepatic intermittent fever of Charcot, Osler). 

Chief Signs. Presence of an etiologic factor (biliary stasis due to stone or neoplasm, 
in one who has had previous infection of the biliary tract) ; jaundice; enlarged tender 
liver; may be palpable spleen; marked leukocytosis; may be positive blood culture; 
urine contains bilirubin and urobilinogen; may be metastatic abscess; hemorrhagic 
tendency; may be hepatic coma and death. 

Bacterial Endocarditis (Acute and Subacute). Characteristics. Rigors are often 
prominent and in a few cases are present at the onset. In the subacute variety chilly 
sensations may be intermittently present for a number of weeks or months without 
actual rigors, whereas in the acute variety the course tends to be more stormy. 

Chief Signs. Fever (irregular or continuously high); sweats; progressive weak- 
ness; easy fatigability; anorexia; arthralgia; petechiae; embolic phenomena; enlarged 
spleen; variable cardiac murmurs; rapid or irregular pulse; leukocytosis; blood cul- 
ture. 

Acute Osteomyelitis. Characteristics. A chill usually marks the sudden onset of this 
condition. 

Chief Signs. See page 324. 

Erysipelas. Characteristics. The stage of invasion is often marked by a rigor, fol- 
lowed by a rapid rise of temperature. 

Chief Signs. See page 877. 

Pulmonary Tuberculosis. Characteristics. The occurrence of rigors indicates the 
onset of a secondary pyogenic infection of the bronchi or cavities. A chill marks the 
onset in cases of acute pneumonic phthisis and acute tuberculous bronchopneumonia. 
It is rare in pure tuberculosis and in miliary tuberculosis. 

Malaria. Characteristics. The rigors tend to recur at regular intervals of 48 and 72 
hours in the benign tertian and quartan infections, at shorter intervals if the infec- 
tion is mixed. In the estivo-autumnal form the rigors and the course of the fever are 
much less regular. The chill lasts for a variable time, from 10 to 12 minutes to an 
hour or longer. 

Chief Signs. See page 587. 

Less Common Causes. Acute appendicitis (bacteremia); arachnoidism; hemolytic 
reactions; pneumococcal peritonitis; acute pulmonary congestion; acute glomerulone- 
phritis; acute diffuse myelitis; acute febrile polyneuritis (may be definite chill with 
joint pains so that the case is taken for rheumatic fever); floating kidney (in Dietl’s 
crisis); cancer of the stomach; mediastinal abscess; subphrenic abscess; acute rheu- 
matic fever; typhoid fever; typhus fever; relapsing fever; acute cholecystitis; phlebitis; 
empyema; serofibrous pleurisy; septic wound (septicemia or pyemia) ; influenza; acute 
tonsillitis; acute mastoiditis (onset); acute otitis media (onset); frontal lobe brain 
abscess (onset); herpes zoster oticus (onset); diphtheria (hyperacute larynx or phar- 
ynx); lung abscess (onset) ; otitic brain abscess (onset); peri-esophagitis; peritonsil- 
lar abscess (quinsy); smallpox; cerebrospinal fever; acute poliomyelitis; brucellosis; 
yellow fever; epidemic jaundice (Weil’s disease); exanthemas; tetanus; glanders; 
acute gastroenteritis; spotted fever; dengue; infectious mononucleosis; lymphangitis 
and lymphadenitis; mumps; gout; anthrax; hydrophobia; cholera; bubonic plague; 
bacillary dysentery; beriberi; acute leukemia; acute cystitis; infective sinus thrombosis 
(lateral, cavernous, or superior sagittal ) ; hepatic abscess; appendicular abscess; peri- 
nephric abscess; prostatic abscess; suppurative pylephlebitis; bronchiectasis; rat-bite 
fever; pelvic abscess, rectal abscess; suppurating hydatid; Milroy’s disease (acute 
crisis); paratyphoid fever; pelvic peritonitis; polyarteritis nodosa; systemic lupus 
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erythematosus; renal embolism; suppurative spinal meningitis; suppurative synovitis; 
actinomycosis; metal fume fever; acute lymphosarcoma; acute pancreatitis; tularemia; 
trench fever; pyogenic arthritis; localized peritonitis; pernicious anemia; agranulocy- 
tosis; lymphocytic choriomeningitis; coccidiomycosis; colon bacillus infection; Col- 
orado tick fever; St. Louis encephalitis; glanders; gonococcemia; influenza; kala-azar; 
pancreatic cyst; primary atypical pneumonia; Klebsiella pneumoniae; pretibial fever; 
psittacosis; Q fever; rickettsialpox; Rocky Mountain spotted fever; salmonellosis; 
scarlet fever; schistosomiasis; scrub typhus; streptococcal tonsillitis and pharyngitis; 
tetanus; acute thyroiditis; trench fever; tularemia; vaccinia. 


COMA 
(Unconsciousness ) 


(See also Drowsiness, Somnolence, Stupor, page 797; and Syncope, page 929.) 


Coma is a state of unconsciousness from which the patient cannot be aroused. A 
deeply comatose patient does not swallow fluids placed in his mouth, his conjunctival 
reflexes are absent, and his pupils are insensitive to light. Coma occurs in many dis- 
eases as a terminal phenomenon, after the nature of the disease has been suggested by 
other symptoms as in severe fevers, notably typhus, typhoid, cholera, dysentery, scar- 
let fever, rheumatic fever, diphtheria, smallpox, pneumonia, malaria, septicemia, 
pyemia, yellow fever; acute central nervous system lesions, as suppurative meningitis, 
tuberculous meningitis, meningo-encephalitis, posterior basal meningitis, epidemic 
cerebrospinal meningitis, cerebral abscess, trypanosomiasis; certain less acute lesions 
of the central nervous system, as cerebral tumor, general paresis, disseminated sclero- 
sis, cerebral syphilis, cerebral anemia (congestive heart failure, severe anemia, leu- 
kemia) ; and also certain intoxications exogenous or endogenous, such as uremia, dia- 
betes, cholemia, Addison’s disease, overdosage with hypersensitivity to or poisoning 
from arsenic, gold, lead, phosphorus, etc. The diseases given below are those in 
which coma may be an early or prominent feature, the differential diagnosis of which 
is very important. In general anesthesia, coma is present but here there is no ques- 
tion as to diagnosis. Hysterical trends may sometimes simulate coma, in which case 
the patient may be aroused by painful impression, such as pressure on the supra- 
orbital nerve. Sudden coma may also come on after prolonged muscular exertion, 
as after running a marathon race. In all cases of coma of obscure origin a spinal 
puncture should be performed. 

Cerebrovascular Accident (Cerebral Hemorrhage; Cerebral Thrombosis; Cerebral 
Embolism; Subarachnoid Hemorrhage). Characteristics. In hemorrhage loss of con- 
sciousness is usually sudden and deep with as a rule an elevated blood pressure and 
bradycardia with complete relaxation; sometimes it is more gradual and the loss of 
consciousness may not occur for a few minutes after the patient has fallen or after 
the paralysis of the limbs is manifested. In thrombosis the onset of coma if it occurs 
is more often slow although at times it appears to be rapid. In embolism the diagnosis 
as to the cause of coma depends on the presence of a sudden cerebrovascular accident 
plus a lesion which is present that is capable of giving rise to an embolus. Subarach- 
noid hemorrhage produces coma in relatively young adults as a result of rupture of 
a congenital aneurysm and in older persons from the rupture of an atheromatous 
vessel and is characterized by an abrupt onset, stiff neck, and bloody spinal fluid. 

Chief Signs. Flushed, cyanosed, or ashy face; stertorous breathing; slow, bounding 
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pulse; pupils usually dilated, sometimes unequal and inactive (contracted in pontine 
and ventricular hemorrhage) ; cheeks blown out in expiration; spluttering lips; paral- 
ysis of the face, arm, and leg on one side (hemiplegia); may be conjugate deviation 
of the head and eyes; extensor plantar reflex in the paralyzed foot; absent abdominal 
and corneal reflex on the paralyzed side; may be rise of temperature (see table, page 
760, for differential diagnosis). 

Uremia. Characteristics. Unconsciousness invariably accompanies the general 
convulsions when these occur in uremia, but coma may develop without any con- 
vulsive seizures. The coma is frequently preceded by headache and apathy, vomiting, 
convulsions, and twitchings. In chronic types, unconsciousness may persist for weeks. 

Chief Signs. History of renal disease; may be dropsy of the face and legs; may be 
Cheyne-Stokes respiration; furred tongue with foul, heavy, or urinous breath; pres- 
ence of albumin, casts, and blood in catheterized specimens of urine; hypertension; 
cardiac hypertrophy; usual absence of unilateral paralysis; retinitis of nephritis 
(ophthalmoscopy); blood chemistry (nitrogen retention); phenolsulfonphthalein 
test, urea clearance, etc. 

Diabetes Mellitus. Characteristics. The coma is gradual in onset but is commonly 
preceded by headache, irritability, and uncontrollable drowsiness merging into pro- 
found coma with remarkably deep noisy breathing. 

Chief Signs. History of diabetes; may be dyspneic coma (air-hunger; acyanotic 
dyspnea; Kussmaul’s respiration) ; fruity odor to the breath; high specific gravity of 
urine with glycosuria; hyperglycemia; presence of acetonemia and acetonuria. 

Acute Alcoholism. In this condition the unconsciousness is not coma, but stupor 
more or less profound (see pages 38 and 797). 

Head Injury (Cerebral Contusion; Cerebral Concussion; Middle Meningeal Hem- 
orrhage; Subdural Hematoma). Characteristics. Coma may be present from the on- 
set, it may develop gradually, or in milder situations there may be nothing more 
than impairment of consciousness which quickly subsides. When coma is transient 
the term concussion is used. In severe degrees of trauma coma is usual and of pro- 
longed duration, hours or days. In fatal cases coma is profound, the pupils dilated 
and fixed to light, breathing stertorous, the limbs flaccid, and the tendon reflexes 
abolished. In middle meningeal hemorrhage with epidural hemorrhage there is an 
initial period of coma followed by a lucid interval and then a recurrence of stupor 
with gradually increasing coma, associated with pupillary dilatation on the side of 
the hematoma and contralateral hemiplegia. In intracerebral hemorrhage symptoms 
may develop soon after injury or not until several days or weeks later, the manifesta- 
tions often being similar to those of epidural hematoma. The symptoms in the case 
of a subdural hemorrhage are essentially the same as for an epidural hemorrhage. 

Chief Signs. History of direct violence to the cranium; may be local paralysis or 
convulsions; rise in blood pressure to a high degree; edema of the retina; may be 
crepitus, swelling, hematoma; may be escape of cerebrospinal fluid; lumbar puncture 
(may be bloody fluid) ; x-ray. 

Eclampsia. Characteristics. The convulsions are always followed by unconscious- 
ness. 

Chief Signs. See page 772. 

Sunstroke (Insolation). Characteristics. The coma may come on suddenly, but in 
the more usual form the insensibility follows other symptoms and deepens into pro- 


found coma. 
Chief Signs. History of exposure to the hot sun’s rays; headache; dizziness and 
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GENERAL 
APPEARANCE 


RESPIRATION 


PULSE 
TEMPERATURE 


PUPILS 


SPECIAL SIGNS 


LABORATORY 
FINDINGS 


CEREBRAL 
VASCULAR 
ACCIDENT 


Flushed or cy- 
anotic face, 
often asym- 
metrical; de- 
viation of 
head and 
eyes to one 
side at times 


Slow, deep, and 
stertorous 


Slow and 
bounding 


Moderate fever 


Normal or di- 
lated, un- 
equal, inac- 
tive, rarely 
contracted 


Often hemi- 
plegia; deep 
reflexes ab- 
sent; positive 
Babinski sign 


Often blood in 
spinal fluid 


UREMIA 


Pallor; may be 
twitchings; 
ammoniacal 
odor to 
breath; ure- 
mic “frost” 


Often Cheyne- 
Stokes 


Variable 


Variable 


Usually equal 
but inactive 


Edema or de- 
hydration; 
retinitis or 
neuroretini- 
tis; hyperten- 
sion 


Albuminuria 
and cylindru- 
ria; high 
blood urea 


General Symptoms 


DIFFERENTIAL DIAGNOSIS OF COM 


DIABETIC 
ACIDOSIS 


Cold, dry skin; 
flushed face; 
fruity odor 
to breath 


Kussmaul 
breathing— 
rapid or slow 
and deep 


Weak, some- 
times irregu- 
lar 


Normal or 
moderately 
elevated 


Equal and in- 
active 


Soft eyeballs; 
deep reflexes 
absent 


Glycosuria and 
ketonuria; 
hyperglyce- 
mia; de- 
creased COs 
combining 
power; leu- 
kocytosis 


+ The unconsciousness is usually stupor rather than coma. 


ACUTE 
ALCOHOLISM { 


Flushed face, 
alcoholic 
odor to 
breath; tend- 
ency to deli- 
rium 


Slow an ster- 
torous 


Slow and full 


Normal or sub- 
normal 


Usually di- 
lated 


Can usually be 
aroused 


Alcohol in 
blood over 
0.1 per cent 


BRAIN INJURY 


Evidence of in- 
jury to head; 
skin cold and 
clammy; some- 
times bleeding 
from nose, 
mouth, or ear 


At first rapid, ir- 
regular; then 
slow, Cheyne- 
Stokes 


At first rapid, 
then slow 


Variable 


Variable, some- 
times unequal, 
usually inac- 
tive 


Reflexes abol- 
ished; incon- 
tinence; may 
be paralysis, 
especially of 
cranial nerves 


Often blood in 
spinal fluid; 
often increased 
pressure of 
spinal fluid; 
x-ray if frac- 
ture 


oppression; nausea; visual disturbances; diarrhea; frequent micturition; flushed face; 
rapid, full pulse; temperature 107° to 110° F.; may be convulsions; polynuclear 
leukocytosis of the spinal fluid, later lymphocytosis. 

Opium Poisoning. Characteristics. When the dose is large, stupor passes into coma, 
which may be reached very soon. 

Chief Signs. History of laudanum or morphine taken; pupils contracted to pin 
points (like pontine hemorrhage except for absence of pyrexia and flexor plantar 
reflex); cold clammy skin; subnormal temperature; slow, feeble pulse; excessive 
slowness of respiration; may be laudanum odor of the breath; chemical analysis of 


the stomach contents giving positive test for morphine. 


Stokes-Adams Syndrome. Characteristics. Profound coma may accompany the 
syncopal attacks, with stertorous breathing, cyanosis and even convulsions. 

Chief Signs. See page 773. 

Carbon Monoxide Asphyxia. Characteristics. The condition is usually divided into 
three stages, the first being marked by vertigo, headache, throbbing sensation, and 
muscular weakness; the second by unconsciousness with cyanosis, a cherry red color 
of the skin, and elevation of temperature, and the third by coma with apnea. Coma, 
however, may last for days and yet be followed by recovery. 
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MON CAUSES OF ACUTE COMA* 
CARBON 
MONOXIDE nenate 
ASPHYXIA EPILEPSY MENINGITIS HYSTERIA FAINT) HYPOGLYCEMIA 
Blotchy red, cy- Face congested Flushed Unconscious- Co = i 
anotic skin; or cyanotic; cheeks; ness not egies ee Bes 
often muscular limbs relaxed warm skin complete; : 
twitchings following fluttering of 
convulsive eyelids on 
stage painful stim- 
ulation 
Rapid or slow Slow Rapid Normal Normal or Shallow 
rapid 
Rapid and weak Normal Rapid Normal Rapid and Normal or 
feeble rapid 
Moderate fever Normal, or Moderate or Normal Variable, but Normal 
slight fever high fever usually nor- 
mal 
Dilated Fixed during Variable; Equal and ac- Usually active Normal; some- 


convulsions; 
later reactive 


usually inac- 
tive 


tive 


times dilated 


Blood bright red Evidence of Rigidity of — Normal deep None Exaggerated 
bitten tongue neck; posi- reflexes; ab- deep re- 
and inconti- tive Kernig dominal re- flexes; posi- 
nence of and Brud- flexes re- tive Babinski 
urine zinski signs; tained; nega- sign 

absent re- tive Babinski 
flexes sign 

Presence of car- None Increased pres- None None Decreased 

bon monoxide sure and tur- blood sugar 
hemoglobin in bidity of level; often 
the blood spinal fluid leukocytosis 
with high 
cell count, 


etc.; leukocy- 
tosis 


* From Yater. Fundamentals of Internal Medicine, 4th ed., New York, Appleton-Century-Crofts, Inc., 


Chief Signs. History of inhalation of illuminating gas, coal gas, water gas, etc.; 
odor of gas in the surrounding atmosphere or from the body; spectroscopic examina- 
tion of the blood (revealing the presence of carbon monoxide hemoglobin). 

Epilepsy. Characteristics. Profound unconsciousness follows the second stage 
(clonic) of the fit, lasts for an hour or less, and is followed usually by a prolonged 
period of sleep. In status epilepticus, the patient does not recover consciousness 
between convulsions. 

Chief Signs. See page 769. 

Meningitis (Cerebrospinal, Suppurative, Tuberculous). Characteristics. Coma is 
terminal and preceded by somnolence or stupor (see page 799). 

Asphyxia (Apnea: drowning, strangulation, suffocation, hanging, foreign bodies 
in the air passages, irrespirable gases; pulmonary thrombosis, etc.). Characteristics. 
Consciousness is soon lost, though in the beginning the senses may be remarkably 
acute. 

Chief Signs. History; heaving respiration; lividity; prominent veins; weak pulse; 
hemorrhage from the nose, rectum, or other mucous membranes; may be involuntary 


urination. 
Hypoglycemia (Overdose of Insulin or Insulin Reaction; Spontaneous or Idio- 
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pathic Hypoglycemia; Hyperinsulinism ). Characteristics. In many severe attacks the 
stage of coma is reached without much prodromal warning. It may be mild or deep. 
The tendon reflexes remain active. Intravenous injection of glucose solution revives 
the patient dramatically. 

Chief Signs. Recurrent attacks of syncope with or without convulsions, or milder 
attacks of headache, hunger, sweating, trembling, drowsiness, and confusion; low 
blood sugar level; in true hyperinsulinism due to adenoma or carcinoma of pan- 
creatic islet tissue, coma and blood sugar of less than 60 mg. after a 30-hour fast. 

Less Common Causes. Cerebral abscess (optic neuritis present) ; cerebral tumor 
(optic neuritis present); pontine hemorrhage (pinpoint pupils, hyperpyrexia, bi- 
lateral Babinski, and muscular flaccidity); ventricular hemorrhage (rapidly fatal) ; 
thrombosis of the lateral sinus (may be history of middle ear or frontal sinus infec- 
tion); internal hydrocephalus (prolonged coma) ; hysterical trance (no cyanosis, 
heart regular, patient resists opening the eyes); thrombosis of the superior longi- 
tudinal sinuses; poisoning (hypnotics, sedatives, Antibuse, benzine, benzol, carbon 
tetrachloride, illuminating gas, methyl alcohol, mushrooms, thymol, carbolic acid, 
Sulfonal, Dial, aspirin, etc.); general paresis (terminal or after epileptiform convul- 
sion); plumbism (saturnine encephalopathy); severe hemorrhage as in hemoptysis, 
hematemesis, melena, ruptured tubal pregnancy, postpartum hemorrhage; myxedema, 
exposure to excessive cold; coma carcinomatosum; severe erysipelas; pernicious 
malaria; Addison’s disease; hypnotic trance; cholemia; fat embolism; pernicious 
anemia; Weil’s disease; dissecting aneurysm; equine encephalomyelitis; hypertensive 
encephalopathy (glomerulonephritis, essential hypertension, lead poisoning, eclamp- 
sia, etc.); trichinosis (drowsiness and confusion); mumps; meningo-encephalitis; 
encephalitis lethargica; herpes simplex encephalitis; postvaccinal encephalomyelitis; 
post-exanthematous encephalomyelitis; infectious mononucleosis; botulism; thyroid 
crisis; schizophrenia; profound shock; caisson disease. 


CONSTIPATION, ACUTE 


(Including Causes of Intestinal Obstruction) 


Acute constipation is of frequent occurrence in most acute infectious diseases but 
can usually be overcome by purgatives or enemas, and the other symptoms are so 
much more striking that the presence of constipation is of little value in the diagnosis. 
When constipation occurs acutely, some sudden occlusion, such as intestinal ob- 
struction, must first be considered. However, mental excitement, errors of diet, al- 
terations of the mode of life, the use of constipating drugs (opium, morphine, gan- 
glionic blocking agents, codeine, etc.), preceding diarrhea, and lead poisoning with 
intestinal manifestations must also be kept in mind. The infallible proof of absolute 
stoppage of the bowels is the failure of repeated enemas to produce results (see also 
Constipation, Chronic, page 764). 

Acute Intestinal Obstruction in General (For special causes see below). Char- 
acteristics. Constipation is absolute for feces and flatus after a few hours, the bowel 
below the obstruction sometimes emptying itself at the onset. There is often desire 
but inability to pass flatus. Enemas are ineffective. 

Chief Signs. Abdominal pain, early, often sudden, severe, at first colicky, then 
continuous; vomiting, early, constant, repeated, often copious, first stomach contents, 
then bilious, finally fecal; shock progressing to collapse; face pale and pinched, low 
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temperature, rapid feeble pulse, cold sweat, dry tongue, thirst, hiccough; moderate 
abdominal distention, doughy feel, variable slight tenderness, later distention, often 
tympanites, rigidity, and tenderness; may be visible peristalsis; x-ray. 

Intestinal Bands and Adhesions. Characteristics. Constipation is absolute if kinking 
or strangulation occurs. 

Chief Signs. See page 766. 

Intussusception. Characteristics. There may be one or two loose fecal stools, then 
only blood or blood and mucus are passed without any admixture of feces or any 
gas. In a day or so even blood and mucus may disappear and stoppage is absolute. 
In children under ten years of age the condition occurs in idiopathic form, whereas 
in adults it is almost invariably associated with an underlying tumor or polyp in the 
bowel, including those seen in the Peutz-Jeghers syndrome. 

Chief Signs. Children: occurrence often in plump male infants; sudden onset; 
intermittent abdominal pain with drawing up of the legs and crying during the spasm; 
vomiting at the onset, rarely fecal; tenesmus; passage of blood and mucus; sausage- 
shaped tumor an inch or so in diameter and of variable length in the course of the 
colon, often near the left costal margin; Adults: may be Peutz-Jeghers syndrome 
(frecklelike spots of melanin on the vermilion and buccal surfaces of the lips, on 
the palms, and on the soles, and multiple polyposis); may be multiple cutaneous 
tumors of various kinds; signs of acute intestinal obstruction (see above); x-ray in 
the intermittent or chronic stage with demonstration of intraluminal tumor or polyps. 

Strangulated Hernia. Characteristics. Constipation is absolute. 

Chief Signs. Presence of a hernia; shock; abdominal pain and distention; vomiting 
which finally becomes stercoraceous; increased peristalsis; hernia irreducible, tense, 
painful, and without impulse on coughing; later, symptoms of general peritonitis. 

Neoplastic Stricture (almost always Carcinoma of the Colon). Characteristics. 
When the stricture becomes complete and the lumen of the bowel is occluded, the 
fecal current is permanently interrupted and constipation is absolute. 

Chief Signs. See page 765. 

Paralytic Ileus (Adynamic Ileus; Pseudo-obstruction). Characteristics. Constipa- 
tion is absolute. 

Chief Signs. Occurrence after surgical operation with sudden relief of chronic 
pressure or much handling of the bowel, “acute abdomen” or delirious states, par- 
ticularly fractures of the spine, uremia, and pneumonia; absence of peristalsis; ab- 
dominal distention; rectal ballooning. 

Volvulus (Most common in the sigmoid, next the small intestine, lastly the cecum). 
Characteristics. Constipation is absolute. 

Chief Signs. Occurrence of the sigmoid variety most frequently in constipated men 
between 40 and 60; sudden onset, but initial shock often less severe than in most 
other forms of intestinal obstruction; history of chronic constipation; late vomiting; 
extreme distention of the abdomen; rounded tympanitic tumor in the left iliac fossa; 
tenesmus with total absence of stool; occurrence of early vomiting in volvulus of 
the small intestine; sometimes rounded tympanitic tumor palpable in the region of 
the umbilicus; occurrence in volvulus of the cecum or ascending colon of a rounded 
tympanitic tumor in the right iliac fossa. 

Acute Appendicitis. Characteristics. Constipation is present in about two thirds 
of the cases, accompanied usually by nausea and vomiting. The attack may set in 
with diarrhea in children. Mechanical bowel obstruction can occur in the early stages 
of a ruptured appendix but generally is a late sequela produced by adhesions. 
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Chief Signs. Sudden onset of abdominal pain settling in the right iliac fossa, either 
sharp or severe or a dull ache; some degree of fever extremely constant, moderate, 
rarely over 102° F. (may be absent in localized abscess already formed, or severe 
general peritonitis); pulse proportional to the temperature (increasing rapidly, seri- 
ous); tenderness at McBurney’s point; increased rigidity or resistance of the right 
rectus; may be ill-defined swelling or occasionally tumor in the right iliac fossa; 
leukocytosis constant in acute cases (12,000-15,000) with polynucleosis (may be 
absent in mild or very severe cases); may be vomiting (always after the pain, never 
before). 

Lead Colic. Characteristics. There is usually obstinate constipation. 

Chief Signs. May be history of working with lead; colic; anemia and cachexia; 
blue line on the gums; may be wristdrop (supinator longus escaping); lead present 
in the urine and feces (electrolysis). 

Acute Hemorrhagic Pancreatitis. Characteristics. Constipation is present. 

Chief Signs. History of previous dyspepsia, gastric pain, or biliary colic, sudden 
onset with severe pain in the upper abdomen; shock and collapse with small rapid 
pulse and cold skin; early copious and bile-stained vomiting, rarely fecal; abdomen 
distended, no tumor; low temperatures; leukocytosis; occasionally jaundice and gly- 
cosuria; elevated serum amylase. 

Less Common Causes. Thrombosis or embolism of the mesenteric vessels; per- 
forated gastric or duodenal ulcer (when peritonitis sets in); spasmodic stricture 
(enterospasm, spastic colon, dynamic obstruction); nonmalignant stricture of the 
gut (tuberculous, diverticular, syphilitic, dysenteric); diverticulitis with perforation 
and the formation of an inflammatory mass; acute diverticulitis; gallstone obstruc- 
tion; foreign body obstruction; Meckel’s diverticulum (intussusception) ; atresia and 
stenosis of the intestinal tract (congenital obstruction, children); malrotation of the 
intestine (intestinal obstruction, children); muconium ileus and peritonitis (fibro- 
cystic disease of the pancreas, children); pancreatic pseudocyst with associated in- 
testinal fistulas (intestinal obstruction); drugs (opium and its derivatives, codeine, 
ganglionic blocking agents, following drastic catharsis, aluminum hydroxide gel, 
etc.); fecal impaction (from any cause); acute secondary leptomeningitis; acute 
gastritis; acute transverse myelitis; lobar pneumonia; milk sickness; Weil’s disease; 
tuberculous appendicitis (late); tabes mesenterica (late); typhoid perforation; 
twisted pedicle of an ovarian cyst; diaphragmatic hernia (when acute obstruction 
occurs); internal or retroperitoneal hernia (when strangulated); tuberculous men- 
ingitis; emotional disturbances (grief, fear, anger, etc.); fatigue; chilling; extreme 
pain. 


CONSTIPATION, CHRONIC 


Constipation is a symptom and may be defined as a disturbance in which there is 
a delay or incomplete evacuation, a tendency to abnormal hardness and dryness, or 
a reduction in the quantity of the feces resulting from either organic or functional 
causes. It is a very common modern complaint. In the majority of cases it cannot be 
attributed to any specific disease but is an entity in itself. In other cases it may be the 
evidence of a local or general disease. Many etiologic classifications of constipation 
have been proposed, but none is without considerable fault; from a clinical point of 
view, however, the following divisions may be helpful: 1, constipation occasioned 
by mechanical obstacles (pressure on the gut by abdominal or pelvic masses; in- 
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vagination, volvulus, and kinks from adhesions; and stricture of the bowel from 
ulcers, scars, or tumors, as, for example, tuberculosis, syphilis, diverticulitis, dys- 
entery, carcinoma, sarcoma, etc.); 2, proctogenic constipation (dyschezia), wherein 
the difficulty lies in the final act of expulsion of colonic contents and is attributable 
to diminished responsiveness of rectal reflexes or inhibition of these reflexes from 
local causes (fissure, fistula, hemorrhoids, cryptitis, prostatism), or to weakness of 
the plevic floor; 3, constipation occasioned by inhibiting influences originating in 
other systems or from the gastrointestinal system itself at a distance (spina! diseases, 
abdominal inflammatory conditions, colitis, appendicitis, peptic ulcer, gallbladder 
disease, endocrine disturbances); and 4, constipation occasioned by functional de- 
rangements (nutritional or toxic disturbances, such as malnutrition, cachexia, fa- 
tigue, anemia, fever, lead poisoning, and the effects of certain drugs; abnormality of 
tone of the intestinal musculature—atonic or spastic constipation or combinations 
of the two; abnormal lack of stimulation, as, for example, insufficient amount of 
food, lack of bulk, lack of liquid, unfavorable food balance, abnormal digestive 
chemistry, decreased biliary secretion; and habitual constipation due in large measure 
to faulty habits). X-ray study of the intestinal function will in many cases reveal one 
or more of the factors enumerated above. The following list includes those diseases 
in which chronic constipation is directly due to some general or local pathologic 
condition. Constipation in infants and the aged is common. 

Chronic Intussusception. Characteristics. There are recurrent, irregular attacks 
of constipation or diarrhea, the latter accompanied by colic, vomiting, and the pres- 
ence of blood in the feces. 

Chief Signs. Occurrence usually in adults or old people from invagination of ma- 
lignant or polypoid growths; may be Peutz-Jeghers syndrome; onset may be acute, 
subsiding into chronic, lasting a month to a year or more; may be acute obstruction, 
perforation, or presentation of the tumor at the rectum; tumor often palpable ab- 
dominally or per rectum; visible peristalsis; sphincter relaxed. 

Nonmalignant Stricture of the Bowel (Tuberculous, Diverticular, Syphilitic, Dys- 
enteric). Characteristics. There may be gradually increasing constipation, with at- 
tacks of obstinate constipation alternating with attacks of diarrhea, although, as the 
contents of the small bowel are liquid, the fecal current may suffer no interruption 
until its lumen is totally occluded. 

Chief Signs. History of an etiologic factor; attacks of colicky pain with abdominal 
distention, visible, palpable, audible peristalsis, and vomiting; x-ray after barium 
enema; sigmoidoscopy. 

Carcinoma of the Colon. Characteristics. As the growth enlarges there is gradu- 
ally increasing constipation, diarrhea, or costiveness alternating with loose move- 
ments. 

Chief Signs. Occurrence after 40; often little pain; gas distention over the colon 
or vicinity of the growth, and visible peristalsis; mucus at first and later mucopurulent 
blood-tinted discharge; tarry stools, abnormally formed, which may be evacuated 
soft like sheep dung, or in long round or tapelike shape if the colon caliber is dimin- 
ished; may be coffee-ground stools or clear blood if the tumor invades the rectum; 
tympanites until late; may be constant desire to stool; cachexia; metastasis; x-ray 
(barium enema) ; sigmoidoscopy. 

Fecal Impaction. Characteristics. There is chronic constipation merging into 
chronic and finally into subacute obstruction. 

Chief Signs. Common occurrence in elderly women with chronic constipation; 
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hard fecal mass or masses palpable along the course of the colon or in the rectum, 
sometimes movable from one portion of the bowel to another; absence of normal 
pitting on pressure as in normal feces; may be fever, tenderness on pressure, muco- 
purulent discharge from the rectum, and tenesmus (if stercoral ulcers are present). 

Visceroptosis. Characteristics. Constipation is marked. 

Chief Signs. May be history of repeated pregnancy; occurrence commonly in thin, 
lemon-tinted females with long torsos; prominent lower belly with depression of the 
epigastrium; general lassitude, pains in the back; anorexia; dyspepsia; faintness; 
flushing; abdominal throbbing; radiography with an opaque meal. 

Irritable Colon (Adaptive Colitis; Spastic Colon). Characteristics. Constipation 
is a special feature in many cases, but sometimes there are attacks of diarrhea. 

Chief Signs. History of hysteria, hypochondriasis, or melancholia, with concentra- 
tion on self and worry about mucus in the stools; paroxysmal attacks associated with 
colicky pains or occasionally crises like appendicitis; passage of tenacious mucus, 
slimy and gelatinous frog-like spawn, or in strings, strips, or tubercular membranes; 
often a painful tender spot between the navel and left costal border; spastic colon; 
chronicity. 

Lead Poisoning (Plumbism; Saturnism). Characteristics. Constipation is obsti- 
nate, often preceding the colic, but attacks of acute diarrhea may also occur and 
recur over long periods of time. 

Chief Signs. See page 764. 

Stricture of the Rectum (From Operations for Hemorrhoids or from Cicatrization 
of Syphilitic, Malignant, Tuberculous, Gonorrheal, Dysenteric, or Typhoid Ulcera- 
tion, and Lymphogranuloma Inguinale). Characteristics. Constipation with deformity 
of the stools (ribbon or pipe-stem) is present, but there may be attacks of apparent 
diarrhea (from enteritis); finally there may be complete obstruction. 

Chief Signs. Pain; discharge (mucus, pus, or blood); rectal examination with the 
finger and proctoscope; special tests (Frei test, etc.). 

Regional Enteritis (Regional Ileitis). Characteristics. In the late stage signs of 
chronic intestinal obstruction occur. 

Chief Signs. See page 529. 

Idiopathic Dilatation of the Colon (Hirschsprung’s Disease). Characteristics. 
There is always constipation with attacks of pain and then diarrhea, either natural 
or induced. 

Chief Signs. Occurrence from birth, continuing to the twentieth or thirtieth year; 
enlarged abdomen; paroxysmal attacks with increasing distention; upper half of the 
abdomen especially enlarged; spreading of the costal arch; remarkable length from 
the ensiform cartilage to the navel; coils of colon prominent in attacks (even the 
longitudinal bands may be visible); x-ray. 

Intestinal Bands and Adhesions. Characteristics. Constipation varies from the 
mildest form of chronic type to the most severe form in acute obstruction. The con- 
stipation may be intermittent. 

Chief Signs. History of former peritonitis or operation on the pelvic organs, ap- 
pendix, or intestine; lack of characteristic symptoms; rarity of tumor; occurrence of 
acute obstipation when kinking or strangulation occurs. 

Less Common Causes. Pregnancy; pelvic lesions in the female (extrauterine preg- 
nancy, distended Fallopian tube, carcinoma or fibroid of the uterus, rectocele, cyst- 
ocele, ovarian mass, endometriosis); enlarged prostate; congenital narrowing of the 
anal canal; spasm of the anal sphincter (hemorrhoids, ulcerations, cryptitis; peri- 
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rectal abscess, fissure, fistula, stercoral ulcer); organic nervous disease (tabes dor- 
salis, myelitis, meningitis, multiple sclerosis, tumor of the spinal cord, sympathec- 
tomy); large abdominal tumor; chronic appendicitis (constipation, often attacks of 
colicky diarrhea); diverticulitis (more common in the female in association with 
constipation); myxedema; hypothyroidism; anorexia nervosa; Addison’s disease; 
anterior pituitary insufficiency (Simmonds’ disease); diabetes mellitus; congestive 
heart failure; pyloric obstruction; elongated sigmoid; weakness of the abdominal 
muscles; hyperchlorhydria; achylia gastrica; gastric ulcer; gastric carcinoma; duodenal 
ulcer; cholecystitis; cholelithiasis; obstructive jaundice; rickets; chronic gastritis; de- 
pressive psychoses; mesenteric cysts; pseudocyst of the pancreas; hypernephroma; 
glomerulonephritis (reflexly) ; hydronephrosis (reflexly ) ; dehydration; ascites; obes- 
ity (weakness of voluntary muscles); emphysema (weakness of voluntary muscles) ; 
excessive use of laxatives; use of drugs (opiates, ganglionic blocking agents, etc.) ; 
abscess of the liver; abdominal arteriosclerosis; senility; cretinism; tetanus; tetany; 
profound anemia; prostatitis; gout; scurvy; poisoning (nitrous fumes, arsenic, va- 
nadium, etc.). 


CONTRACTURES 


Contractures are lasting bodily deformities involving muscles and joints resulting 
from five main groups of disorders, namely: 1, spastic state, 2, lower neuron lesions, 
3, localized joint and periarticular disease, 4, hysteria, and 5, local muscular disease 
or injury. They have been divided roughly into two classes, active and passive, 
though the division is not sharp, since active contractures when long established 
tend to become passive. The distinction depends upon the simple physical fact that 
in the former the contracture can be overcome, while in the latter it cannot be over- 
come, i.e., without rupturing the tissues. Active contractures must, of course, be 
distinguished from muscular contractions, such as cramps, tonic or tetanic contrac- 
tions, and spasms. These are forms of pathologic movements which may throw the 
affected parts temporarily into positions of contracture; but they are ephemeral and 
not permanent. 

Hemiplegia (Late Rigidity or Contracture). Characteristics. Late rigidity or con- 
tracture first appears several weeks or months after the stroke and is due to the 
preponderance of one group of muscles over their antagonists. The thumb of the 
affected side is flexed and pressed into the palm, the fingers clenched, the wrist and 
elbow flexed, the forearm pronated, and the arm adducted. The thigh is adducted, 
the knee extended, the heel drawn up, and the foot inverted, and the characteristic 
gait results. 

For causes see page 338. 

Infantile Paralysis (From Acute Anterior Poliomyelitis). Characteristics. Con- 
tractures may begin to show themselves within a few months of the acute disease. 
The limbs are most involved, although spinal curvature may develop. The deformities 
of the limbs arise either by contraction of the nonparalyzed muscles or by subsequent 
contracture of the paralyzed muscles. 

Chief Signs. See page 705. 

Torticollis (Wryneck). Characteristics. Contracture of the sternomastoid muscle 
on one side of the neck is present due to shortening or spasm. The chin is raised and 
turned toward the sound side, the ear of the affected side approaching the clavicle. 


For causes see page 310. 
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Rheumatoid Arthritis (Arthritis Deformans; Atrophic Arthritis). Characteristics. 
Bony ankylosis with deformity of the joint often results from the growth of adhe- 
sions, ecchondroses, or exostoses, limiting the range of motion of the joint and caus- 
ing a corresponding shortening of the muscles, which are relaxed, thereby producing 
a passive contracture. 

Chief Signs. See page 836. 

Spinal Syphilis (Spinal Thrombosis; Meningomyelitis; Myelomalacia). Charac- 
teristics. As spasticity develops the lower limbs become flexed and adducted at the 
hips, and the feet pointed. This may be prevented or greatly reduced by proper care. 

Chief Signs. See page 698. 

Cerebral Diplegia (Little’s Disease). Characteristics. Contractures are always 
present. If the legs only are affected there is “cross-legged” or “scissors” position of 
the extremities, the feet being pointed and the thighs adducted. The arms, if in- 
volved, are held in the position of hemiplegic contracture. 

Chief Signs. See page 703. 

Cicatrices (Burns and Extensive Superficial Injuries). Characteristics. When of 
the third degree, burns are always followed by scars, which, when extensive, tend 
strongly to contract, causing flexures of the joints, ectropion, jaw ankylosis, etc. 
Extensive superficial wounds may produce the same effects. 

Chief Signs. History of burn or injury and the presence of scars. 

Nerve Injury (Severe). Characteristics. Contractures with deformity may occur 
due to the overaction of nonparalyzed muscles. These deformities are of late occur- 
rence. 

Chief Signs. History of severe contusion, compression, or rupture of a peripheral 
nerve or nerves; paralysis of the affected muscles with the reaction of degeneration; 
numbness, tingling, “pins and needles,” or burning sensation in the distribution of 
the nerve; may be pain or tenderness along the nerve; anesthesia in the skin area 
supplied exclusively by the nerve; may be trophic changes in the tissues affected. 

Dupuytren’s Contracture. Characteristics. There is permanent flexion of the little 
and ring fingers, less often the long finger and rarely the index finger and thumb, due 
to shortening of the palmar fascia, beginning as an induration of the palm with grad- 
ual puckering of the skin. 

Chief Signs. Occurrence in middle-aged males; familial or hereditary tendency; 
may be a history of acute or chronic trauma, myocardial infarction, or shoulder 
injury, inability to extend the fingers even when the wrist is flexed. 

Volkmann’s Ischemic Contracture (Ischemic Myositis). Characteristics. There is 
clawlike contracture of the interphalangeal joints of the fingers, the metacarpopha- 
Jangeal articulations remaining straight. In the milder forms the fingers can be straight- 
ened when the wrist is bent. In the worst cases the wrist is also strongly flexed. The 
forearm is pronated and slightly flexed. 

Chief Signs. Age between 3 and 15 years; history of compression of a splint or 
bandage applied for treatment of a fracture; pain and edema; shortening, atrophy, 
and induration of the flexor and pronator muscles of the forearm; palpable harden- 
ing of the muscles. 

Friedreich’s Ataxia. Characteristics. Active contractures occur and cause scoliosis, 
or scoliokyphosis, pes varus or equinovarus, and main bote (an analogous deformity 
of the hand with hyperextension of the terminal phalanges ). The heel is drawn up, the 
dorsum of the foot arched, the sole hollowed out, and the toes flexed at the inter- 
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phalangeal joints and hyperextended at the metatarsuphalangeal joints; prominent 
hypertrophy of the extensor longus hallucis may be found. 

Chief Signs. See page 99. 

Hysteria. Characteristics. There may be well-marked contractures due to active 
contraction of various muscles, particularly in the limbs, but the tongue, eyelid, or 
neck muscles may also be involved. In the upper extremity the tendency is toward 
flexion of the elbow, wrist, and fingers, with adduction of the arm; in the lower ex- 
tremity, toward extension at the hip and knee joints with the foot in a position of 
talipes equinovarus. Passive motion is impossible, but under an anesthetic the con- 
tractures pass away unless adhesions about the joint and shortening of the muscles 
have occurred as in long-standing cases. 

Chief Signs. See page 700. 

Less Common Causes. Amyotrophic lateral sclerosis; amyoplasia congenita; Klip- 
pel-Feil syndrome (torticollis); congenital absence of the radius; dermatomyositis; 
ataxic paraplegia; multiple sclerosis (late); Erb’s spinal paralysis; external spinal 
meningitis; peripheral neuritis (especially arsenical and alcoholic); progressive mus- 
cular atrophy (main en griffe) ; syringomyelia; gonorrheal arthritis; fibrositis; spondy- 
litis deformans; tumor near a joint; myositis ossificans; tuberculous arthritis; sclero- 
derma (hands and feet); varicose ulceration of the leg (foot and ankle); supernu- 
merary cervical rib (clawhand); paralysis agitans (third stage); bulbar paralysis 
(third stage ) ; amyotonia congenita; Bell’s palsy; hemophiliac arthritis. 


CONVULSIONS 


(Fits; Convulsive Seizures or Attacks ) 


Convulsions are paroxysms of involuntary muscular contractions. This section 
deals with the more generalized forms. In most cases, both sides of the body, face, 
neck, arms, trunk, and legs are convulsed equally, but the convulsion may be limited 
to or more marked on one side. They are usually clonic, less often tetanic or tonic. 
In tonic convulsions the affected muscles become rigid, while in the clonic they are 
thrown into violent jerking movements. The duration is commonly only a matter of 
seconds or minutes. In most cases consciousness is lost. 

The motor discharge which produces a convulsive seizure may be occasioned by 
demonstrable central nervous system disorder, disease, or injury, metabolic disturb- 
ance, toxic states, or psychic factors (symptomatic convulsion), or it may be due to 
an inherent instability of the brain (idiopathic convulsion). Thus, fits may be grouped 
into two large classes, symptomatic and idiopathic. In the case of infants and chil- 
dren one other broad etiologic factor for symptomatic convulsions is seen in their 
occurrence in acute febrile disorders wherein a convulsion replaces the chill of an 
adult, and in this situation the condition may at times be of a limited nature with many 
such patients never having convulsive episodes in later life (see below). Not infre- 
quently, however, such a “symptomatic” convulsion may be a forerunner of periodic 
convulsive seizures of the idiopathic variety. 

Idiopathic Epilepsy. Characteristics. Convulsions practically constitute the disease, 
and when they occur the condition is designated grand mal. The attack is usually pre- 
ceded by an aura, most often sensory. The onset is sudden, often with a loud cry, and 
the patient falls unconscious, usually without any attempt at protection. The convul- 
sion consists of three stages: The tonic stage in which there is general rigidity, more 
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HyYPoOPARATHY- 
ROIDISM 


Usually operative 
(removal of para- 
thyroids acciden- 
tally or other- 
wise); rarely idio- 
pathic 


Diminished blood 
calcium due to 
curtailment of 
parathyroid secre- 
tion 


ETIOLOGY 


MECHANISM 


Low blood calcium; 
high blood phos- 
phorus; diminished 
output of calcium 
in urine 


LABORATORY 
FINDINGS 


MAIN CLINIcaL In long-standing 
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DIFFERENTIAL DIAGNOSIS OF MAIN 
TETANY ASSOCIATED WITH HYPOCALCEMIA 
A 





RICKETS 


Vitamin D defi- 


ciency and/or cal- 
cium and phos- 
phorus deficiency 
in infants 


Hypocalcemia due 


to failure of ab- 
sorption of cal- 
cium 


Normal or low 


blood calcium; 
low blood phos- 
phorus; high 
blood phosphatase 


Occurrence in first 2 


SPRUE, CELIAC 


DISEASE, PANCREATIC 


STEATORRHEA 


Unknown 


Hypocalcemia due 


to failure to ab- 
sorb calcium as 
the result of stea- 
torrhea 


Low blood calcium 


and phosphorus; 
normal or high 
blood phos- 
phatase; hypo- 
proteinemia; 
anemia 


Large “fatty” stools; 


PREGNANCY AND 
LACTATION 


Repeated pregnan- 
cies with inade- 
quate diet 


Hypocalcemia due 
to depletion of 
calcium stores 
by pregnancies, 
without adequate 
restoration in 
diet 

Normal blood cal- 
cium (occasion- 
ally low); low 
blood phos- 
phorus; normal 
blood phos- 
phatase 


Those of preg- 


FEATURES cases: cataract, years of life; on other evidences of nancy or lacta- 
cutaneous pigmen- x-ray, bone rare- malnutrition, es- tion 
tation, brittle de- faction with wid- pecially vitamin 
formed nails, ridg- ening, irregularity, deficiency states; 
ing of teeth and cupping of dwarfism; x-ray 
epiphyseal ends of evidence of gen- 
long bones; de- eralized rarefac- 
layed dentition; tion of bones 
delayed closure of 
fontanels; weak- 
ness, rachitic 
rosary; prominent 
brow; bow legs 
COURSE Acute or subacute Chronic Chronic Chronic 
in postoperative 
cases; chronic in 
idiopathic cases 
TREATMENT High intake of cal- High intake of cal- Same as preceding Same as preceeding 


cium; restriction cium and vitamin 


of phosphates; use 

of parathyroid ex- 

tract and/or dihy- 

drotachysterol 
severe on one side; the head is retracted and rotated to one side, the elbows and wrists 
flexed, and the hands clenched, the lower extremities extended, the respiratory mus- 
cles fixed, causing lividity and cyanosis, the pupils dilated, the duration being only a 
few seconds. The clonic stage, in which twitching commences and progresses in sever- 
ity and frequency to violent convulsions, the face, eyes, head, trunk, and limbs being 
affected mainly on one side, with biting of the tongue, frothing of the mouth, involun- 
tary micturition and defecation, cold sweat, rapid pulse, noisy respiration, the whole 
stage lasting from one to two minutes. Coma, in which the limbs are flaccid and con- 
gested, the patient gradually returning to consciousness or falling into natural sleep. 
In status epilepticus, recurrent convulsions occur without return to consciousness, the 
temperature rising (103° to 105° F.) and the pulse and respiration becoming very 
rapid. In focal and Jacksonian epilepsy the seizures, which include a prominent clonic 
phase, may be initiated in a single muscle group and progress rapidly therefrom to in- 
volve the whole body, or they may cease to progress when, for example, only one half 
of the body becomes involved or merely an arm or a leg. Tonic muscular contractions 
are not prominent. 
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DISEASES CAUSING TETANY 
TETANY ASSOCIATED WITH ALKALEMIA 





OSTEOMALACIA HYPERVENTILATION PROTRACTED VOMITING ALKALI POISONING 
Same as preceding Usually a form of hys- Pyloric obstruction; hy- Ingestion of large doses 
teria; occasionally peremesis gravidarum; of alkalies, e.g., 
due to pain; rarely high intestinal ob- sodium bicarbonate 
due to lesion of re- struction; etc. 


spiratory center 


Same as preceding Loss of COs with con- Loss of chloride ions Alkalemia 
sequent tendency to from stomach with 
alkalemia consequent tendency 


to alkalemia 


Normal or low blood cal- Low blood CO; rise in High blood COg; rise in High blood COp; rise in 


cium; low blood phos- blood pH; rise in blood pH; low blood pH of blood azo- 
phorus; high blood PH of urine chloride; azotemia; temia 
phosphatase urine of high specific 

gravity; hemocon- 

centration 


On x-ray, rarefaction, de- Occurrence usually in Symptoms of underly- History of taking large 


formity of bones, espe- young women; irregu- ing disease; dehydra- doses of an alkali, 
cially pelvis and spine; lar breathing; other tion of skin and usually for relief of 
pathologic fractures; evidences of hysteria mucous membranes; “indigestion” or as 
back pain; tenderness oliguria part of treatment of 
over bones; loosening peptic ulcer 


or loss of teeth 


Chronic Acute and recurrent Acute Acute 

Same as preceding Breathing of COo Administration of physi- Same as preceding 
ologic saline solution 
parenterally 


Chief Signs. May be a family history of epilepsy, alcoholism, or mental disease; 
onset almost always before 30 years of age, commonest under five years; history of re- 
curring attacks; may be scars of a previous attack; absence of signs of organic disease 
except in some cases of Jacksonian epilepsy; electroencephalography. 

Uremia (Absolute Renal Insufficiency). Characteristics. Epileptiform convulsions 
may occur. The onset is rapid or preceded by headache and restlessness. The fits are 
usually general, resembling idiopathic epilepsy (cry rare), and may recur rapidly. 
The temperature is usually low but may rise. Uremic amaurosis may follow retinal 
changes and passes off in a day or two. Local or Jacksonian convulsions may also 
occur in uremia. 

Chief Signs. History of renal disease; mental dullness and apathy; headache (often 
occipital); twitching of the muscles of the face and hands; paroxysmal dyspnea; 
vomiting; oliguria; albuminuria, cylindruria, hematuria; high blood urea (blood 
chemistry ) ; retinitis (ophthalmoscopy ). 

Hysteria. Characteristics. Convulsions may occur in all types, major, minor, and 
cataleptic. The fits are noisy and protracted and the movements more or less pur- 
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posive. Consciousness is not lost, attempts to open the eyes are resisted, and pressure 
over the supra-orbital notch causes withdrawal of the head. The sphincters are not re- 
laxed, the tongue or cheeks are rarely bitten, and the plantar reflex is flexor. The con- 
vulsions are brought on by some emotional upset and tend to cease when sympathy is 
not offered. 

Chief Signs. See page 700. 

Febrile Convulsions of Infancy and Childhood. Characteristics. In young children 


the onset of the febrile infectious disease is at times marked by a convulsion, which 
takes the place of a chill in the adult. The convulsions are general but may be uni- 
lateral, and loss of consciousness is the rule. They are most common at the onset of 
lobar pneumonia, scarlet fever, pertussis, acute meningitis, acute poliomyelitis, gas- 
troenteritis, pyelitis, otitis media, and osteomyelitis, and are always accompanied by 
ahigh fever (104 to 105° F.). 

Tetany (Spasmophilia). Characteristics. General convulsions, epileptiform in type, 
are exceedingly common with tetany in infancy. After that they are less frequently 
seen. They may occur without evident exciting cause and may be very numerous. 
They may disappear gradually or suddenly. 

Chief Signs. May be carpopedal spasm or laryngospasm; may be positive Chvos- 
tek’s sign, important if under five years of age (contraction of the facial muscles if the 
facial nerve is tapped just anterior to the external auditory meatus); positive Trous- 
seau’s sign, important if under five (carpal spasm after pressure for several minutes 
on the arm, obliterating the pulse); low serum calcium and elevated serum phos- 
phorus in hypoparathyroid cases (see table Differential Diagnosis of Main Diseases 
Causing Tetany). 

Rickets (Spasmophilia). Characteristics. General convulsions may occur, also 
laryngismus stridulus, as a part of a general disposition to muscular spasm. 

Chief Signs. Common occurrence in improperly fed infants from one to three years 
of age; insidious onset; flabby nutrition; early sweating; bronchitis; pot belly; delayed 
dentition (no teeth at 12 months); beading of the ribs; enlarged epiphyses, especially 
of the radius; head deformities; curvature and deformities of the limbs; laxity of the 
ligaments; muscular weakness; normal serum calcium, decreased serum phosphorus, 
and increased alkaline phosphatase; response to proper therapy. 

Eclampsia. Characteristics. Eclamptic convulsions occur in a pregnant or parturi- 
ent woman either suddenly without any warning or after premonitory symptoms of 
toxemia. They may occur during sleeping or waking hours, beginning with rolling of 
the eyes, dilated pupils, twitching, then distortion of the mouth and face, extending 
to the arms and body and legs. They are usually clonic in character though sometimes 
tonic, the patient becoming rigid. Breathing is stertorous, the face is congested, and the 
patient foams at the mouth and often bites the tongue. During the convulsions, which 
may last for a few seconds to two minutes, the woman is profoundly unconscious, 
and after the movements she passes into coma which lasts for a longer or shorter pe- 
riod. 

Chief Signs. Occurrence during pregnancy, before, during, or after labor; may have 
been previous toxic symptoms (increased blood pressure, visual disturbances) ; 
marked albuminuria. 

Chronic Alcoholism. Characteristics. Epileptiform convulsions may result directly 
from chronic drinking. It is a hopeful form in one respect, since the convulsions may 
disappear entirely with a return to habits of abstinence. 
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Chief Signs. History of prolonged abuse of alcohol, particularly whisky or gin; 
mental changes (concentration, memory, and judgment defects, carelessness, irri- 
tability); congested, veiny facies; alimentary disturbances; tremor of the hands and 
tongue; occurrence of multiple neuritis, arteriosclerosis, cirrhosis of the liver. 

Meningitis. Characteristics. Any form of meningitis can produce convulsions, but 
they are more likely to occur in children. 

Chief Signs. See page 799. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. Epileptiform convulsive seizures of two kinds occur in this disease: 1, 
limited Jacksonian seizures followed by loss of power, transient or permanent, and 
2, general epileptiform seizures, which when severe are accompanied by pyrexia and 
are followed by aggravation of the mental symptoms. 

Chief Signs. See page 105. 

Cerebral Syphilis (Cerebrospinal Syphilis). Characteristics. Fits of a general epi- 
leptic character occur in cerebrospinal syphilis, due either to diffuse syphilitic infection 
or to an increase of intracranial pressure in association with a basal meningitis. Jack- 
sonian attacks or localized focal seizures arise from a circumscribed gummatous 
patch. 

Chief Signs. See page 783. 

Cerebrovascular Accident (Hemorrhage, Thrombosis, Embolism). Characteris- 
tics. Convulsions may occur in any form of the condition, but coma without fits is a 
more common manifestation. 

Chief Signs. See page 339. 

Tetanus. Characteristics. The disease is characterized by the development of tonic 
spasm of the muscles with frequent paroxysms. They begin in the muscles of mastica- 
tion (trismus), spread to the muscles of the back (orthotonos, etc.), and later per- 
haps to the abdomen and limbs. The hands usually escape. 

Chief Signs. History of a wound; incubation, 5 to 12 days; onset in the jaws and 
neck; frequent recurrence of the spasms; profuse sweating; rise of temperature; ab- 
dominal rigidity. 

Stokes-Adams Disease. Characteristics. Epileptiform or apoplectiform convulsions 
occur from time to time unaccompanied by paralysis. 

Chief Signs. Occurrence in arteriosclerotics in the second half of life; history of 
previous seizures; presence of heart block (electrocardiogram); excessive slowness 
of the pulse, especially during the attack (40, 30, 20 beats or less). 

Asphyxia (Drowning, Suffocation, Strangulation). Characteristics. In asphyxia 
there are strugglelike convulsions to obtain breath, and finally in many cases genuine 
epileptiform convulsions. 

Chief Signs. Occurrence of circumstances shutting off the breath; lividity; early 
loss of consciousness; engorged veins of the head; weak pulse; hemorrhages; early 
stoppage of respiration. 

Cerebral Tumor. Characteristics. Generalized epileptiform convulsions may be 
produced by a tumor in almost any part of the brain, not necessarily in the immediate 
neighborhood of the motor areas. As a rule they occur comparatively late in the dis- 
ease, though occasionally they appear as the initial symptom. Jacksonian attacks 
occur, particularly in the precentral and postcentral cortical areas. In these the con- 
vulsions begin with tonic spasm, followed by clonic jerking in a particular muscle or 
group of muscles, and sometimes extending to a general involvement in a definite or 
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systematic manner. There may be a sensory aura in the first affected part. Conscious- 
ness may be retained. 

Chief Signs. May be headache; vomiting, often early and constant (especially in 
cerebellar and pontine growths), not related to food, unaccompanied by nausea, and 
may be projectile; optic neuritis (choked disk, papillitis), usually bilateral; vertigo; 
may be mental or emotional changes; may be convulsions; slow pulse; localizing 
symptoms; x-ray (angiography; ventriculography, etc. ). 

Spontaneous Hypoglycemia and Hyperinsulinism. Characteristics. In severe at- 
tacks epileptiform convulsions occur. 


Chief Signs. See page 741. 

Less Common Causes. Cerebellar tumor (ipsolateral tonic convulsions) ; heredi- 
tary syphilis (may be fatal in the first week of life); hemorrhage (after rapid loss of 
large quantities of blood); compression of the brain; head injuries (at birth or in 
later life); polycystic kidneys; cysticercosis of the brain; Addison’s disease; aortic 
stenosis; psychasthenia; drugs and poisons (absinthe, arsenic, gold, Metrazol, cam- 
phor, Coramine, picrotoxin, ergot, strychnine, caffeine, amphetamine, benzene, ben- 
zol, carbon monoxide, insecticides, lead, phenols, tranquilizers, DDT, etc.); ma- 
lingering; cerebral abscess (usually late); fright; hydrocephalus; heat stroke; hyper- 
pyrexia; idiocy; acute poliomyelitis (meningeal form); oxycephaly; microcephaly; 
porencephaly; tuberous sclerosis (epiloia) ; congenital cerebral angiomas (example, 
Sturge-Weber disease) ; congenital cerebral aneurysm; infection or thrombosis of the 
dural sinuses or cortical veins (general or focal); purpura; tuberculoma; multiple 
sclerosis; acute nephritis (in children at the onset); acute diffuse myelitis (onset) ; 
infantile hemiplegia; paroxysmal tachycardia; paroxysmal fibrillation; encephalitis 
lethargica; equine encephalomyelitis; postinfection encephalitis; toxoplasmic enceph- 
alitis,; overdose of insulin, Schilder’s disease; kernicterus; congenital diplegia; von 
Gierke’s disease; arteriosclerosis; presenile dementia; cerebral malaria; cholemia; 
hydatid cyst; coughing fits; hyperventilation; hypertensive encephalopathy; cerebro- 
macular degeneration (Tay-Sachs disease); cerebral angioneurotic edema; polyar- 
teritis nodosa; disseminated lupus erythematosus; pertussis (postparoxysm with 
hyperventilation) ; alkalosis; diabetic coma; reticuloendotheliosis; status lymphaticus 
(?); dissecting aneurysm; phenylpyruvic oligophrenia. 


CRAMPS, MUSCULAR 


Cramps are involuntary muscular contractions accompanied by severe pain and 
temporary paralysis of movement, partial or complete. These cramps usually result 
from overexertion of the affected muscles, as strikingly seen in swimmers who are 
suddenly overtaken by painful spasm and paresis of the muscles of the legs or legs 
and arms, Cramps are also prone to occur in patients debilitated by fevers or chronic 
wasting diseases. 

Night Cramps. Characteristics. Many people have a rather marked tendency to 
cramping of the muscles of the lower extremities at night without any obvious rela- 
tionship to prior activity and often in the absence of any demonstrable degree of ar- 
teriosclerosis. 

Chief Signs. Occurrence in middle life and beyond; absence of organic vascular 
disease; benign course; often relief from the use of Benadryl or quinine sulfate. 

Heat Cramps. Characteristics, Painful spasms involve successively groups of mus- 
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cles of the extremities or of the abdominal wall and may occur intermittently for 24 
hours. 

Chief Signs. Occurrence in persons exposed to high heat (stokers, etc.); sudden 
onset; short duration; dehydration (by perspiration) ; quick relief by intravenous in- 
jection of salt solution. 

Occupation Neurosis (Professional Cramps). Characteristics. Particular groups 
of muscles which are subjected to chronic strain and overuse in certain occupations 
become the seat of cramps and aching pains; and their movements lose their delicacy 
and become incoordinated and spastic. A fine tremor may be present in the affected 
limb. 

Chief Signs. See page 356. 

Low-Sodium Syndrome. Characteristics. With the advent of our present potent 
diuretics acute sodium depletion is not infrequent with accompanying muscular 
cramps. 

Chief Signs. Excessive or prolonged use of diuretic drugs; anorexia; apathy; nausea; 
psychosis; may be coma; relief with the administration of salt. 

Tetany. Characteristics. Paroxysmal cramps occur in the extremities and constitute 
the main feature of the disease. They may continue, however, for hours or days, and 
are very painful. During the spasms the fingers are extended at the terminal and flexed 
at the metacarpal joints and pressed together, while the thumb is adducted and flexed 
into the palm; the wrist and elbow are flexed, the arms folded over the chest. The toes 
are drawn together and flexed, the foot arched and turned inwards, and the ankles 
and knees extended. In severe cases the cramps occur also in the face, neck, and even 
the trunk. 

Chief Signs. See page 772. 

Less Common Causes. Neurosis (“hysterical tetany”); heat exhaustion; alcoholic 
neuritis; cholera; spastic paraplegia; chronic glomerulonephritis; uremia; severe de- 
grees of dehydration from any cause; primary aldosteronism (intermittent tetany): 
magnesium deficiency; Seabright bantam syndrome. 


CREPITUS 
(Crackling) 


Fracture. Characteristics. There is a grating sensation or sound obtained by rub- 
bing the ends of the broken bones together. It is dry and harsh. In epiphyseal separa- 
tion it is soft or moist. Crepitus is not always obtained, especially in impacted frac- 
ture or interposition of soft tissue between the fragments. When present over a bone 
it is often a conclusive sign of fracture. 

Chief Signs. History of injury; pain; loss of function; swelling; local tenderness; 
ecchymosis; muscle spasm; deformity; preternatural mobility; x-ray. 

Malignant Bone Tumor. Characteristics. When a tumor erodes the overlying cortex 
there may be on palpation a feeling of crepitus or eggshell crackling in the absence of 
fracture. 

Chief Signs. See Osteogenic Sarcoma, page 692. 

Synovitis (Chronic). Characteristics. Crepitus may be felt and heard in the affected 
joint. 

Chief Signs. Slight pain on movement; fluctuation; weakness with restriction of 
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motion; atrophy of neighboring muscles; may be palpable hypertrophied synovial 
fringes (especially in the knee) ; x-ray. 

Tenosynovitis (Wrist). Characteristics. A marked feeling of crepitus may be 
elicited over the flexor tendons, especially when the tendon sheaths contain “melon- 
seed bodies.” 

Chief Signs, See page 347. 

Osteoarthritis. Characteristics. A silken crepitus is felt on moving the joint, com- 
parable to the rubbing together of two pieces of stout silk ribbon. Coarse grating 
sounds are not unusual. This is especially true of the knees. In traumatic arthritis the 
affected joint behaves similarly. 

Chief Signs. See page 838. 

Subcutaneous or Cellular Emphysema. Characteristics. A subcutaneous swelling 
appears, grows in size, and crackles when touched. It usually occurs in the chest fol- 
lowing an injury, such as a penetrating fractured rib, and occasionally occurs in the 
forehead or cheek from injury to the frontal or maxillary sinus. 

Malignant Edema (Gangrenous Emphysema; Gas Gangrene). Characteristics. 
There is a rapidly spreading edema, followed by gaseous distention of the tissues and 
by gangrenous cellulitis. The emphysematous area crackles when pressed upon, and 
is surrounded by a marginal zone of edema which is covered by blebs containing thin, 
putrid, reddish matter. 

Chief Signs. History or evidence of a wound, usually a puncture; rapidly develop- 
ing high fever; painful and rapidly spreading gangrene; delirium; coma; presence of 
Clostridium perfringens or the bacillus of malignant edema, with other organisms; 
death. 

Less Common Causes. Hydrocephalus (occipital region); craniotabes (occipital 
region in congenital syphilitics ) ; rickets; benign giant-cell tumor. 


CYANOSIS 


Cyanosis is a purplish or grayish blue coloration of the skin and mucous membranes 
due to deficient oxygenation of the blood (at least 5 gm. of reduced hemoglobin per 
100 ml. of circulating blood). It may be either general, when it is always of serious 
import, or local (acrocyanosis), when it may or may not be of serious moment. The 
bluish color of the skin or mucous membranes depends mainly on the color of blood 
in the capillaries. 

Under normal conditions arterial blood is 94 to 97 per cent saturated with oxygen 
and venous blood 72 to 75 per cent so saturated. Since 1 ml. of oxygen is taken up by 
0.75 gm. of hemoglobin, 1 gm. of hemoglobin will take up 1.3 ml. of oxygen, and 15 
gm. of hemoglobin is thus capable of carrying 20 ml. of oxygen. Since the oxygen 
saturation of arterial blood is 94 to 97 per cent, its oxygen content is approximately 
19 volumes per cent, and, further, since the oxygen saturation of the normal venous 
blood is 72 to 75 per cent, it has an oxygen content of 14 to 15 volumes per cent with 
5 to 6 volumes per cent of reduced hemoglobin. The amount of reduced hemoglobin 
in the capillaries is roughly intermediate between arterial and venous, or 3.5 volumes 
per cent. As noted above, for cyanosis to appear there must be at least 5 gm. of re- 
duced hemoglobin in the circulating blood or an oxygen unsaturation of 6.7 volumes 
per cent at the capillaries. Thus, it follows that in the normal individual oxygen unsat- 
uration of the blood circulating in the capillaries is insufficient to cause cyanosis by 


Cyanosis TEA) 


approximately 3.2 volumes per cent oxygen saturation, and, further, that cyanosis 
cannot appear when the hemoglobin is less than 30 per cent. 

The factors concerned in the production of a sufficient degree of oxygen unsatura- 
tion of hemoglobin to produce cyanosis are as follows: 1, incomplete oxygenation of 
the blood in the lungs; 2, increased oxygen depletion as the blood passes through the 
tissues; 3, increased total hemoglobin in the circulating blood; 4, a shunt which carries 
unoxygenated blood from the venous to the arterial system; and 5, abnormal forms of 
hemoglobin. 

Under the present heading acrocyanosis is not considered in detail. The causes of 
local cyanosis may, however, be briefly summarized before going into the causes of 
general cyanosis as follows: 1, venous obstruction, 2, vasomotor spasm, and 3, end- 
arteritis. 

Acquired Heart Disease. Characteristics. In all forms of myocardial disease when 
compensation fails cyanosis is explained on the basis of incomplete oxygenation of 
blood in the lungs and stagnation in the systemic capillaries. In the absence of de- 
compensation cyanosis is rare. In lesions of the mitral valve cyanosis may appear early 
as a result of defective aeration of blood in the lungs, and this will be accentuated as 
the myocardium fails. Cyanosis associated with aortic valve lesions is late in appear- 
ance, being dependent primarily on the factor of reduced blood flow caused by cardiac 
failure. In tricuspid lesions cyanosis is a prominent symptom occasioned by elevated 
venous pressure and its sequelae. 

Chief Signs. Presence of an etiologic factor with its dependent symptoms and signs 
(coronary atherosclerosis, hypertension, valvular disease); dyspnea; passive conges- 
tion of the lungs; increased venous pressure; enlarged liver; dependent edema; en- 
gorged veins of the neck; cardiac enlargement; electrocardiogram; x-ray. 

Congenital Heart Disease. Characteristics. There are many types of cardiac anom- 
aly. Those which are or may be associated with cyanosis are divided into 1, cases of 
arteriovenous shunt with possible terminal or transient reversal of flow (cyanosis 
tardive), such as patent ductus arteriosus, localized defects of the aortic septum, and 
localized defects of the cardiac septa, and 2, cases of veno-arterial shunt with per- 
sistent cyanosis (morbus ceruleus), the more complicated defects including the 
tetralogy of Fallot. 

Chief Signs. See pages 501, 503 and 504. 

Pneumonia. Characteristics. Cyanosis is a common finding in both lobar and bron- 
chial pneumonia. It is usually of a bluish gray hue and is due mainly to poor oxygen 
saturation of the blood as it passes through the lungs; additional factors which may at 
times become operable are circulatory failure and the shunting of blood through un- 
aerated lung tissue. In influenza pneumonia cyanosis may be intense and is occasioned 
mainly by the passing of blood through unaerated portions of the lung. 

Chief Signs. See page 450. 

Pulmonary Embolism. Characteristics. When the embolus is large and occludes one 
of the main branches of the pulmonary artery, cyanosis is nearly always present. 

Chief Signs. See page 781. 

Laryngeal Diphtheria. Characteristics. The color gradually changes, and on the 
second or third day there is slight blueness of the fingernails and the lips. The face 
is usually pale, but later this, too, may become cyanotic. 

Chief Signs. See page 432. 

Epilepsy. Characteristics. The face becomes livid during the tonic stage of grand 
mal and gradually lessens during the clonic stage. 
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Chief Signs. See page 769. 

Acute Subglottic Laryngitis (Spasmodic Croup). Characteristics. There may be 
slight lividity of the fingertips and of the lips. 

Chief Signs. See page 280. 

Laryngismus Stridulus. Characteristics. The face becomes cyanosed during the 
attack. Upon the appearance of the cyanosis the spasm relaxes and respiration begins. 

Chief Signs. See page 437. 

Whooping Cough (Pertussis). Characteristics. During the spasm the face may be- 
come a deep red or purple color, sometimes almost black. Suffocation seems im- 
minent when, with a deep crowing inspiration, air enters the lungs and the color is 
quickly restored. 

Chief Signs. See page 388. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The face is injected, some- 
times cyanotic, or of an ashy gray hue during the stage of coma. 

Chief Signs. See page 339. 

Bronchial Asthma. Characteristics. Cyanosis may appear at the height of a parox- 
ysm, but pallor is equally common. Cyanosis is more common in the cases with 
emphysema and right heart weakness. 

Chief Signs. See page 389. 

Acute Pneumothorax. Characteristics. Cyanosis of short duration is present in 
severe cases, but there is only slight lividity or even pallor in less severe types. 

Chief Signs. See page 455. 

Hypertrophic Emphysema. Characteristics. In advanced cases cyanosis of extreme 
degree may be present without much dyspnea, the patient being fairly comfortable 
and able to walk about. The cyanosis may be so severe as to be startling. 

Chief Signs. See page 454. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
The skin surface may be livid with coldness and cyanosis of the extremities. 

Chief Signs. See page 490. 

Pericarditis with Effusion. Characteristics. Associated with the dyspnea there is 
in many cases a peculiar dusky, anxious countenance. 

Chief Signs. See page 860. 

Mediastinal Tumor. Characteristics. In addition to the dilatation of the veins over 
the upper part of the chest from pressure, the face, upper part of the thorax, and the 
arms may become cyanosed, swollen, and edematous. 

Chief Signs. See page 472. 

Goiter (In General). Characteristics. Severe cyanosis with dyspnea may occur. 
The attacks may be paroxysmal even though the thyroid gland itself does not seem 
to vary in size; or the cyanosis and dyspnea may be continuous and progressive when 
there has been rapid enlargement from hemorrhage, acute suppuration, or from pro- 
gressive and extreme fibrosis. 

For causes see page 498. 

Enterogenous Cyanosis (Methemoglobinemia and Sulfhemoglobinemia). Charac- 
teristics. Cyanosis is marked and there is absence of shortness of breath. 

Chief Signs. History of the use of certain drugs (potassium chlorate, coal tar prod- 
ucts, sulfanilamide, etc.); intestinal disturbances; absence of lesions of the heart or 
lungs; spectroscopic examination of the blood (revealing the change in the composi- 
tion of the hemoglobin). 

Polycythemia Rubra Vera (Erythremia; Vaquez’ Disease; Osler’s Disease). Char- 
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acteristics. The skin presents in warm weather a curious brick red color, and in cold 
weather a cyanosis of the face and hands as marked as any that is ever seen. 

Chief Signs. Enlarged spleen; vasomotor instability (hand engorged when held 
down, anemic when raised); fullness of the veins; great increase in the number of 
erythrocytes (7 to 12 millions per cu. mm.). 

Traumatic Asphyxia. Characteristics. A violet lividity arises immediately after a 
sudden violent compression of the trunk and is manifested over the head and neck 
down to and sometimes below the clavicle. There are a great many spots in the skin 
in which the color is much deeper, and similar spots on the mucous membranes of 
the mouth and throat. The lividity may clear up in a few hours, but the spots may 
remain for days. The spots do not fade at all from pressure; the livid area fades but 
slightly. 

Chief Signs. See page 81. 

Carbon Monoxide Asphyxia. Characteristics. The face is cyanosed, the tongue is 
swollen and cherry red, and the same peculiar cherry red color makes its appearance 
on the neck, trunk, and buttocks. 

Chief Signs. See page 760. 

Foreign Body in the Air Passages. Characteristics. When the foreign body is large 
enough to block the air passages, the patient fights madly for air, his face becomes 
cyanotic, his veins stand out prominently, violent coughing begins, and the patient 
may fall unconscious. 

Chief Signs. See page 431. 

Asphyxia of Drowning, Strangulation, Suffocation. Characteristics. There is lividity 
of the face and hands and the countenance may be swollen. 

Chief Signs. See page 761. 

Less Common Causes. Ulcerations of the larynx (tuberculous, traumatic, syphi- 
litic, maligant, etc.) ; Ludwig’s angina; acute pharyngitis; acute suffocative laryngitis; 
retropharyngeal abscess; traumatism of the larynx and pharynx; paralysis of the dila- 
tors of the larynx; compression of the trachea or bronchi; tetanus; strychnine poison- 
ing; pleurisy; hydrothorax; narcotic drug poisoning (opium, morphine, chloral, Vero- 
nal, etc.) ; acute inanition; congenital atelectasis; diphtheritic paralysis; arteriovenous 
aneurysm (arch of the aorta and the superior vena cava); bronchiectasis; cholera; 
pneumonic plague; severe bronchitis; irritant gases (chlorine, phosgene, mustard, 
etc.); mountain sickness; caisson disease; “blast lung” injury; empyema; Ayerza’s 
disease; general anesthesia; Hodgkin’s disease; chronic fibrosis of the lung (chronic 
pulmonary tuberculosis; pneumoconiosis; lung tumor); electric shock; Winckel’s 
disease (cyanosis, jaundice, hemoglobinuria) ; tabes dorsalis (laryngeal crisis) ; acute 
hemorrhagic pancreatitis; pulmonary apoplexy; thrombosis of the superior vena cava; 
chronic constrictive pericarditis; pulmonary neoplasm; hemoconcentration or de- 
hydration from any cause; mediastinal hemorrhage; thymus hemorrhage; pulmonary 
thrombosis; kyphoscoliosis (lung compression) ; malaria; iodism; sunstroke; Robin’s 
syndrome. 


DEATH, SUDDEN AND UNEXPECTED 
(Causes of ) 


Approximately 86 per cent of all cases of sudden and unexpected death are due 
to disease involving three organ systems, namely: 1, the heart and aorta (45 per 
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cent), 2, the respiratory system (23 per cent), and 3, the brain and the meninges (18 
percent). 

Severe trauma and hemorrhage are obvious causes of sudden death. 

Coronary Artery Disease. Characteristics. This is the commonest cause of sudden 
and unexpected death, accounting for more than 30 per cent of the total number of 
such cases. There may be no preliminary symptoms. Under this designation is in- 
cluded: 1, progressive coronary atherosclerosis with narrowing and obliteration of 
the lumen with or without associated myocardial damage such as fibrosis or old, 
recent, or fresh infarction, 2, coronary atherosclerosis complicated by old or recent 
coronary artery thrombosis with or without associated old, recent, or fresh myo- 
cardial infarction, myocardial fibrosis, ventricular aneurysm, rupture of a fresh myo- 
cardial infarct or aneurysm producing cardiac tamponade, 3, coronary artery embo- 
lism (rare), 4, syphilitic coronary osteostenosis, 5, coronary atherosclerosis with hem- 
orrhage into an atheromatous plaque encroaching on the arterial lumen or leading to 
thrombosis, 6, coronary artery compression from retrograde dissection of the aorta, 
7, congenital anomalies of the coronary artery. 

Chief Signs. See page 751. 

Lobar Pneumonia and Bronchopneumonia. Characteristics. These are the next 
most common causes of sudden and unexpected death, accounting for slightly over 
15 per cent of the total number of such cases. 

Chief Signs. See page 450. 

Apoplexy (Including Cerebral Hemorrhage, Subarachnoid Hemorrhage, Cere- 
bellar Hemorrhage, Pontine Hemorrhage, and Cerebral Thrombosis and Embolism). 
Characteristics. This is the third most common cause of sudden and unexpected 
death and accounts for approximately 12.5 per cent of the total number of such cases. 

Chief Signs. See page 339. 

Ruptured Ectopic Pregnancy. Characteristics. This is probably the most common 
cause of sudden death of young women who have previously been in perfect health. 
Shock and collapse may immediately follow the severe pain of the rupture. 

Chief Signs. See page 872. 

Ruptured Aortic Aneurysm. Characteristics. Rupture is the terminal event in about 
50 per cent of the cases. Aneurysm of the arch of the aorta may rupture into the air 
passages, esophagus, large intrathoracic pulmonary or systemic veins, pericardium, 
heart, pleura, peritoneum, or spinal canal. An acute and severe pain may mark the 
time of the rupture and be followed by acute blanching and collapse. Death is usually 
sudden, but if the perforation takes place into some closed space, such as the medias- 
tinum or retroperitoneal tissues, coma develops first. Rupture into the pericardium 
causes sudden death before the amount of blood lost has been sufficient to cause 
marked blanching. 

Chief Signs. Knowledge of the presence of an aneurysm; sudden intense precordial 
pain or feeling of something giving way within the chest; symptoms of internal hem- 
orrhage or gushing of blood from the mouth (if rupturing into a bronchus, the tra- 
chea, or esophagus) ; extreme cyanosis (if into a vein or artery); anginal attack (if 
into the pericardium); visible bleeding (if through the chest wall). 

Aortic Regurgitation. Characteristics. Sudden death is not uncommon and may 
occur as the result of sudden cardiac failure or an attack of angina pectoris. The 
systolic blood pressure remains high until the heart stops beating. 

Chief Signs. See page 501. 
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Pulmonary Embolism. Characteristics. A large embolus occluding the pulmonary 
artery or one of its main branches causes death within a few minutes. 

Chief Signs. History of a previous operation, phlebitis, or puerperium (one to two 
weeks); sudden severe dyspnea; may be precordial pain; cyanosis; protruding eyes; 
dilated pupils; swollen cervical veins; rapid, weak, or irregular pulse; may be coma, 
convulsions, or delirium. 

Adams-Stokes Syndrome. Characteristics. Sudden death during an attack of syn- 
cope is common in this disease. 

Chief Signs, See page 773. 

Less Common Causes. Acute or subacute toxic myocarditis (diphtheria, infectious, 
trichinosis ) ; tuberculosis or syphilis of the myocardium; myocardial fibrosis follow- 
ing myocarditis; spontaneous rupture of a fatty heart; left ventricular hypertrophy 
resulting from essential or secondary hypertension; cor pulmonale (pneumoconiosis, 
emphysema, kyphoscoliosis, etc.) ; cardiac hypertrophy due to hyperthyroidism; bac- 
terial endocarditis; mitral stenosis; aortic stenosis; aortic insufficiency (postrheumatic 
or syphilitic); pericarditis (septic, rheumatic, or tuberculous); embolization from a 
mural thrombus; spontaneous rupture of the ascending aorta; rupture of an aneurysm 
of the abdominal aorta; occlusive thrombosis of the abdominal aorta secondary to 
arteriosclerosis; septic or diphtheritic laryngitis; acute laryngeal edema; bronchial 
asthma; pulmonary tuberculosis (hemorrhage ) ; pulmonary neoplasm (hemorrhage) ; 
bronchiectasis (hemorrhage); lung abscess (hemorrhage); pneumothorax; colloid 
cyst of the third ventricle; parasitic cyst in the fourth ventricle; brain abscess (com- 
plication of otitis media, lung abscess, etc.); acute suppurative leptomeningitis; 
Waterhouse-Friderichsen syndrome; acute polioencephalitis; brain tumor; epilepsy; 
hemorrhage into the gastrointestinal tract (ulcer, carcinoma, esophageal varicosities, 
etc.) ; intra-abdominal hemorrhage (spleen of malaria or typhoid, spontaneous rup- 
ture of carcinoma); shock (secondary to intra-abdominal disease such as acute 
pancreatitis, intestinal obstruction, etc.); peritonitis (infectious, chemical, etc.) ; 
eclampsia; Addison’s disease; pheochromocytoma; senile marasmus; diabetes mel- 
litus; hemochromatosis; status lymphaticus (?); hyperthyroidism; malaria; atelectasis 
(in infants); convulsions of children; asphyxia from a foreign body; spinal caries 
(dislocation of the upper cervical vertebrae); congenital heart disease; dissecting 
aneurysm; lightning stroke; electric shock; hanging; silo filler’s disease. 


DECUBITUS 
(Posture in Bed) 


(See also Orthopnea, page 859; and Opisthotonos, page 858.) 


Occasionally the position of the patient in bed may be of assistance in the diag- 
nosis. Lying on the back and constantly slipping toward the foot of the bed is seen 
in many acute infections and conditions of grave weakness. The patient may be 
coiled up in the various forms of colic. Great restlessness in bed indicates nervous 
irritability, acute hemorrhage, and sometimes shock, and is a bad sign in the criti- 
cally ill. 

Acute General Peritonitis. Characteristics. The patient lies on the back with the 
thighs drawn up and the shoulders elevated, a position which relieves as far as pos- 
sible the tension of the abdominal muscles. 
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Chief Signs. See page 577. 

Acute Appendicitis. Characteristics. The right leg or both legs may be drawn up 
in order to relax the tension of the abdominal muscles. 

Chief Signs. See page 763. 

Cerebrospinal Meningitis. Characteristics. The posture may be quite characteristic. 
The patient lies with the body stiff and the head drawn back, sometimes to an ex- 
treme degree. There is general flexion of the extremities. 

Chief Signs. See page 858. 

Pleurisy with Effusion. Characteristics. Prior to pouring out of the effusion the 
patient is apt to lie upon the sound side to protect the sensitive pleura from pressure. 
After effusion is established he usually lies upon the side of the effusion in order to 
facilitate the full expansion of the sound lung. The shoulder upon the side of the 
effusion is upon a slightly higher level. 

Chief Signs. See page 454. 

Lobar Pneumonia. Characteristics. The patient lies flat in bed, often on the af- 
fected side, presenting the characteristic appearance of this disease (flushed face, 
expiratory grunt, herpes, dilating alae nasi, etc. ). 

Chief Signs. See page 450. 

Cerebellar Tumor. Characteristics. When the patient is reclining the attitude may 
be characteristic. He is apt to lie on one side in a position of general flexion and ro- 
tation, with the head turned laterally, and the chin elevated and pointed to one shoul- 
der. The back of the head is, therefore, somewhat lower than the chin. 

Chief Signs. See page 957. 

Less Common Causes. Cavitation of the lung (on the side opposite the cavity) ; 
atelectasis of the lung (on opposite side); pneumothorax (opposite side); sciatica 
(opposite side) ; gallstone colic (coiled up and restless with pain) ; renal colic (idem) ; 
hip disease (knee drawn up); pelvic peritonitis (knee drawn up); vertebral caries 
(prone position); abdominal aneurysm (prone position); typhoid fever (sinks in 
bed in the adynamic stage); pulmonary abscess; pulmonary gangrene; bronchiectasis 
(on the side of the cavity); empyema (on the side of the disease); pericarditis, with 
massive effusion (sitting bent forward); cyanotic congenital heart disease (knee- 
chest position) ; congestive heart failure (sitting, may be bent forward); pulmonary 
embolism (promptly up to a sitting position); asthma (sitting position). 


DELIRIUM 
(See also Dementia, page 785; and Mentality, Changes of, page 842.) 


Delirium is the term applied to the rambling, incoherent talk of patients which 
may occur during the height of febrile or acute toxic states or in those with diffuse 
brain disease, and it is a sign of disordered function of all of the highest cerebral 
centers. Cerebral function is impaired to the extent that while external and internal 
stimuli are still appreciated there is a failure of recognition, integration, and control 
which gives rise to disordered thought and action. It must be distinguished from the 
irrational, incoherent talk, action, and thought content of those with mental illness 
such as manic states and other severe psychiatric conditions wherein there is a cloud- 
ing of the sensorium and disordered physical activity. In such cases, however, distinc- 
tion is as a rule readily made on the basis of past history, history of the onset, and 
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physical examination, but at times differentiation may be extremely difficult. Delirium 
may occur in the course of many febrile diseases in which its diagnostic significance is 
not great, its presence and severity depending upon the height of the fever, the de- 
gree of toxemia, the mental make-up of the patient, and the previous history (alcohol- 
ism). Children become delirious on very slight provocation. 

Lobar Pneumonia. Characteristics. Delirium and great irritability may be among 
the initial symptoms, especially in the very young and the very old. In alcoholic 
cases the features of delirium tremens may predominate. 

Chief Signs. See page 450. 

Uremia (Bilateral Renal Disease). Characteristics. Even before marked manifes- 
tations of uremia are present there may be mental wandering (delirium). 

Chief Signs. See page 771. 

Cholemia (Hepatic Coma). Characteristics. In this condition delirium (odd be- 
havior, apathy, confusion) precedes actual coma. The condition is almost invariably 
associated with deep jaundice and may develop swiftly or gradually. 

Chief Signs. Presence of extensive liver damage (acute hepatic necrosis, poison- 
ing from various hepatotoxic agents such as phosphorus, antimony, arsenic, trini- 
trotoluol, etc., diffuse infections of the liver or biliary radicals, cirrhosis, etc.) ; may 
be a sequel to gastrointestinal hemorrhage, infection, or the ingestion of sedatives 
or other drugs in those with liver disease; jaundice; hyperactive tendon reflexes; 
eventual stupor and coma; elevated blood ammonia; liver function test. 

Psychotic Delirium (Collapse Delirium and Acute Hallucinatory Confusion or 
Amentia). Characteristics. In collapse delirium, after a condition of mild confusion, 
the incoherence may become absolute. In amentia the delirium is milder, with con- 
fusion, incoherence, and perplexity. 

Chief Signs. Psychomotor excitement, gradually becoming worse; profound dis- 
orientation, clouding of consciousness, high fever (106° F.), complete anorexia, 
coated tongue, effusive diarrhea, indicanuria, rapid emaciation and exhaustion, cata- 
lepsy, grimacing and even coma in collapse delirium; usually wilder confusion in 
amentia; elimination of pulmonary or other severe infection. 

Delirium Tremens. Characteristics. Delirium is characteristic, setting in in a day 
or two after the beginning of the illness. The patient talks constantly and incoherently, 
is incessantly in motion, and desires to go out and attend to some imaginary business. 
Hallucinations of sight and hearing may develop and cause great terror (the “hor- 
rors”). Animals, particularly black ones, are fancied to be seen in the environment 
and crawling over the body. The delirium lasts only three or four days in most cases. 

Chief Signs. Occurrence in a chronic alcoholic following a temporary excess or 
sudden withdrawal of alcohol; onset never sudden; tremors, especially of the hands 
and tongue; insomnia; slight fever (100° to 102° F.); albuminuria (in 50 per cent) ; 
leukocytosis at the height of the delirium; sluggish pupil reaction or even complete 
Argyll Robertson reaction; may be acute cardiac dilatation; acute course in about 
three days. 

Cerebral Syphilis. Characteristics. A sudden and violent onset of delirium may be 
the first symptom, or it may have been preceded by headache, alterations of charac- 
ter, and loss of memory. 

Chief Signs. History of syphilis; headache; giddiness; excitement; epileptic or 
hemiplegic seizures; cranial nerve paralysis; may be optic neuritis, vomiting, and 
convulsions (as in tumor); variability of symptoms; positive serology; spinal fluid 
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examination (lymphocytosis, increased globulin, luetic curve, positive serology); re- 
sults of treatment. 

Cerebrospinal Meningitis. Characteristics. Delirium occurs at the onset, occasion- 
ally of a furious and maniacal kind. The patient may display marked erotic symp- 
toms at the onset. The delirium gives place in a few days to stupor, which as the 
effusion increases deepens to coma. 

Chief Signs. See page 858. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. At the onset 
of the illness the mental symptoms are frequently irritative and delirium with hallu- 
cinations and delusions is often noted. This is more apt to occur at night and may be 
present when in the daytime the mental state is that of stupor with some rationality. 

Chief Signs. See page 798. 

Acute Cerebral Anemia (Hemorrhage). Characteristics. Delirium may be present 
if much blood is lost, followed by loss of consciousness if the bleeding continues. 

Chief Signs. See page 433. 

Multiple Neuritis (Alcoholic). Characteristics. Delirium is common with halluci- 
nations and extravagancies. In the Korsakoff syndrome or psychosis polyneuritica 
there is loss of memory with pseudoreminiscences, i.e., false notions as to the pa- 
tient’s position in time and space, and fabulous explanations of real occurrences. 

Chief Signs. See page 335. 

Pericarditis with Effusion. Characteristics. Delirium occurs with the hyperpyrexia 
of rheumatic cases and may be accompanied by peculiar mental symptoms (melan- 
cholia, suicidal tendencies). In other cases the condition resembles closely delirium 
tremens. Delirium does not materially affect the prognosis. 

Chief Signs. See page 860. 

Exhaustion Psychosis (Collapse Delirium; Acute Hallucinatory Confusion). Char- 
acteristics. Following a period of restless irritability and insomnia, a condition of 
confusion develops with perplexity, hallucinations, excitement, clouding of conscious- 
ness, disorientation, and dreamy delusions. 

Chief Signs. History of severe exhaustion (hemorrhage, parturition, prolonged 
anxiety and worry, mental shock, convalescence from fevers ) ; complete incoherence; 
fever (up to 106° F.); gastrointestinal symptoms (anorexia, coated tongue, offensive 
diarrhea) ; indicanuria; emaciation; may be stupor. 

Less Common Causes. Brain abscess (acute form) ; suppurative encephalitis; post- 
infection encephalomyelitis; rabies; trypanosomiasis; polioencephalitis; cerebral 
malaria; Sydenham’s chorea; acute endocarditis (cerebral embolism); acute diffuse 
myelitis; frontal lobe tumor (primary or secondary); acute head injuries; cerebral 
hemorrhage; meningeal hemorrhage; internal hydrocephalus; tuberculous meningitis 
(second stage when aroused from stupor); terminal phases of cerebral degeneration; 
cerebral thrombosis; cerebral embolism; senile dementia; arteriosclerotic cerebral 
degeneration; congestive heart failure (terminal); effect of drugs and poisons (sali- 
cylates, belladonna, ergot, lead, carbon monoxide, camphor, hyoscine, alcohol, 
bromides, mushroom poisoning, barbiturates, gold, arsenic, caffeine, amphetamine, 
Opiates, cocaine, insulin overdosage, santonin, quinine, etc); aortic insufficiency 
(toward the end); acute pancreatitis; diabetic ketosis; heat stroke; heat exhaustion; 
hematoporphyrinuria; alkalemia; acidosis; septicemia; insect and spider bites; pyemia; 
erysipelas; scarlet fever; influenza; Weil’s disease; tick fever; trichiniasis; typhus 
fever; paratyphoid fever; typhoid fever; yellow fever, smallpox; rat-bite fever; re- 
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lapsing fever; rickettsial diseases; dysentery (severe); cholera; bronchopneumonia; 
acute osteomyelitis; general paresis; mumps; hysteria; rheumatic fever; scurvy; gan- 
grene of the lung; glanders; hypoglycemia; suppurative tonsillitis; dengue; severe 
anemia; postanesthesia (especially the elderly); withdrawal (addicts). 


DEMENTIA 
(See also Mentality, Changes of, page 842.) 


By dementia is meant a deterioration of the intellectual faculties. 

Schizophrenia (Dementia Praecox). Characteristics. The dementia consists of a 
gradual mental deterioration beginning most often between the ages of 18 and 25 
and tending to be progressive. Certain special types of schizophrenic reaction are 
usually spoken of, depending upon the outstanding presenting symptoms, but all 
have in common withdrawal from reality, building up of barriers against the outer 
world, introversion and, frequently, life of fantasy. The early symptoms common to 
all types consist of increased seclusiveness, loss of interest in the usual occupation, 
inability or difficulty in concentration, and very often preoccupation with one certain 
subject. As the condition progresses every conceivable sort of delusion and halluci- 
nation may be met. Ideas of reference are common. 

Chief Signs. Insidious development with, however, precipitation at times by some 
unusual condition of stress, conflict, or trauma either physical or emotional; may be 
grimaces, contortions, mannerisms, or stereotyped movements; hebephrenic type 
(extreme superficiality, meaningless laughing, absurd gestures, extremely changeable 
moods, hallucinations and delusions which are poorly systematized) ; catatonic type 
(grotesque and bizarre attitudes and postures, facial grimacing, waxy flexibility of 
the limbs, negativism); paranoid type (delusions of persecution with poor systemi- 
zation, other delusions and hallucinations); simple or dementic type (gradual, pro- 
gressive mental deterioration, listlessness, apathy, psychomotor retardation); inac- 
cessibility of the individual; may be physical signs, as emaciation, anorexia, insom- 
nia, tachycardia, convulsions. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica) . Charac- 
teristics. There is a tendency toward progressive dementia, which may commence in 
various ways: 1, with mild exaltation, grandiose conceptions, and euphoria; 2, with 
an alteration of the character; 3, with symptoms of neurasthenia; 4, with melancholia. 
The condition finally reaches a state of profound dementia, in which memory is en- 
tirely in abeyance and the patient pays no attention to his surroundings nor to the 
care of his person. 

Chief Signs. See page 105. 

Senile and Presenile Dementia. Characteristics. Dementia is a gradual process, be- 
ginning usually with a loss of memory for recent events, lack of impressionability, 
lack of ability to recognize faces, marked egotism, irritability. As years go on, a true 
misoneism is developed, so that the patient will not tolerate the slightest deviation 
of the usual order of things. There is marked tendency to reminiscence, the events 
of long ago being vividly recalled, the individual living in a world of former days. 
The condition becomes progressively worse, with failing mental initiative, failure of 
judgment, loss of comprehension of environment, and a purely vegetative existence. 

Chief Signs. Occurrence usually after 60, occasionally earlier (presenile dementia) ; 
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signs of physical deterioration in the skin, hair, voice, eyes, and arteries; may be 
psychotic symptoms (persecutory delusions, childish emotionalism). 

Cerebrovascular Disease (Arteriosclerotic and Hypertensive Dementia). Charac- 
teristics. The dementia is characterized by a progressive failure of the mental facul- 
ties, and local symptoms due to areas of softening in the brain. Some cases develop 
only nervous symptoms with forgetfulness, great irritability, hypochondriacal ideas 
with a paranoid trend, remaining stationary for a long time. Other cases progress 
with epileptiform seizures, development of focal symptoms, and an advancing de- 
mentia that becomes profound. 

Chief Signs. Presence of arteriosclerotic or hypertensive changes; absence of lab- 
oratory findings of paresis. 

Chronic Alcoholism (Alcoholic Dementia). Characteristics. Dementia when pres- 
ent is slow and progressive, manifesting itself by mental enfeeblement, particularly 
in the esthetic and moral spheres, lack of mental application, moral obliquity, forget- 
fulness and loss of memory, enfeeblement of judgment and reasoning faculties. 

Chief Signs. See page 772. 

Cerebral Syphilis. Characteristics. Dementia following other mental symptoms, 
of which forgetfulness with indistinct speech is common, may occur. 

Chief Signs. See page 783. 

Pellagra. Characteristics. Mental features are marked and may progress to pro- 
found depression and ultimately to dementia. 

Chief Signs. Insidious onset with marked spring recrudescences; stomatitis and 
salivation; dyspepsia; muscular weakness and progressive emaciation; severe and 
persistent diarrhea; symmetrical erythematosquamous eruption on the backs of the 
hands, also at times the face, neck, etc., aggravated by sun exposure; diet test (full 
protein allowance and yeast). 

Huntington’s Chorea (Chronic Chorea). Characteristics. There is mental impair- 
ment leading finally to dementia. 

Chief Signs. See page 850. 

Epilepsy. Characteristics. Dementia may develop, especially 1, with frequent at- 
tacks over long periods commencing in early life, 2, in petit mal, the dementia com- 
mencing after the epileptic attacks cease. 

Chief Signs. See page 769. 

Acromegaly. Characteristics. Progressive dementia has been noted following irri- 
tability of temper, marked change in the disposition, and great depression. 

Chief Signs. Onset often in the third decade in tall persons; increase in size of the 
features (hats, gloves, shoes); headache; may be polyuria; bitemporal hemianopsia; 
enlargement of the face, especially the lower jaw; enlargement of the hands and feet; 
kyphosis; may be glycosuria; x-ray of the sella turcica. 

Myxedema. Characteristics. In some cases there is a final condition of dementia, 
accompanied by delusions and hallucinations. 

Chief Signs. Occurrence in females (6 to 1); slowness of mental, muscular, and 
metabolic functions; increase in bulk; languor; solid edema of the subcutaneous tissues 
which does not pit on pressure; expressionless features; puffy eyelids; dry skin; feeling 
of coldness; constipation; slow pulse; low temperature; slow progression; low B.M.R. 
and P.B.I.; therapeutic test (thyroid substance or thyroxin). 

Less Common Causes. Ergotism; tabes dorsalis; amaurotic family idiocy; multiple 
sclerosis; paralysis agitans; cerebral tumor; meningeal hemorrhage; hypoglycemia 
(spontaneous or due to overdose of insulin); cerebral injury (contusion or lacera- 
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tion); subdural hematoma; hydrocephalus; Friedreich’s disease; heat stroke; pachy- 
meningitis hemorrhagica interna; Pick’s (Arnold) disease. 


DEVELOPMENT, RETARDED 
(Physical or Mental) 
(See also Dwarfism and Infantilism, page 801.) 


The physician may be consulted because of backward muscular development 
and/or an apparent intellectual dullness or inattention on the part of an infant or 
child. He must endeavor to determine whether the retardation, physical and/or 
mental, springs from a genetic or congenital aberration, either temporary or perma- 
nent, results from a specific endocrine or neuronal disorder, or is occasioned by nu- 
tritional factors, systemic disease, or other extrinsic influences. The categories to be 
specifically evaluated include: 1, skeletal and dental development, 2, tissue and 
organ status (muscles, fat storage, skin and nails, etc.), 3, sexual development, and 
4, mental development. 

Evaluation of skeletal, dental, and tissue development is accomplished by meas- 
urements of height and body proportions, by an inspection of dentition (see page 
241), by an assessment of voluntary muscle activity, and by x-ray examination of 
the bones (epiphyseal centers) and dentition (abnormalities in the formation of 
tooth buds), the findings being compared with norms which have been established 
for a given age. Thus, for example, in the case of muscular development of the infant 
or child, progression may be roughly summarized as follows: 1, the first voluntary 
movements occurs at four months (head held erect when the trunk is supported); 
2, the ability to sit erect and support the trunk is usually exhibited between the 
seventh and eighth months; 3, the first attempts at weight-bearing on the feet are 
seen by the ninth or tenth month; 4, the child stands with slight assistance at the 
eleventh or twelfth month; and, finally, 5, walking is usually accomplished by the 
twelfth or thirteenth month. 

Sexual development, while of wide variation as to the time of onset, nevertheless 
follows a fairly constant pattern once it has begun, and thus on examination individ- 
ual development in this sphere can be compared to norms which also have been 
established. In the case of boys the average approximate age and sequence of ap- 
pearance of sexual characteristics may be summarized as follows: 1, first growth of 
testes and penis (age 10 to 11 years), 2, appearance of pubic hair (age 11 to 12 
years), 3, rapid growth of the testes and penis and subareolar node of the nipples 
(age 13 to 14 years), 4, appearance of axillary hair, down on the upper lip, and 
deepening of the voice (age 14 to 15 years), 5, facial and body hair and the appear- 
ance of acne (age 15 to 16 years), and, finally, 6, arrest of skeletal growth (age 21 
years). In the case of girls the sequence may be summarized as follows: 1, budding 
of the nipples (age 9 to 10 years), 2, budding of the breasts with the appearance of 
pubic hair (age 10 to 11 years), 3, growth of the external and internal genitalia (age 
11 to 12 years), nipple pigmentation (age 12 to 13 years), 4, appearance of axillary 
hair and menarche (age 13 to 14 years), 5, acne and deepening of the voice (age 16 
to 17 years), and 6, arrest of skeletal growth (age 16 to 17 years). 

Mental development can be judged with a fair degree of accuracy by obtaining 
records of performance in school and thereafter comparing these with the average 
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for age or by more specialized study by a psychologist or psychiatrist with special 
psychometric testing. 

Cretinism. Characteristics. Failure to grow and to develop mentally are usually 
the first things to attract attention. The body is greatly dwarfed. The extremities, 
fingers, and toes are short and thick. With cretins of 10 years of age or even more, 
the relative infantile proportions of the body are maintained. There is a characteristic 
facies. (See under Characteristic or Peculiar Facies, page 43.) 

Chief Signs. See page 43. 

Rickets (Rachitis). Characteristics. The child does not hold up its head, sit alone, 
or make efforts to stand or walk at the proper time; when improvement of the rickets 
begins, however, it usually goes steadily forward, and a rachitic child, though it usu- 
ally retains the evidence of the disease in various residual deformities, usually de- 
velops normally in other respects. 

Chief Signs. See page 772. 

Idiocy, Imbecility, Moronism (Feeblemindedness). Characteristics. Idiocy in- 
cludes those individuals who never develop beyond the mental age of an average 
child of 2 years; imbecility, those who never acquire a higher degree of mentality 
than the average child of 7; and moronism (condition of being a moron), those in- 
dividuals who do not acquire a higher degree of mentality than children of 12. A 
high degree of mental deficiency can usually be recognized very early; the lesser 
degrees require longer observation and sometimes special tests (Binet-Simon, etc.). 

Infantile Cerebral Diplegia (Little’s Disease ). Characteristics. The general physi- 
cal development of the child is often interfered with, so that he remains small and 
delicate, or perhaps dies of some acute disease in early infancy, never having been 
able to sit erect, or even support his head. In other cases the general nutrition is not 
affected, and life may be prolonged indefinitely, but usually with some mental im- 
pairment. This is seen in all degrees; it may be so slight as not to be noticed until the 
child is 2 or 3 years old, or the child may be idiotic. Often these children are not able 
to stand until they are over 3 years old and do not walk alone until they are 4 or 5 
years old, and then with a peculiar crosslegged gait owing to spasm of the thighs. 

Chief Signs. See page 703. 

Chondrodystrophy (Achondroplasia). Characteristics. This dystrophy of the epi- 
physeal cartilages, in consequence of which the epiphyses and diaphyses are prema- 
turely united, produces a variety of dwarfism. 

Chief Signs. See page 715. 

Chronic Internal Hydrocephalus. Characteristics. For a time the nutrition is well 
maintained, but when the head enlarges markedly, the body wastes and the dispro- 
portion between the two may seem greater than it really is. Even though the progress 
of the disease is slow the development of the child is greatly retarded. Intelligence in 
most Cases is interfered with, in some cases only slightly, in others very markedly, 
while some are idiotic. 

Chief Signs. See page 13. 

Less Common Causes. Mongolism; Turner’s syndrome; progeria; ‘osteogenesis 
imperfecta; cleidocranial dysostosis; congenital heart disease; congenital polycystic 
kidneys; fibrocystic pulmonary disease; starvation; anorexia nervosa; sprue; cystic 
fibrosis of the pancreas; celiac disease; diabetes mellitus; diabetes insipidus; intestinal 
parasites; malaria; syphilis; bronchial asthma; Klinefelter’s syndrome; tumor in the 
area of the hypothalamus; primary ovarian deficiency; adiposogenital dystrophy; 
phenylpyruvic oligophrenia. 


Diarrhea, Acute 789 


DIARRHEA, ACUTE 


(See also Stools, Blood in, page 921; Stools, Mucus in, page 924; and Stools, 
Pus in, page 926.) 


Numerous watery actions may occur following some severe emotional disturbance 
such as fright or shock. Acute infectious diseases are frequently associated with diar- 
rhea. 

Simple Acute Diarrhea (Acute Enterocolitis; Acute Infectious Nonbacterial Gas- 
troenteritis, Afebrile). Characteristics. The number of stools varies from 3 or 4 to 
15 or 20 per day, and the attack lasts 24 to 72 hours. The character of the stool is 
usually watery, light brown, gray, or greenish, flaked with mucus, and often foul- 
smelling. Blood is rarely present. The etiology is often not known or not discovered, 
but at times enteroviruses which are usually members of the ECHO group have been 
implicated. 

Chief Signs. Acute onset, often with an entire family being stricken simultaneously; 
may be nausea and vomiting; anorexia; thirst; may be slight fever; colicky abdominal 
pain; may be abdominal distention and tympanites; borborygmi; may be prostration 
and collapse (severe cases); may be tenderness over the colon; normal or slightly 
elevated leukocyte count; self-limited course. 

Acute Diarrhea in Infants. Characteristics. Several clinical groups are recognized: 
1, diarrhea from overfeeding, 2, diarrhea in association with stomatitis of virus ori- 
gin, 3, acute food poisoning, 4, parenteral diarrhea, 5, diarrhea due to intestinal infec- 
tion, and 6, epidemic diarrhea of the newborn. In the case of overfeeding, the stools 
are usually yellowish green to green and contain undigested material and mucus. 
Diarrhea of this origin is somewhat more apt to occur in the newborn who is being 
started on an artificial formula than in older infants, and may or may not be accom- 
panied by vomiting. In diarrhea associated with stomatitis of virus origin the condi- 
tion is observed mainly in epidemics and occurs as a rule in small infants, usually 
under the age of seven months; as a rule both diarrhea and stomatitis are mild and 
the condition self-limited. Acute food poisoning (see below) as a cause of diarrhea 
in infants, while relatively rare, is of importance because of its severe fulminating 
course. There is an abrupt onset with marked evidence of toxicity, fever, vomiting, 
stupor, and loss of muscle tone. Initially the stools may be normal, but soon severe 
diarrhea appears, the stools containing much undigested material. Parenteral diar- 
rhea is probably an infrequent condition, but is occasionally encountered in infants 
as a complication of infections remote from the intestinal tract. In the case of diar- 
rhea due to intestinal infection any of the known intestinal pathogens may infect 
infants, and the onset and course vary tremendously. In general, blood and pus in 
the diarrheal stool are evidence in favor of mucosal invasion by an infective agent 
(typhoid, salmonella, dysentery). In the case of bacillary dysentery the stools vary 
in number from 5 to 30 per day, rapidly become devoid of fecal material, tend to be 
green, occasionally brown, and contain considerable amounts of water and mucus 
and often blood and pus. The clinical picture of epidemic diarrhea of the newborn 
is characterized by an acute onset with frequent watery stools, weight loss, and the 
rapid development of toxemia. The stools are forcibly expelled, are more often yel- 
low than green or brown, and contain no blood and little or no mucus. 

Chief Signs. Occurrence usually between infancy and 18 months; overfeeding, 
too rapid addition of formula, injudicious feeding of foods, may or may not be vomit- 
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ing, subsidence with correction of causative factor (in diarrhea of overfeeding) ; 
epidemic, mild diarrhea with stomatitis (in diarrhea in association with stomatitis of 
virus origin); abrupt onset, marked toxicity, fever, vomiting, stupor, loss of muscle 
tone, rapid development of metabolic disturbances, frequent fatality (in acute food 
poisoning); presence of an infection remote to the intestinal tract (in parenteral 
diarrhea); some fever, initial mild or moderate toxicity, may or may not be vomit- 
ing, eventual metabolic disturbances, blood and pus in the stool (in intestinal infec- 
tion); abrupt onset, watery stools, weight loss, rapid onset of toxemia, marked de- 
hydration, slight temperature elevation, may be vomiting, epidemic, rapid course 
with a high mortality rate (in epidemic diarrhea of the newborn); exclusion of intra- 
abdominal conditions (Meckel’s diverticulum, intussusception); culture of sus- 
pected food; culture of stool. 

Bacterial Food Poisoning (Staphylococcal, Streptococcal, Salmonella). Charac- 
teristics. In mild cases of staphylococcal and streptococcal food poisoning nausea 
and vomiting may occur without diarrhea or there may be cramps and diarrhea 
without vomiting; in the moderately severe cases there are frequent, sometimes dys- 
enteric stools; and in severe cases the diarrhea is severe and accompanied by much 
tenesmus, and the stools are often the choleraic type, or bloody and full of mucus, of 
a dysenteric character. In the case of salmonellosis other than typhoid fever three 
major syndromes are seen in man: enteric fever, septicemia, and acute gastroenteri- 
tis. In the first two syndromes, while diarrhea may occur, it is by no means universal. 
On the other hand, in the acute gastroenteric form there may be an abrupt onset of 
severe diarrhea associated with fever, headache, abdominal pains, nausea and vomit- 
ing, or, if the exposure is small or the infection due to organisms of low virulence for 
man, gastroenteritis may be mild, so that diarrhea, cramps, and slight fever are the 
only manifestations of infection. 

Chief Signs. Occurrence in several persons who have consumed the same food; 
sudden onset | to 6 hours (staphylococcal), 5 to 18 hours (streptococcal), or 6 to 
48 hours (salmonella) after eating; general abdominal pain; nausea and vomiting; 
headache; cold sweats; variable temperature; bacteriologic examination of the stools 
(Salmonella typhimurium, Salmonella aranienburg, Salmonella newport), agglutina- 
tion reaction; bacteriologic examination of suspected foods. 

Typhoid Fever. Characteristics. While constipation is common during the first 
two weeks of the disease, diarrhea is not uncommonly observed during the third or 
fourth week, with the passage of several watery, grayish or greenish stools. 

Chief Signs. Occurrence usually in the autumn; insidious onset; headache, languor, 
bronchitis, tender and slightly distended abdomen; continuous fever (103 to 105° 
F.), rising and falling by “steps”; pulse, slow compared with the fever; rose spots 
(appearing from the seventh to the tenth day on the back and abdomen); sordes; 
may be palpable spleen; prostration and delirium; often obstinate constipation; may 
be intestinal hemorrhage or perforation (third week); leukopenia; positive Widal 
(after the seventh to tenth day); positive blood culture (first week); duration four 
to six weeks; may be relapses, recrudescences, complications, sequelae. 

Bacillary Dysentery. Characteristics. From the onset there may be almost continu- 
ous, frequent, small stools, containing at first mucus, then blood and mucus, or clear 
blood. A few initial stools may empty the intestine of fecal matter. 

Chief Signs. Sudden onset; diffuse abdominal pain with tormina and tenesmus; 
variable temperature (high or low); pulse rapid and small; dry, inelastic skin; vomit- 
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ing; muscular cramps; collapse; bacteriologic examination of the feces (Shiga-Flexner 
bacillus) ; agglutination test. 

Acute Amebic Dysentery. Characteristics. After a short period of slight diarrhea 
there are frequent evacuations of the bowel, and the feces is mixed with mucus, 
blood, and pus. During the first few days these stools contain some fecal matter, but 
later they consist of mucus, blood, and pus only. The number of stools may reach 
20 or even 30 within 24 hours. In some cases large sloughs are passed. 

Chief Signs. Occurrence mainly tropical; acute onset; abdominal pain and tenes- 
mus; moderate fever; emaciation; may be collapse with death, recovery, or develop- 
ment of chronic diarrhea; presence of the Entamoeba histolytica in the stools; sig- 
moidoscopy. 

Cholera Asiatica. Characteristics. There is a stage of preliminary diarrhea, lasting 
for one or two days. The diarrhea increases and collapse ensues. The feces are at 
first yellowish in color but soon become grayish white and look like turbid whey or 
rice water; there are found in them numerous small flakes of mucus and granular 
matter and at times blood. 

Chief Signs. Occurrence in the tropics, especially in the early autumn; acute on- 
set; vomiting; muscular cramps; progressive exhaustion; thirst; subnormal tempera- 
ture; collapse (lasting 3 to 24 hours), followed by death or reaction; presence of 
the comma bacillus in the stools; appropriate agglutination testing of suggestive col- 
onies from cultures. 

Acute Appendicitis. Characteristics. Although constipation is the rule, the attack 
may set in with diarrhea, particularly in children. 

Chief Signs. See page 763. 

Influenza. Characteristics. In the gastroenteric form, which is rare in the United 
States, there is profuse diarrhea. 

Chief Signs. Acute onset; abdominal pain; may be nausea and vomiting; no respir- 
atory symptoms; fever; slow pulse compared to the fever; may be jaundice; may be 
palpable spleen; marked prostration; short duration, followed by marked asthenia. 

Mercury Poisoning. Characteristics. There is constant purging with very fluid, 
sometimes rice water stools. Blood and fragments of mucous membrane are present 
in the feces. 

Chief Signs. History of ingestion of the poison; nausea and vomiting; stomatitis; 
salivation; abdominal pain and tenesmus; oliguria and albuminuria; collapse. 

Less Common Causes. Poisoning (arsenic, mushroom, alcohol, cadmium chloride, 
zinc, carbon tetrachloride, insecticides, iodine, lye, methyl chloride, phosphorus, 
bismuth, etc.); drug administration with or without hypersensitivity or overdosage 
(ergotamine, Prostigmine, physostigmine, pilocarpine, posterior pituitary extract, 
laxatives, antihelminthics, antibiotics, especially tetracycline and streptomycin, bis- 
muth, colchicine, cumarin anticoagulants, digitalis, emetine, nitrogen mustard, thio- 
cyanates, malaricides, iodides, iodine, iron, para-aminosalicylic acid, etc.); food 
allergy; protozoal and helminthic infections (trichinosis, uncinariasis, giardiasis, 
trichomoniasis, dracunculosis, balantidiasis, falciparum malaria, etc); dietary indis- 
cretion; uremia; cholemia; pernicious anemia (periodic acute attacks); Addison’s 
disease (periodic acute attacks ) ; hyperthyroidism (periodic acute attacks) ; carcinoma 
of the rectum or colon (diarrhea may begin suddenly); fecal impaction (pseudo- 
diarrhea) ; occlusion of the mesenteric vessels (embolism, thrombosis, inflammatory 
or degenerative process obliterating the lumen, external pressure or constriction, 
trauma, etc.); diabetes mellitus (periodic acute attacks); pelvic inflammatory dis- 
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ease (may be acute diarrhea); intussusception; middle ear and mastoid infection 
(in children) ; acute infectious diseases (measles, scarlet fever, brucellosis, erysipelas, 
smallpox, anthrax, Weil’s disease, acute infectious hepatitis, klebsiella pneumonia, 
psittacosis, poliomyelitis, relapsing fever, etc. ); achlorhydria (?); Oroya fever 
(bartonellosis); carcinoid syndrome (recurrent acute attacks); coccidiosis; colon 
bacillus infections; acute pseudomembranous enterocolitis (antibiotics); myiasis; 
massive exsanguination; purpura; radiation injury; narcotic addiction (withdrawal) ; 
pelvic abscess; pneumococcal peritonitis; croupous or diphtherial enteritis; adrenal 
crisis. 


DIARRHEA, CHRONIC 


(See also Feces, Incontinence of, page 813; and Steatorrhea, page 916.) 


In chronic diarrhea special attention should be paid to the examination of the 
stools with reference to the amount of mucus, the presence of pus and blood, the 
occurrence of parasites, and the state of digestion of the food. Besides the routine 
physical examination and examination of the stools, it may be necessary to make a 
digital examination of the rectum, a sigmoidoscopic examination, a gastric analysis, 
and an x-ray study of the gastrointestinal tract. 

Nervous Diarrhea (Functional Diarrhea). Characteristics. This form has its onset 
often after severe excitement, worry, or shock, the productive stimuli being either 
psychic or reflex, or both. The onset of an attack is often quite sudden, associated 
with a gurgling sensation in the abdomen, while the patient is still enjoying good 
health. The stools are quite liquid in character, and are accompanied with but little 
annoyance in the abdomen. Between the attacks the patient experiences but little 
discomfort and can partake of all varieties of food with impunity. The attacks recur 
at shorter or longer intervals, at times so frequently as to render the patient ex- 
tremely weak. In some cases the diarrhea tends to recur after meals (lienteric). 
Many cases of so-called morning diarrhea are of this type. A tendency to diarrhea 
may accompany the anxiety neurosis. 

Chief Signs. Absence of other causes; presence of nervous elements; maintenance 
of general health and nutrition. 

Chronic Ulcerative Colitis. Characteristics. There is a history of an acute attack 
lasting 8 to 14 days, succeeded by a chronic stage which may continue for years, 
interrupted now and then by violent acute exacerbations of the symptoms. The 
stools are frequent, usually small, often passed with some straining, and contain 
mucus, blood, and pus. The movements are often bile-stained, and the blood may 
be present in the form of clotted lumps or uniformly mixed, the latter circumstance 
causing the motions to look like anchovy sauce. 

Chief Signs. Severe, diffuse colicky pain; may be tenesmus; abdominal distention 
and colonic tenderness; tongue clean or only slightly furred; temperature variable 
(high or low); rapid pulse; wasting, debility, anemia; rectal examination (ulceration 
of miliary type ) ; sigmoidoscopy; X-ray. 

Regional Heitis (Regional Enteritis; Crohn’s Disease). Characteristics. Many 
cases have a diarrhea of two to six large stools daily which are watery, mushy, or 
semisolid, usually without visible evidence of blood or pus. 

Chief Signs. Usually an insidious onset; cramping or colicky abdominal pain (peri- 
umbilical or right lower quadrant); afternoon fever; presence of fistulas (perirectal 
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abscess, fistula in ano, abdominal wall); general debility; emotional disturbances; 
may be a mass in the lower abdomen; abdominal distention; anemia, slight or mod- 
erate leukocytosis, elevated sedimentation rate; x-ray; laparotomy. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Diarrhea is some- 
times a very troublesome symptom. It may be due simply to toxicity, or to nonspecific 
enterocolitis or intestinal ulceration. It may come on early, but is more usually a 
symptom of the later stages. There is usually pain in the lower abdomen, most severe 
before the passage of the stool and after taking food. The stools may be very fre- 
quent, and at times may contain small quantities of blood. Mucus is usually mixed 
with the feces. 

Chief Signs. See page 451. 

Chronic Constipation (Intestinal Stasis). Characteristics. There are three well- 
marked varieties that may give rise to persistent diarrhea. If the contents remain for 
an unusually long period of time in a dilated, prolapsed cecum, fermentation is pro- 
duced which is followed by diarrhea. In another form the feces is impacted and 
channeled, and there are periods of diarrhea accompanied by abdominal pain and 
distention; stercoral ulcers may be present and increase the tendency to diarrhea. 
In spastic conditions there may develop an irritability of the lower bowel with the 
frequent expulsion of small round scybalae or the passage of watery stools contain- 
ing mucus. 

Chief Signs. See page 764. 

Chronic Intestinal Obstruction (Carcinoma of the Colon; Strangulation; Stricture; 
Impacted Feces). Characteristics. While the obstruction is incomplete, alternating 
constipation and diarrhea occur, the latter due to irritation of scybalae which ac- 
cumulate above the obstruction. In association with the diarrhea there is abdominal 
distention, colic, and possibly tenesmus, with difficulty often in expelling gas. The 
stools are small, liquid, offensive, and at times contain mucus. As the bowel becomes 
almost completely blocked, dilatation is noted in the area above the obstruction, and 
in consequence the diarrhea is increased, inasmuch as liquid stools only can pass 
the obstructed area. “Morning diarrhea” may occur. 

Chief Signs. Chronic intestinal disturbance; intermittent colicky pain; visible peri- 
stalsis and distention; may be palpable tumor (due to intermittent spasm of the in- 
testine, or to growth, or a fecal mass); anemia, wasting, ill health; examination of 
the feces (blood, especially in carcinoma) ; sigmoidoscopy; x-ray study. 

Irritable Colon (Spastic Colitis; Adaptive Colitis). Characteristics. While consti- 
pation is ordinarily a prominent symptom, diarrhea is occasionally observed, and 
may occur during the attacks of colic or when the colic has subsided, and when the 
discharges of mucus and feces have been passed into the lower bowel, thereby ex- 
citing active peristalsis. The liquid movements always contain much mucus in the 
form of shreds, bands, or even complete casts of the bowel. 

Chief Signs. See page 766. 

Chronic Amebic Dysentery. Characteristics. The special characteristic is alternat- 
ing periods of constipation and diarrhea. These may occur over a period of from 
six months to a year or more. The disease may follow an acute attack or may be sub- 
acute from the start, and gradually passes into the chronic stage. Alternating periods 
of improvement with attacks of diarrhea are the rule, and slight errors of diet are 
apt to be followed at once by an increase in the number of stools. The motions con- 
sist of mucus, blood, and fecal matter intimately mixed; small masses of blood- 


tinged mucus may be passed. 
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Chief Signs. History of residence in the tropics (though not necessarily); onset 
often gradual, not uncommonly an initial diarrhea; chronicity; may be hepatic ab- 
scess; emaciation slight; presence of the Entamoeba histolytica in the stools; thera- 
peutic test with emetine or chloroquine; complement fixation test. 

Carcinoma of the Rectum. Characteristics. There is usually an initial period of 
constipation. Gradually, however, diarrhea sets in; the movements, accompanied 
by straining, are usually small, at first soft, then liquid, then decomposed. When 
examined carefully, blood, mucus, and pus are demonstrable in the feces. The mo- 
tions are often explosive and tend to occur in the early morning. 

Chief Signs. Constant passage of flatus through the anus; pressure and fullness in 
the rectum; sacrococcygeal backache; anorexia; emaciation; digital examination re- 
vealing tumor and ulceration; proctoscopy. 

Exophthalmic Goiter (Graves’ Disease ). Characteristics. Attacks of diarrhea may 
occur from time to time and may be very severe and distressing. Vomiting may occur 
at the same time. 

Chief Signs. See page 307. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. Diar- 
rhea is one of the common gastrointestinal disturbances and may be profuse. 

Chief Signs. See page 738. 

Pernicious Anemia. Characteristics. In fully one half the cases diarrhea occurs at 
some time during the course. Periodic attacks or crises are apt to occur with parox- 
ysms of pain. In an occasional case the diarrhea may persist for months. It is re- 
sistant to all palliative treatment but responds readily to liver extract or vitamin By». 

Chief Signs. See page 703. 

Primary Tuberculosis of the Intestine. Characteristics. Diarrhea may be exceed- 
ingly obstinate. It is similar to that of chronic enterocolitis, but hemorrhages occa- 
sionally occur. In advanced cases tuberculous peritonitis may be associated, and 
there are also often enlarged mesenteric lymph nodes (tabes mesenterica). 

Chief Signs. Occurrence in children; may be localized abdominal pain or tender- 
ness; may be fever; may be abdominal masses (sacculated peritonitis or tuberculous 
glands); may be tubercle bacilli in the feces (bovine or human form); positive 
tuberculin test. 

Sprue. Characteristics. The diarrhea of sprue is of two kinds, one chronic and 
habitual, and the other acute. When the onset of the disease is insidious, as it often 
is, episodes of loose stools may recur at irregular intervals without becoming very 
bothersome. At other times the onset may be abrupt and explosive, with diarrhea 
occurring at first in attacks which last for several days, weeks, or longer, and later as 
the disease progresses the diarrhea becomes continuous. During attacks the stools 
are characteristically soft, bulky, frothy, greasy, light-colored, foul-smelling, and 
nonbloody, but at times they may be watery and without evidence of steatorrhea. 
The number of motions varies but is rarely greater than 15 per day. Nocturnal 
movements are common. 

Chief Signs. See page 916. 

Chronic Diverticulitis. Characteristics. Alternate attacks of constipation and diar- 
rhea may occur in diverticulitis of the sigmoid and rectum, of the coprostatic type 
(irritation due to hard fecal masses). There may be passage of slime and blood. 

Chief Signs. Occurrence in middle age or later, in males more commonly, and usu- 
ally in stout individuals with chronic constipation; may be history of acute attacks 
(pain, tenderness, rigidity in the left lower quadrant, with or without a mass) ; tumor 
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present in 50 per cent of cases, with a tendency to vary in size from time to time; 
X-ray study. 

Chronic Myeloid Leukemia. Characteristics. Recurring attacks of diarrhea may 
occur as part of the gastrointestinal disturbances, most exhausting to the patient and 
occasionally accompanied by serious hemorrhages. A free diarrhea may reduce the 
size of the spleen. 

Chief Signs. See page 585. 

Celiac Disease (Gee-Herter Disease). Characteristics. The bowels alternate be- 
tween constipation and diarrhea, the former being more frequently present. With 
diarrhea the stools are often not very frequent, not exceeding four or five a day, 
but they are large, gray, green, or brown in color, acid in reaction, often frothy, 
offensive, and always contain undigested food. A stool in many cases is often excited 
by taking food. From time to time large quantities of mucus may be passed. The 
chemical analysis of the stools shows that the chief solid constituent is fat. 

Chief Signs. See page 916. 

Nontropical Sprue (Adult Celiac Disease). Characteristics. The diarrhea is simi- 
lar to that of tropical sprue and celiac disease. 

Chief Signs. See page 916. 

Addison’s Disease. Characteristics. Attacks of diarrhea are frequent and come on 
without obvious cause. 

Chief Signs. See page 206. 

Pellagra. Characteristics. In some but by no means the larger number of cases 
there is a tendency to some looseness of the bowels; this appears mainly in advanced 
though not necessarily long-standing cases, but may be an early symptom. The loose- 
ness may be irregular and variable in degree, the stools becoming either soft or 
mushy, or watery in serious cases. The diarrhea is in some cases distinctly nocturnal 
and may be so severe as to lead to death through exhaustion. The odor of the stools 
is invariably foul. 

Chief Signs. See page 786. 

Carcinoma of the Pancreas. Characteristics. Diarrhea occasionally follows the 
initial period of constipation and becomes more and more intense, and occasionally 
fatty stools are observed. The stools are pale or white, very offensive, and show, on 
cooling, solidified fat masses; microscopically they show an excess of fat globules, 
fatty acid crystals, and undigested muscle fibers and starch granules. 

Chief Signs. See page 519. 

Chronic Nonspecific Enterocolitis (Chronic Catarrh of the Intestines; Chronic 
Ileocolitis; Chronic Catarrhal Enteritis; Chronic Diarrhea; Chronic Intestinal Indi- 
gestion; Dysentery). Characteristics. There is usually a persistent diarrhea extending 
over several years with frequent acute attacks associated with pain over the colon, 
and tenesmus. The stools are usually thin and watery, offensive, and contain con- 
siderable mucus, together with blood and pus at times. The number of stools vary 
from three or four to eight or ten a day, though there may be periods of relief when 
the stools may become solid and the patient even constipated. 

Chief Signs. Chronicity; variability of symptoms, more pronounced when diarrhea 
occurs; weakness and depression; periodic, colicky abdominal pain; abdominal dis- 
tention (enteritis); abdominal flaccidity and colonic tenderness (colitis); sigmoid- 
oscopy and x-ray, with elimination of specific causes of diarrhea. 

Less Common Causes. Postoperative diarrhea (gastrojejunostomy, gastroenteros- 
tomy, gastric resection, gastroileostomy, pyloroplasty, resection of the bowel); idio- 
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pathic dilatation of the colon; cirrhosis of the liver; chronic pancreatitis; stricture 
of the rectum; chronic gastritis; achylia gastrica (?); gastrojejunocolic fistula; cho- 
lemia; chronic cholecystitis; chronic uremia; gastric retention and dilatation; alco- 
holism; congestive heart failure; galactosuria; hypervitaminosis D; benign tumors of 
the rectum and colon (especially multiple polyposis ) ; intestinal lipodystrophy (Whip- 
ple’s disease); hypoparathyroidism; purpura; diabetic neuropathy; enterogenous 
cyanosis; Cushing’s syndrome; polyarteritis nodosa; syphilis of the intestine; tabes 
dorsalis; hill diarrhea; amyloid disease; factitial proctosigmoiditis (postradiation ) ; 
cystic fibrosis of the pancreas; tuberculous disease of the mesenteric nodes (fatty diar- 
rhea); Hodgkin’s disease (abdominal node enlargement) ; chronic appendicitis; fer- 
mentative diarrhea; lead poisoning; abscess of the liver; carcinoma of the stomach; 
chronic arsenic or arsine poisoning; relapsing fever; lymphopathia venereum; benign 
tumor of the stomach or duodenum; food allergy; trench diarrhea; Trichomonas 
hominis infection; general tuberculosis (typhoidal form); gout (retrocedent) ; intes- 
tinal and hepatic distomiasis; intestinal taeniasis, pernicious malaria; intestinal myia- 
sis, Strongyloides intestinalis infection, clonorchiosis; Banti’s syndrome; carcinoma 
of the liver; ulcerative endocarditis; Raynaud’s disease; rickets; syphilis of the liver; 
galactosemia; pancreato-intestinal infantilism; kwashiorkor; carcinoid syndrome; 


trichocephaliasis. 


DIZZINESS 
(Lightheadedness; Giddiness; “Swimming in the Head”’) 
(See also Vertigo, page 957.) 


Dizziness is to be distinguished from vertigo (see page 957). It is difficult to 
describe. There is a feeling of uncertainty or unsteadiness in the head not associated 
with the rotary movement of objects or incoordination. Dizziness is a common com- 
plaint. Fatigue and malnutrition are common causes. Intoxications of whatever 
cause and acute infectious diseases produce it. Excessive smoking is one of these. 
Alcoholism is a common cause. Frequently no cause can be established, and in such 
cases the dizziness subsides usually within days or weeks. Dizziness usually disap- 
pears when the individual is recumbent. It may be constant while he is walking or 
occur only transitorily on sudden rising, turning of the head, and stooping. 

Neurosis. Characteristics. In states of prolonged tension or anxiety dizziness is 
common on change of position or walking. It is not present during recumbency. 

Chief Signs. History of emotional stress; may be psychosomatic complaints; elimi- 
nation of organic disease. 

Motion Sickness (Sea Sickness; Air Sickness; Car Sickness). Characteristics. Diz- 
ziness is common, Vertigo is rare. 

Chief Signs. Nausea and vomiting; excessive salivation; pallor and cold sweats; 
mental depression. 

Essential Hypertension. Characteristics. Intermittent dizziness may occur but is 
not as common as is often stated. 

Chief Signs. See page 748. 

Cerebral Arteriosclerosis. Characteristics. Giddiness and headaches are common, 
especially in patients in whom there have been small cerebral thromboses with soft- 
ening. 

Chief Signs. Old age; feebleness; loss of memory; psychic depression, 
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Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
Giddiness is a common symptom. 

Chief Signs. See page 490. 

Effect of Ganglionic Blocking Drugs for Hypertension. Characteristics. Dizziness 
and even syncope occur from postural hypotension when the dose of any of these 
drugs is excessive. Occasionally hypotension occurs for no apparent reason when 
the dose has not been excessive most of the time. 

Hyperventilation Syndrome. Characteristics. Lightheadedness is a prominent 
symptom if respirations are deep and rapid for a lengthy period. 

Chief Signs. Tension state; difficulty in getting a breath (sighing respirations) ; 
numbness and tingling of the hands, feet, and face; buzzing in the head; may be 
syncope; may be tetany; may be precordial discomfort. 

Less Common Causes. Severe anemia; cerebral concussion; fracture of the skull; 
migraine; oculomotor imbalance; acute and chronic otitis media; ceruminosis; anky- 
losis of the stapes; acute mastoiditis; obstruction of a Eustachian (aural) tube; acute 
gastroenteritis; acute gastritis (vertigo ab stomacho laeso) ; chronic gastritis; enceph- 
alitis; carotid sinus syndrome; idiopathic postural hypotension; aura of epileptic at- 
tacks; traumatic hysteria; paroxysmal tachycardia; hydrocephalus; exophthalmic 
goiter; congestive heart failure; aortic regurgitation; postinfluenzal syndrome; food 
poisoning; dilatation of the stomach; sunstroke; meningitis; cerebrovascular throm- 
bosis; apoplexy; multiple sclerosis; caisson disease; high altitude sickness; Adams- 
Stokes syndrome; ruptured ectopic pregnancy; Addison’s disease; myasthenia gravis; 
chronic renal insufficiency; polycythemia rubra vera; secondary polycythemia, pel- 
lagra; pulmonary arteriovenous fistula; chemical poisoning (carbon tetrachloride, 
benzine, arsenic, arsine, phosphorated hydrogen) ; chronic carbon monoxide poison- 
ing; acoustic neurinoma; cerebellopontine angle tumor; plague; kala-azar; crypto- 
coccosis; dracunculosis; methemoglobinemia; sulfhemoglobinemia; ptomaine poi- 
soning. 


DROWSINESS, SOMNOLENCE, STUPOR 
(See also Coma, page 758.) 


Drowsiness applies to a condition of slight sleepiness which is unpleasant and ir- 
resistible. It naturally accompanies fatigue and commonly follows a hearty meal. It 
may occur in the convalescence from febrile diseases and in the course of chronic 
wasting diseases. The most common example, however, is probably that of an anemic 
young woman who suffers from diurnal drowsiness and nocturnal wakefulness. A 
combination of exhaustion with extreme cold produces intense drowsiness which 
places the individual in danger of being frozen to death. 

Somnolence is a condition more or less analogous to natural sleep, but occurring 
under unnatural circumstances. A severe fit of epilepsy is followed by a period of deep 
somnolence. The hypnotic trance is similar in some respects to natural sleep. Stupor 
differs from somnolence only in degree; it is a condition of deeper sleep from which 
the patient can be aroused, distinguishing it from coma, from which the patient can- 
not be aroused. Obese individuals may be inclined to drowsiness. Lethargy is syn- 
onymous with stupor. In states of asphyxia a short period of somnolence precedes 


the appearance of coma. 
Acute Alcoholism. Characteristics. The narcotic effects of alcohol begin to be 
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manifest from the very first and are developed according to circumstances, in propor- 
tion to the quantity absorbed. The individual passes from drowsiness or somnolence 
into stupor. The unconsciousness is rarely so deep that the patient cannot be aroused 
to some extent, and in reply to questions he mutters incoherently. 

Chief Signs. See page 737. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. Somnolence, 
lethargy, sleepiness, or stupor is the most common and striking clinical symptom of 
the disease, both from the onset and through at least the earlier stages; sometimes 
slow in appearance, at others little evident, the symptom ranges from drowsiness to 
deep sleep, out of which the patient is with difficulty stirred; there may be attacks of 
irresistible somnolence, brief periods of light sleep, a continuous sleepy state, or 
unbroken slumber. The patient may, however, be aroused easily when apparently in 
deep stupor, and when aroused shows a normal intellectuality, being well oriented, 
having a good memory, and often showing a surprising keenness of perception and 
realization of what is taking place about him; left to himself, however, sleep again 
overpowers him. In some instances, especially in the abortive type and in the paral- 
ysis agitans type, the degree of somnolence is light. In more advanced stages the 
sleep resembles coma. The sleep may be interrupted by delirium, tremor, and ex- 
ceptionally by convulsions. 

Chief Signs. Sudden onset with at times headache, malaise, slight fever, aches and 
pains, apathy and asthenia, increasing drowsiness and actual sleep; may be initiated 
at other times with unrest, choreiform movements, myoclonic twitching, cervical 
nerve or limb palsies, excitement, hypomania, hallucinations, and confusion; at other 
times may be initiated by complaints of vertigo, vomiting, diarrhea, and neuralgia; 
lethargy, sleepiness, stupor, or drowsiness; may be stiffness and pains in the neck; 
variable fever; coarse tremor; emotionalism; whispering monotonous speech or dys- 
arthria; moderate leukocytosis; spinal fluid normal or slightly altered. 

Cerebral Syphilis. Characteristics. Attacks of somnolence from which the patient 
may be aroused for brief periods only may be an early symptom in some cases, al- 
though intractable insomnia is probably more common. 

Chief Signs. See page 783. 

Cerebral Abscess. Characteristics. In cases not running a very acute course, drow- 
siness with slow cerebration may be a striking symptom. Later stupor and coma 
develop. The somnolence is apt to be increased during the evening rise of tempera- 
ture. In the stage of activity and just before rupture, there is typical mental hebetude, 
somnolence, and often delirium. 

Chief Signs. See page 492. 

Cerebral Tumor. Characteristics. Certain tumors of the brain, especially those in 
the region of the floor of the third ventricle, are associated with early and persistent 
drowsiness and apathy. Elsewhere in the brain, tumors may also produce drowsiness 
at a late stage of the disease, probably from increased intracranial pressure, though 
in these cases the condition more nearly approaches coma and ultimately merges 
into it. The drowsiness is subject to exacerbations and remissions, and is usually 
more marked during the periods of severe headaches. When aroused the patient can 
give an account of himself and is oriented for time and place. 

Chief Signs. See page 773. 

Concussion of the Brain. Characteristics. The symptoms vary from temporary 
giddiness or stunning to collapse and death. In a well-marked case there is somnolence 
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or unconsciousness which is rarely complete, in that the patient may be partly aroused 
by stimulation, as by shouting and pricking the soles of the feet. 

Chief Signs. See Head Injury, page 758. 

Purulent Leptomeningitis (With Cerebral Abscess or Sinus Thrombosis). Charac- 
teristics. If in the course of suppurative otitis media the patient develops mental 
hebetude with a tendency to somnolence, headache, and increase of temperature, 
this complication is probably present. 

Chief Signs. History of purulent otitis media, usually chronic; symptoms of menin- 
geal irritation or compression (headache, slight fever, pressure pain, rapid or slow 
pulse, vomiting, stiffness of the neck, choked disk) ; may be doughy swelling and ten- 
derness on pressure about one inch behind the ear canal; x-ray. 

Serous Meningitis—Ventricular Syndrome (Idiopathic Internal Hydrocephalus, 
Angioneurotic Hydrocephalus). Characteristics. In the chronic form somnolence 
may be an important symptom, associated with other symptoms similar to those 
found in brain tumors, such as headache and optic neuritis. 

Chief Signs. Slight fever; delirium; vomiting; papilledema; exophthalmos; spasm 
and rigidity of the muscles; cranial nerve paralysis; dilated and sluggish pupils; im- 
paired sight and hearing; may be recovery (different from tumor); absence of x-ray 
findings. 

Tuberculous Meningitis (Basilar Meningitis). Characteristics. The patient is 
drowsy but irritable in the second stage, namely that of increased intracranial pres- 
sure. As the disease advances the drowsiness and apathy deepen into coma from 
which it is impossible to arouse the patient, even swallowing becoming difficult or 
impossible. A striking feature is, however, that remissions occasionally occur. 

Chief Signs. See page 94. 

Cerebral Thrombosis. Characteristics. Sleepiness and lethargy are among the pre- 
monitory symptoms. 

Chief Signs. See page 339. 

Acquired Chronic Hydrocephalus. Characteristics. While the symptoms are curi- 
ously variable, attacks of somnolence or coma are suggestive symptoms. 

Chief Signs. Headache; slow pulse; gradually progressing optic neuritis, without 
focalizing symptoms; gradual blindness; mental changes; may be attacks of coma 
of long duration. 

Acute Anemia (Hemorrhage). Characteristics. Drowsiness develops in propor- 
tion to the amount of blood lost and consequent cerebral anemia. 

Uremia. Characteristics. A period of drowsiness usually precedes the development 
of coma. 

Chief Signs. See page 771. 

Cerebral Arteriosclerosis. Characteristics. In some cases drowsiness and lethargy 
may be notable symptoms together with alterations in temperament (failure of 
memory, irritability), but in other cases a persistent insomnia may be more distress- 
ing (cerebral arteriosclerosis ). 

Chief Signs. See page 796. 

Diabetes Mellitus (Acidosis). Characteristics. A period of drowsiness usually pre- 
cedes the development of coma. Fatigue, lassitude, and irritability are often fore- 
runner symptoms, and as acidosis develops, nausea, vomiting, and occasionally diar- 
rhea occur. A very characteristic form of dyspnea known as hyperpnea is encoun- 
tered, in which breathing is deeper than normal without increase in the rate. As the 
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acidosis becomes more intense, drowsiness is marked and coma supervenes which if 
not combated by insulin usually results in death within 48 hours, 

Chief Signs. See page 759. 

Opium Poisoning. Characteristics. Large amounts of opium (morphine) produce 
deep dreamless sleep from which the patient may be aroused but which returns at 
once when he is left undisturbed. The sleep may deepen into torpor, and, if the dose 
has been sufficiently large, coma supervenes. 

Chief Signs. See page 760. 

Myxedema. Characteristics. Languor, rather than actual drowsiness, occurs; the 
patient is habitually sleepy, apathetic, and stupid, and there is an associated amnesia 
and irritability, and in some instances a tendency to mental disorders. Exhaustion 
upon slight exertion is the rule. 

Chief Signs. See page 786. 

Acromegaly. Characteristics. Somnolence is one of the symptoms of increased 
intracranial pressure and is associated with headache and ocular symptoms. 

Chief Signs. See page 786. 

Narcolepsy. Characteristics. Sudden paroxysmal attacks of sleep of short duration 
constitute the disease, sometimes associated with cataplexy (sudden attacks of loss 
of muscle tone). Organic signs are absent. 

Cretinism. Characteristics. Habitual sleepiness and stupidity are common. The 
infant is unusually quiet and apathetic and seldom cries. It fails to show a normal 
interest in its surroundings or even in its parents. 

Chief Signs. See page 43. 

Dystrophia Adiposogenitalis (Frolich’s Syndrome). Characteristics. Drowsiness 
is often a symptom, possibly a secretion effect (hypothyroidism). 

Chief Signs. Appearance usually during puberty; eunuchordial obesity; retarded 
sexual development and hypoplastic genitalia; x-ray (enlarged sella turcica; pitui- 
tary or hypothalmic tumor). 

Trypanosomiasis (African Sleeping Sickness). Characteristics. The third stage of 
the disease is one of complete decrepitude, with lethargy of a profound type. 

Chief Signs. Occurrence in Africa; long period of latency and insidious onset; 
vacant expression; slow weak speech; shuffling gait; tremors of the tongue, hands, 
and feet; irregular fever (101 to 102° F.); trypanosomes in lymph glands, less numer- 
ous in the blood; lymphocytosis. 

Dementia Praecox (Catatonic Form). Characteristics. Following more or less 
vague symptoms the so-called catatonic stupor comes on. In the extreme cases the 
patient lies perfectly still, without making any movement whatever and not reacting 
at all to stimuli. No attention whatever is paid to questions, absolute mutism being 
the rule, while sensory stimuli of very considerable strength may be applied without 
eliciting any response. 

Chief Signs. See page 785. 

Less Common Causes. Meningeal hemorrhage; cerebrospinal meningitis (when 
ependymitis develops); Adams-Stokes syndrome; chlorosis; influenza; idiocy and 
imbecility (stupidity); mediastinal tumor; acute yellow atrophy of the liver; atony 
of the stomach (after meals); brominism; gangrene of the lung; hematoma of the 
dura mater; infantile hemoglobinuria; hemophilia; hypopituitarism; intermittent ma- 
larial fever (end of paroxysm); pernicious malarial fever; plague; spina bifida; 
typhus fever; Australian X disease; Japanese B type encephalitis; Schilder’s disease; 
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choriomeningitis; equine encephalomyelitis; postinfection encephalitis; St. Louis 
type of encephalitis; hypoglycemia; aortic regurgitation; phenylpyruvic oligophrenia. 


DWARFISM AND INFANTILISM 


Dwarfism (microsomia, nanosomia) is a defect of growth resulting in small stature 
with deformity; it is distinguished from infantilism, which is a defect of develop- 
ment, determined by the childlike stature, proportions, and physiognomy, without 
deformity, the individual being in all other respects a well-developed human being. 

Dwarfism may be due solely to spinal curvature from any cause, usually from tu- 
berculous caries producing a kyphosis. Cases of both dwarfism and infantilism occur, 
also in which the various types and factors seem to be blended. 

Rickets (Rachitis). Characteristics. The dwarfism is moderate and is due partly 
to actual shortening of the bones of the lower limbs and partly to bending (bow legs 
or knock knees), associated with some form of spinal curvature. 

Chief Signs. See page 772. 

Achondroplasia (Chondrodystrophy ). Characteristics. The trunk is relatively long, 
with short limbs (chiefly the proximal segments) , bow legs, and lordosis. 

Chief Signs. See page 715. 

Cretinism (Sporadic and Endemic). Characteristics. Growth is arrested and the 
bones are thick and short. The full-grown cretin rarely exceeds four feet. The head 
is large, neck short, breast flat, vertebral column curved, hands and feet spadelike, 
and abdomen prominent. 

Chief Signs. See page 43. 

Dystrophia Adiposogenitalis (Frolich’s Syndrome). Characteristics. There is great 
obesity with genital hypoplasia. The configuration, distribution of fat, and location 
of hairs is that of the female. 

Chief Signs. See page 800. 

Osteitis Deformans (Paget’s Disease). Characteristics. One of the first evidences 
sometimes is a decrease in height, due to bowing of the legs, sinking of the thorax 
toward the pelvis, and forward inclination of the head. This condition occurs in 
adults. If the vertebrae are involved there is actual shortening of the spine due to 
flattening of the vertebral bodies. 

Chief Signs. See page 716. 

Ovarian Agenesis and Dwarfism. Characteristics. In addition to the two cardinal 
features of the condition there are often a number of various associated congenital 
abnormalities such as coarctation of the aorta, webbed neck (Turner’s syndrome), 
hypertension, coloboma, etc. Such patients seldom exceed a height of five feet. 

Chief Signs. Lack of breast development and genital infantilism; often associated 
congenital defects; pale, thin skin; scanty pubic and axillary hair; increased excretion 
of pituitary follicle-stimulating hormones; absence of estrogen on urine assay; slight 
retardation of epiphyseal development. 

Pituitary Infantilism (Pituitary Dwarfism). Characteristics. In this condition there 
is a failure of both growth and maturation. The dwarf has symmetrical, normal body 
configuration but looks much younger than the actual age. The facial features are 
delicate, the skeleton gracile, and the genitalia infantile. 

Chief Signs. Genital infantilism; absence of pubic and axillary hair; may be hypo- 
glycemic attacks; normal intelligence; absence of obesity; absence of pituitary follicle- 
stimulating hormones; low 17-ketosteroids; retardation of epiphyseal development. 
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Lorain-Levi Syndrome. Characteristics. The subject appears as a diminutive adult 
and, while dwarfed in stature, usually shows some degree of sexual and somatic 
maturity. 

Chief Signs. Lack of metabolic evidences of anterior pituitary insufficiency. 

Laurence-Moon-Biedl Syndrome. Characteristics. The appearance is that of Fro- 
lich’s syndrome, and in addition there are retinitis pigmentosa, polydactylism, and 
mental retardation. 

Chief Signs. Hereditary nature. 

Cachectic Infantilism (Nutritional Infantilism). Characteristics. Delayed develop- 
ment and as a consequence inadequate growth may occur as a result of any chronic 
disease or nutritional disturbances, chief among which are: 1, inadequate food, 
vitamin, and mineral intake (starvation and mixed deficiency states, anorexia ner- 
vosa, rickets), 2, inadequate absorption and utilization of essential nutrients (achylia 
gastrica, sprue, cystic fibrosis of the pancreas, celiac disease, hepatic cirrhosis and 
other chronic liver diseases, diabetes mellitus, diabetes insipidus), and 3, deficiencies 
associated with chronic infectious and other diseases increasing catabolism (tuber- 
culosis, intestinal parasites, chronic osteomyelitis, malignant diseases, malaria, syph- 
ilis, asthma). 

Chief Signs. Existence of the primary disease. 

Cardiac Infantilism. Characteristics. This in reality is a form of cachectic infan- 
tilism (see above) in which, with a severe degree of congenital heart disease and at 
times in children with severe rheumatic carditis, inadequate nutrition with conse- 
quent inadequate growth results. 

Chief Signs. Presence of an etiologic cardiovascular factor. 

Renal Infantilism. Characteristics. Chronic nephritis and polycystic kidneys may 
at times cause dwarfism. 

Chief Signs. Those of the underlying disease. 

Mongolism. Characteristics. The subject is short for its age, the general develop- 
ment being delayed. 

Chief Signs. Mongoloid type of countenance (close-set slanting eyes); small, 
brachycephalic head; short, thick hands and fingers; great relaxation of ligaments; 
idiocy. 

Microcephaly. Characteristics. Dwarfism from impaired growth occurs, or the 
development of the body as a whole is arrested, causing infantilism (body propor- 
tionate to head). 

Chief Signs. Small head (never over 17 inches in circumference) with sloping 
forehead, projecting nose, and receding chin (ferret or ratlike face); idiocy or im- 
becility. 

Brissaud’s Infantilism. Characteristics. There is a round chubby face, underde- 
veloped skeleton, prominent abdomen, large layer of fat over the entire body, rudi- 
mentary sexual organs, no growth of hair except on the head, and absence of the 
second dentition. 

Progeria (Hutchinson-Gilford Disease). Characteristics. There is incomplete de- 
velopment (primary spontaneous infantilism) associated with premature decay. 
These subjects are of short stature with the facies, attitude, baldness, wasting of the 
skin, arteriosclerosis, and general decrepitude of old age. They die of angina pectoris 
or other senile disease at 18 years or earlier. 

Pancreatic Infantilism (Intestinal Infantilism). See Cachectic Infantilism, above. 

Osteomalacia (Mollities Ossium). Characteristics. The dwarfism is due to the 
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crumpling of the decalcified bones. If the onset is in childhood there is also some 
diminution of stature from arrest of bone growth. 

Chief Signs. See page 753. 

Cleidocranial Dysostosis. Characteristics. Moderate dwarfism is present from gen- 
eral impairment of bone growth, especially in the formation of the membrane bones. 

Chief Signs. Hereditary nature; skull rounded and broad; may be a large anterior 
fontanel; may be a mild degree of hydrocephalus; small face; long neck; drooping 
shoulders; delayed dentition; rudimentary or absent clavicles. 

Less Common Causes. Primordial dwarfism (pigmies ); small-statured persons; 
juvenile osteochondritis (Scheuermann’s disease); fibrocystic pulmonary disease; 
gargoylism; congenital hydrocephalus; imbecility; porencephaly; osteogenesis im- 
perfecta; late rickets; juvenile hypothyroidism; constitutional and neurogenic pubertas 
praecox; precocious puberty associated with polyostotic fibrous dysplasia (Albright’s 
syndrome ) ; macrogenitosomia praecox due to adrenal tumor or hyperplasia (adreno- 
genital syndrome, Cushing’s syndrome); interstitial-cell tumor of the testis; granu- 
losa-cell or theca-cell tumor of the ovary; chondro-osteodystrophy (Brailsford- 
Morquio disease); congenital polycystic kidneys; von Gierke’s disease; hereditary 
multiple exostoses (hereditary deforming dyschondroplasia; metaphyseal aclasis) ; 
craniopharingioma; glioma in the region of the optic chiasm or hypothalamus; angio- 
plastic infantilism. 


DYSTOCIA 
(Abnormal Labor) 


The duration of labor presents considerable individual variations, and is usually 
about six hours longer in primiparae than in multiparae. Generally speaking, the 
average for the former is about 18 hours, of which 16 are occupied by the first stage 
of labor, one and three-quarters to two by the second stage, and one-quarter to one- 
half hour by the third stage. For multiparae the duration of labor is about 12 hours, 11 
of which are occupied by the first, and one by the second stage of labor. 

Dystocia (abnormal labor) may result from the following conditions: 1, abnormal 
infant development or unusual position, 2, marked disproportion between the size 
of the fetus and the pelvis, and 3, inadequate uterine contractions. The term pro- 
longed labor is applied to any labor lasting longer than 24 hours, regardless of cause. 
In dystocia the duration of labor may not only be prolonged, but the passage of the 
fetus down the birth canal is delayed or prevented by the causes given below. 

Primary Uterine Inertia. Characteristics. This is one of the most common causes 
of prolonged labor, appearing in at least two per cent of all deliveries, in women 
with normal pelvic measurements as well as in those in whom the bony pelvis is 
reduced in size. There is no absolute standard by which the character of labor pains 
may be gauged. Normally in the early stages of labor uterine contractions appear at 
infrequent intervals and are of short duration; thereafter, they gradually increase in 
frequency, intensity, regularity, and duration, until they finally occur every two to 
three minutes and last for from 60 to 90 seconds. In addition, under normal circum- 
stances during each contraction the upper segment of the uterus becomes firm while 
the lower segment changes only slightly, thereby permitting the fetus to be pushed 
down by the force of the contracting segment. As the muscle fibers in the active seg- 
ment retract the lower portion of the uterus and cervix dilate and are thus drawn up- 
ward over the presenting part. In the case of primary inertia with normal pelvic meas- 
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urements the muscular activity is not well coordinated, the contractions recur irregu- 
larly at intervals of five to ten minutes and are weak and of poor quality, lasting only 
a few seconds, and occurring in the lower segment as well as the upper. With an 
abnormal uterine mechanism in women in whom the bony pelvis is reduced in size 
the probability of vaginal delivery is reduced, because strong normal contractions 
are necessary to overcome the disproportion between the fetus and the birth canal. 
Primary inertia occurs almost exclusively in primiparae. 

Chief Signs. Often the absence of a demonstrable cause; may be overdistention of 
muscle fibers (hydramnios, multiple pregnancy, large infant); may be uterine fibro- 
myoma with resultant interference with contractions; may be emotional factors 
(fear). 

Abdominal Insufficiency. Characteristics. Anterior displacement of the gravid 
uterus near term can occur with relaxation or wide separation of the rectus muscle 
and herniation of the uterus. During labor this can usually be corrected with a tight 
abdominal binder, but dystocia of such degree as to require operative interference 
is at times encountered because the normal second-stage assistance of the abdominal 
muscles is lacking and there is frequently an abnormal fetal position. 

Chief Signs. Evidences of abdominal muscle weakness; anterodisplacement of the 
gravid uterus. 

Rigidity of the Cervix. Characteristics. In primiparae who are nearing forty, ex- 
cessive rigidity of the cervix and its consequent tardy and imperfect dilatation may 
be the essential factor in the production of dystocia, especially when a further com- 
plication has been introduced by the premature rupture of the membranes. A general 
fibrotic change in the body of the uterus plays a large role also. Occasionally still 
greater rigidity is encountered in patients who have suffered from inflammatory le- 
sions, though such conditions rarely give rise to serious dystocia. Also, in certain 
cases of hypertrophic elongation of the cervix, spontaneous dilatation does not occur. 

Chief Signs. Age; palpation of the unyielding cervix in the absence of other causes 
of dystocia. 

Dry Labor. Characteristics. Not infrequently the membranes may rupture before 
complete dilatation of the cervix, and occasionally even before the onset of labor. 
Dilatation of the cervix proceeds more slowly than normally. Ordinarily, labor sets 
in within two hours after rupture of the membranes, but exceptionally, several days 
or even a week or longer may elapse. The probability of intrapartum infection is in- 
creased. 

Chief Signs. Rupture of the membranes prior to complete dilatation of the cervix. 

Contracted Pelvis. Characteristics. When the pelvic deformity is not absolute, but 
is sufficiently pronounced to prevent the head from entering the superior strait during 
the last few weeks of pregnancy or at the onset of uterine contractions, the course of 
labor is usually unduly prolonged; in the first stage, due to imperfect dilatation of 
the cervix, in the second, to the time required to so mold the head as to render pos- 
sible its passage through the pelvic cavity. Premature rupture of the membranes, 
faulty uterine contractions, and tetanic contraction may add to the dystocia. There 
is also danger of rupture of the uterus, fistula formation, intrapartum hemorrhage, 
rupture of the pelvic joints, asphyxia of the fetus (from premature rupture of the 
membranes and interferences with the placental circulation, or premature separation 
of the placenta), prolapse and compression of the cord, intracranial hemorrhage in 
the fetus, and fracture of the fetal skull. If the conjugata vera measures 7.0 cm. or 
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less, spontaneous birth of the fully developed child is impossible, and is very un- 
likely if it measures 7.5 cm. 

Chief Signs. May be history or evidence of rickets, osteomalacia, spinal curvature, 
limp, dwarfism, chondrodystrophy, vertebral anomalies or evidence of pelvic de- 
formity; may be history of previous difficult labor or cesarean section; inability of 
the presenting part to engage until after the onset of labor or not at all, and therefore 
free movability of the uterus; may be pendulous abdomen; may be abnormal presen- 
tation (face, breech, transverse); pelvimetry, giving the degree and character of the 
contraction. 

Excessive Development of the Fetus. Characteristics. Dystocia may result, the 
difficulty being generally due to the fact that the head tends to become not only larger 
but harder, and consequently less malleable, with increasing weight; although it 
sometimes happens that after the head has passed through the pelvic canal without 
difficulty, the dystocia may be due to arrest of the unusually large shoulders either 
at the pelvic brim or outlet. Although, in the case of a normal pelvis, a moderate in- 
crease in the size of the child is usually without great practical significance, when 
any degree of contraction exists such a condition may make all the difference between 
an easy and a difficult labor. 

Chief Signs. May be prolonged pregnancy; may be large size of one of the parents; 
may be maternal diabetes; careful palpation and Miiller’s method of impression. 

Breech Presentation. Characteristics. Labor is usually slower than in vertex pres- 
entation and the prognosis for the child considerably worse, 10 to 15 per cent mortal- 
ity in primiparae, in whom more resistance is offered by the pelvic soft parts, result- 
ing in delay in spontaneous delivery of the head. The breech forms a less efficient 
dilating wedge than the head, especially if the membranes rupture prematurely. 

Chief Signs. Abdominal palpation, revealing a hard, round, readily ballotable body 
occupying the fundus of the uterus, the back on one side of the abdomen and the 
small parts on the other, the irregular, freely movable breech above the superior 
strait if engagement has not occurred, of if it has, the pelvis filled by a soft mass; 
vaginal or rectal examination, revealing the tubera ischii, the sacrum with its spinous 
processes, the anus, and after further descent the external genitalia (the feet along- 
side the buttocks in complete breech, one or both feet in the vagina in footling pres- 
entation); auscultation of the fetal heart sounds through the fetal back at the level 
of the umbilicus. 

Occipitoposterior Presentation. Characteristics. Labor is prolonged and instru- 
mental interference required in 10 per cent, but the prognosis is not bad even when 
the occiput rotates into the hollow of the sacrum. The latter occurs in 4 per cent of 
cases, particularly in women with funnel pelvis; ordinarily the head becomes markedly 
flexed and eventually the region just anterior to the large fontanel impinges upon 
the lower margin of the symphysis pubis, after which the occiput is slowly pushed 
over the anterior margin of the perineum by a movement of flexion; but occasionally 
partial extension persists and the brow appears at the vulva, the root of the nose im- 
pinges upon the symphysis, and by a movement of flexion the brow, bregma, and 
occiput successively pass over the perineum. 

Chief Signs. Abdominal palpation, revealing the resistant place of the back in the 
flank, the small parts on the opposite side and in front, the fundus occupied by the 
breech and the cephalic prominence on the side opposite the back; vaginal or rectal 
examination, revealing the large fontanel directed toward one ilopectineal eminence 
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and the small fontanel opposite the opposite sacro-iliac synchondrosis; auscultation 
of the fetal heart in the flank. 

Face Presentation. Characteristics. Labor is prolonged and fetal mortality markedly 
increased (14 per cent). In a small number of the cases the face may engage or ro- 
tate into the hollow of the sacrum, and the birth of a normal-sized child is usually 
impossible. 

Chief Signs. Abdominal palpation, revealing the breech in the fundus, the back 
in the anterior or posterior portion of the abdomen and distinctly felt only in its 
upper portion, the small parts in the opposite side anteriorly or posteriorly, marked 
cephalic prominence on the side of the fetal back, and the fingers deeply depressible 
on the opposite side; vaginal or rectal touch, revealing the face in the birth canal; 
auscultation of the fetal heart sounds through the fetal small parts. 

Brow Presentation. Characteristics. The length of labor is greatly increased due 
to the great amount of molding of the fetal head necessary for delivery. The degree 
of difficulty and the prognosis depend largely upon the size of the fetus, delivery 
being possible only with a premature infant. A large child cannot enter the birth 
canal. Intervention is indicated in every case of brow presentation. 

Chief Signs. As in face presentation, except less marked cephalic prominence on 
the side of the back and more resistance offered by the chin on the side of the small 
parts by abdominal palpation; vaginal or rectal touch, revealing at one end of an 
oblique diameter the large fontanel or portion of the skull just posterior to it, and 
at the other the orbital ridges, root of the nose, and the eyes. 

Transverse Presentation. Characteristics. After a certain amount of descent, the 
shoulder becomes arrested by the margins of the superior strait, with the head in one 
iliac fossa and the breech in the other, and with the continuance of labor becomes 
firmly impacted in the upper part of the pelvic cavity. The uterus then contracts 
vigorously in the attempt to overcome the obstacle, but in vain. After a certain time 
the lower uterine segment becomes thinned out and gives away. 

Chief Signs. Unusually wide maternal abdomen with the fundus not reaching above 
the umbilicus; abdominal palpation, revealing the absence of a fetal pole from the 
fundus, the ballotable head in one and the breech in the other iliac fossa, and absence 
of a fetal pole in the superior strait, palpation of the ribs by vaginal examination in 
the early stages of labor. 

Compound Presentation. Characteristics. Serious dystocia results if the arm (which 
is the usual complicating presenting element) retains its position, especially if it ex- 
tends around the child’s neck (nuchal position). 

Chief Signs. Vaginal palpation of the hand, arm, foot, or other fetal part alongside 
the head during labor. 

Tetanic Contraction of the Uterus. Characteristics. Occasionally in the first, and 
more frequently in the second stage of labor, the uterus may cease to relax at regular 
intervals, and pass into a condition of continued or tetanic contraction, which is 
very painful and exposes the child to considerable danger. Danger of rupture of the 
uterus becomes imminent. 

Chief Signs. Usually presence of a mechanical obstacle to the passage of the child; 
palpation of the tetanically contracted uterus. 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. At the time of 
labor the effect exerted by the myomas depends upon their size and situation. In- 
terstitial myomas, developed in the cervix or lower uterine segment, may so obstruct 
the pelvic cavity that normal delivery will be impossible. As a result of the uterine 
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contractions a submucous fibroid may become partially separated from its bed and 
protrude from the cervix as a polypoid mass. Subserous fibroids rarely cause trouble, 
except when their large size leads to pressure symptoms, or when a pedunculated 
tumor prolapses into the pelvic cavity. Even when the tumor does not interfere with 
the course of labor by its size and position, it predisposes to the occurrence of ab- 
normal presentations. Moreover, the mere presence of the tumor may interfere with 
the character of the uterine contractions. 

Chief Signs. May be hemorrhage at intervals during pregnancy; bimanual palpa- 
tion, revealing the presence of firm nodules about or connected with the enlarged 
uterus. 

Fetal Hydrocephalus. Characteristics. This condition often gives rise to serious 
dystocia, which if not promptly relieved will lead to rupture of the uterus and death of 
the patient from intra-abdominal hemorrhage. As a rule the condition is not recog- 
nized until several hours of fruitless second-stage pains have demonstrated an obstacle 
to delivery. Breech presentations are common. 

Chief Signs. External palpation of the enlarged and movable head above the su- 
perior strait or in the fundus of the uterus, sometimes giving a sense of fluctuation and 
a peculiar crackling sensation on pressure upon the skull; vaginal examination after 
dilatation of the cervix, revealing the enlarged head, gaping sutures, and fluctuation 
(unless a breech presentation ) ; may be maternal diabetes. 

Ovarian Tumor. Characteristics. This may give rise to serious dystocia at the time 
of labor, should pregnancy be uninterrupted. By rupturing during labor, a dermoid 
cyst may result in fatal peritonitis. When the tumor occupies the pelvic cavity it may 
lead to rupture of the uterus; or it may be forced into the vagina or even into the rec- 
tum. After labor gangrene of the tumor may cause peritonitis. 

Chief Signs. Often unsuspected; may be excessive enlargement of the abdomen or 
pressure symptoms; bimanual palpation, revealing the mass; may be failure of the 
presenting part to engage. 

Less Common Causes. Pathologic retraction ring (Bandl’s ring); contraction ring 
dystocia; vaginal stenosis (incomplete congenital atresia, cicatricial constriction, 
atrophic narrowing, congenital septa, traumatic adhesions, tumors and hematoma of 
the vaginal wall); cervical stenosis (cicatricial contractures, conglutinatio orificii ex- 
terni); cervical tumors (benign or carcinoma); congenital malformations of the 
uterus (bicornuate uterus, uterus didelphys); prolapse of the uterus; adhesions (ven- 
tral fixation of the uterus, retrofixation of the uterus, vaginal fixation); uterine dis- 
placements (retroflexion of the uterus, anteflexion of the uterus); pelvic tumors 
(pelvic kidney, spinal cord tumor, bladder calculi, hydatid cyst of the pelvis, bladder 
tumor, rectal tumor); abdominal tumors; hernia through the vaginal wall; enlarge- 
ment of the body or abdomen of the fetus (ascites, neoplasm, etc.); fetal monsters 
and deformities (double monsters, intracranial teratoma, cranial dystrophy—if a 
breech, etc.); hydramnios; bony tumors of the pelvis; multiple pregnancy; tetanic 
contraction of the levator ani muscle; interlocked twins (chin-to-chin locking). 


EDEMA, CIRCUMSCRIBED OR LOCAL 


(For edema of the extremities, see under The Upper Extremity and The Lower 
Extremity; for general edema, see Anasarca, page 737.) 


Local edema accompanies such obvious local conditions as bites and stings, super: 
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ficial abscesses, septic wounds, cellulitis and lymphangitis, furuncles, and external 
tumors. 

Sprain. Characteristics. An edematous swelling occurs in the region of the affected 
joint, often with discoloration. 

Chief Signs. History of twist or turn of the joint; severe pain; tenderness; more or 
less loss of function; x-ray to exclude fracture. 

Fracture. Characteristics. An edematous swelling soon appears in the region of 
the fracture, associated with ecchymosis. 

Chief Signs. History of injury; pain; loss of function; muscular spasm; deformity; 
preternatural mobility; crepitus; x-ray. 

Tooth Abscess (Alveolar Abscess). Characteristics. There is edematous swelling 
of the face, the situation depending on the tooth affected. If an upper incisor is in- 
volved, the swelling will appear first at the base of the nose; if the upper bicuspid or 
molar teeth are involved, the swelling may appear farther back in the check; if one 
of the lower teeth is diseased, the swelling will be most marked just below it, or the 
swelling may appear at the angle of the lower jaw. In neglected cases a draining sinus 
may form. 

Chief Signs. See page 240. 

Erysipelas (Facial). Characteristics. Swelling and tension of the skin are marked 
within 24 hours, and during the second day the eyes are usually closed by edema. The 
swelling progresses as an advancing ridge, perfectly well-defined and raised. 

Chief Signs. See page 877. 

Mastoiditis. Characteristics. Edema and bulging of the upper posterior wall of the 
auditory meatus is a most important sign in acute cases. If the infection spreads, 
there will be edema of the skin over the mastoid. 

Chief Signs. See page 146. 

Perinephric Abscess. Characteristics. Edema or puffiness of the skin of the loin is 
frequently present. 

Chief Signs. See page 620. 

Trichiniasis. Characteristics. Edema, a feature of great importance, may be early 
in the face, particularly about the eyes. Later, it occurs in the extremities when the 
swelling and stiffness of the muscles are at their height. 

Chief Signs. See page 739. 

Suppurative Sinusitis. Characteristics. In the more acute cases swelling with heat 
and redness may occur over the affected cavities in inflammation of either the antrum 
or frontal sinus. 

Chief Signs. See Maxillary Antritis, page 55. 

Phlebitis. Characteristics. Edema and passive congestion occur in the region distal 
to the thrombus. 

Chief Signs. See page 690. 

Acute Osteomyelitis. Characteristics. The affected limb is edematous, hot, swollen, 
painful, and tender. 

Chief Signs. See page 324. 

Suppurative Arthritis. Characteristics. Edema and redness of the skin over the 
affected joint are present. 

Chief Signs. See page 838. 

Angioneurotic Edema (Quincke’s Disease). Characteristics. Local edematous 
swellings of sudden appearance and transient duration characterize the disease. The 
hands, face, and genitalia are the parts most frequently affected. 
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Chief Signs. Marked heredity; recurrent tendency; simultaneous gastrointestinal 
attacks (severe colic, pain, nausea, and sometimes vomiting ) ; may be hemoglobinuria. 

Empyema. Characteristics. Not infrequently there is edema of the chest wall. In 
empyema necessitatis or pulsating empyema local edema with some discoloration 
may be a sign of impending perforation. 

Chief Signs. See page 454. 

Mediastinal Tumor. Characteristics. Unilateral or bilateral edema associated with 
tortuosity of the superficial veins may occur, involving the face, neck, arms, or upper 
anterior chest wall. 

Chief Signs. See page 472. 

Aneurysm of Arch of the Aorta. Characteristics. Edema of one arm may occur 
from pressure, and if there is erosion of the bony thorax a brawny edematous and 
purplish or black swelling is present in the tissues over the local bulging or tumor. 

Chief Signs. See page 502. 

Less Common Causes. Urticaria; parotitis; erythema nodosum; anthrax; erythro- 
melalgia; gout; hepatic abscess; hydatids of the lung; dermatomyositis; neuritis; neu- 
ralgia; purulent pericarditis; pneumoperitoneum; sinus thrombosis; tubercle of the 
ribs; tumor of the chest wall; caries of the sternum; hysteria (pseudolipoma; blue or 
white edema); intermittent hydrarthrosis; tabes dorsalis; purpura rheumatica; rheu- 
matic fever; chronic osteomyelitis; varicose veins (back pressure ) ; venous obstruction 
(secondary ); lymphogranuloma venereum (vulva) ; lymphatic blockade (x-ray, ma- 
lignant invasion, etc.); thermic injury (burns, freezing) ; local effects of chemicals or 
irritants; porphyria. 


EMOTIONS, ALTERATIONS OF 


Any acute or chronic disease may cause a depressed emotional state. Emotion or 
feeling may be exalted, depressed, or deteriorated. Emotion like energy cannot be 
destroyed, and, consequently, when an emotional reaction is excessive and not ex- 
plicable by the situation, the source must be looked for elsewhere. If the reaction is 
pathologic, it is from the unconscious. If the emotion is inadequate, the energy must 
be looked for elsewhere; if pathologic, in the phantasy realm. 

Psychoneurosis (Including Hysteria, Neurasthenia, Obsessive-Compulsive Neu- 
rosis, and Anxiety States). Characteristics. In the hysterical reaction type of psycho- 
neurosis the symptoms may involve motor, sensory, visceral, emotional, or volitional 
fields, or any combination thereof. The symptoms are frequently episodic, often trau- 
matic, and in successive attacks may be entirely different. In minor forms of hysteria 
an attack may set in with emotional disturbances and be accompanied by laughing 
and crying. Among the more spectacular emotional and mental deviations encoun- 
tered are fugues, double personality episodes, hysterical psychotic reactions, and 
various degrees of lethargy or stupor. In the neurasthenic reaction type the mood is 
often one of discouragement, dejection, or depression, with at times a component of 
anxiety or fear, and such emotional alteration tends to parallel the severity of the 
somatic complaints. In the case of obsessive-compulsive neurosis, marked anxiety, 
tension, and even agitation may be occasioned by a patient if he forcibly attempts to 
avoid dwelling upon his obsessive thoughts or if he endeavors to “disobey” his com- 
pulsion. In anxiety states there are episodic attacks of acute fear with proportional 
emotional responses. 
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Chief Signs. See page 842. 

Menopause. Characteristics. The emotional content varies from slight irritability 
or depression of spirits to any form of psychoneurosis or psychosis. 

Chief Signs. See page 814. 

Acute Alcoholism (Drunkenness). Characteristics. The mood of the drunken man 
is variable. There are two classes of individuals, the excited and the depressed, the 
former closely resembling the manic phase of the manic-depressive in loquaciousness 
and hyperactivity, while in the latter the patient withdraws within himself, being sul- 
len, morose, and disinclined to associate with others. 

Chief Signs. See page 737. 

Manic-Depressive Psychosis. Characteristics. Emotional exaltation is one of the 
cardinal symptoms of the manic phase of this phychosis (the others being flight of 
ideas and psychomotor hyperactivity ). Emotional depression is one of the cardinal 
symptoms of the depressive phase of this psychosis (the others being difficulty of 
thinking and psychomotor retardation). 

Cerebral Thrombosis (Softening). Characteristics. An alteration of high and low 
spirits (emotionalism) not infrequently attends embolic or thrombotic cerebral soft- 
ening. These patients laugh but usually cry on the slightest provocation. 

Chief Signs. See page 339. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. In many cases the physi- 
cal signs are mild but there is a tendency both to psychomotor and emotional irritabil- 
ity; moodiness and sudden changes are frequent, and in marked cases manic-depres- 
sive phases may develop. The general picture of an acute delirium is a grave sign. The 
emotional state is much aggravated during a crisis. 

Chief Signs. See page 307. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. In the early stages there is hyperexcitability or marked depression. The pa- 
tient is apt to be touchy, surly, cross, or even have violent outbursts. Later on the 
mood is apt to be colored by delusions. Anger and laughter may follow one another in 
quick succession and a great variety of fleeting, changeable, often contradictory, emo- 
tional states are passed through. 

Chief Signs. See page 105. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. The 
temperament is peculiarly cheerful, combined with a tendency to slight childishness 
and an abnormal optimism as to the progress of the malady. The facial expression is 
blank or vacant, but may be broken in upon by smiles and laughter aroused by trivial 
circumstances. 

Chief Signs. See page 703. 

Cerebral Tumor. Characteristics. So-called hysterical symptoms are frequently 
encountered. Careful analysis, however, shows no psychical conversions. Emotional- 
ism is common. 

Chief Signs. See page 773. 

Bulbar Paralysis. Characteristics. The patients are emotional and laugh or cry 
easily. 

Chief Signs. See page 914. 

Pseudobulbar Paralysis. Characteristics. Such patients are excessively emotional, 
tending on slight provocation to laugh, or more frequently, to weep, with a peculiar 
“spastic” wail, and an unusual slowness of expressional movement, 
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Chief Signs. See page 914. 

Progressive Lenticular Degeneration. Characteristics. There is a state of euphoria, 
associated with restlessness, emotional instability, and tendency to laughter. 

Chief Signs. See page 915. 

Less Common Causes. Arteriosclerotic dementia; senile psychosis (simple de- 
teriorating, presbyophrenic, depressed, agitated, paranoid, and presenile or Alz- 
heimer’s types ) ; preschizophrenic personality; schizophrenia; paranoia; alcoholic 
psychoses (early delirium tremens, Korsakoff’s psychosis, early stages of acute hal- 
lucinosis, etc.) ; infective exhaustive psychosis (typhoid fever, influenza, pneumonia, 
scarlet fever, diphtheria, malaria, encephalitis, etc.) ; traumatic psychosis (concussion 
syndrome, traumatic Korsakoff’s, post-traumatic personality disorders, etc.); epi- 
lepsy; cerebral arteriosclerosis; tuberculous meningitis (irritation in the first stage); 
addiction; pellagra; chlorosis; pernicious anemia; mucous colitis; bromism; acro- 
megaly; diabetes mellitus; lead poisoning; myxedema; chronic nephritis; jaundice 
(depression); chorea; hyperinsulinism (hypoglycemia); sedative and hypnotic 
intoxications; corticoid administration; porphyrinuria; magnesium deficiency; an- 
orexia nervosa; Cushing’s syndrome; regional ileitis; bronchial asthma; cardiospasm; 
causalgia; angina pectoris; Raynaud’s disease; Addison’s disease. 
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Most of the causes of abnormal distribution of fat are uncommon or rare. Lipoma 
is very common. 

Lipoma (Lipomatosis Simplex). Characteristics. This is the common single or 
multiple fat tumor situated most often in the subcutaneous tissue and presenting soft, 
lobulated, movable masses of variable sizes, which are occasionally tender or even 
painful. Rarely, they are very large and associated with emaciation of other parts of 
the body. They usually occur on the trunk. 

Prolonged Administration of Corticosteroids. Characteristics. As in Cushing’s syn- 
drome, see below. 

Cushing’s Syndrome (Adrenocortical Syndrome; Pituitary Basophilism). Charac- 
teristics. There is peculiar obesity of the face, neck and trunk, with thin and even 
wasted extremities and a protuberant abdomen. As the disease progresses the shoul- 
ders become rounded, and a prominent kyphosis or “buffalo hump” may develop 
between the scapulae due to altered posture and compression of the vertebrae from 
extensive osteoporosis. 

Chief Signs. Fatigue; weakness; backache; abdominal pains; visual disturbances; 
hypertension; “moon facies”; cutaneous striae over the lower abdomen and hips; 
hirsutism; amenorrhea; acne; enlarged clitoris in females; sometimes diabetes mellitus; 
lymphopenia; erythremia; osteoporosis; increased urinary excretion of 17-hydroxi- 
corticosteroids (adrenal tumor); other endocrine studies; x-ray (air injection). 

Dystrophia Adiposogenitalis (Frohlich’s Syndrome; Cerebral Adiposity ) . Charac- 
teristics. There is adiposity, especially about the breast, pelvic girdle and pubic region. 

Chief Signs. Genital hypoplasia; diabetes insipidus. 

Adiposis Dolorosa (Dercum’s Disease). Characteristics. There are irregular, sym- 
metrical, tender deposits of fat. The lesions may be diffuse over the trunk and limbs 


or restricted to either the trunk or the limbs. 
Chief Signs. Asthenia; psychic disturbances. 
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Adenolipomatosis (Diffuse Symmetrical Lipomatosis of the Neck). Character- 
istics. There are symmetrical fatty nodules forming a large collar. The fat tissue con- 
tains nodules of lymphoid tissue. 

Progressive Lipodystrophy (Barraquer-Simons Disease). Characteristics. There 
is symmetrical and slowly progressive loss of subcutaneous fat from the face and in 
more severe cases from the neck, arms, thorax and abdominal wall, with preservation 
or increase in fat of the lower part of the body. The individual may present the bizarre 
appearance of emaciation of the upper portions of the body, particularly the face, 
with pronounced obesity of the hips, buttocks and legs. 

Chief Signs. Onset usually in girls of 4 to 8 years of age; weight loss and emotional 
disturbances (secondary to disfigurement). 

Pseudohypertrophic Muscular Atrophy. Characteristics. Infiltration of adipose 
tissue between the muscle bundles makes them appear to be greatly enlarged. 

Chief Signs. See page 623. 

Less Common Causes. Laurence-Moon-Biedl syndrome (similar to Frohlich’s syn- 
drome plus retinitis pigmentosa, polydactylism and mental retardation); relapsing 
febrile nodular nonsuppurative panniculitis (Weber-Christian syndrome—tender, 
subcutaneous fatty nodules). 


FATIGUE, PSYCHOGENIC 
(Tiredness; Lassitude; Listlessness; Languor; Lack of Energy; Malaise) 


(See also Weakness (Loss of Strength), page 958.) 


Fatigue is physiologic after prolonged physical or mental exertion and yields read- 
ily to rest and sleep. It occurs after violent emotion or strain. Unnatural fatigue is a 
very common complaint and often occurs in the absence of organic disease, infections 
and intoxications, although these usually cause weakness and easy fatigability. Fa- 
tigue is a subjective sensation of tiredness or exhaustion and must be distinguished 
from weakness, which pertains to true decrease in muscular and total body energy or 
strength. Overuse of coffee, alcohol and tobacco is a common cause of persistent 
fatigue. Diarrhea rapidly brings it on. The following conditions are psychogenic. 

Neurosis. Characteristics. This is the commonest cause of unnatural tiredness and 
when it is the patient’s most prominent complaint it is designated “the fatigue state.” 
The patient may awaken in the morning feeling unrested. The sensation of tiredness 
may lessen during the forenoon or persist. Sometimes it may not appear until later in 
the day. The patient may complain that he is “‘all in,” has no “pep” or ambition, is 
“fed up” or has no interest in anything. Such cases have often been referred to as 
chronic nervous exhaustion and neurasthenia. “Combat fatigue” is a form of neurosis. 

Chief Signs. Anxiety or tenseness; psychological basis (failure of adjustment, etc.) ; 
may be psychosomatic complaints; exclusion of organic disease. 

Psychic Depression. Characteristics. There is persistent tiredness. 

Chief Signs. Despondency; apathy; headache; anorexia; insomnia; lack of libido 
or impotence; suicidal tendency. 

Neurocirculatory Asthenia (Effort Syndrome; Soldier’s Heart). Characteristics. 
The patient becomes fatigued on the slightest exertion. 

Chief Signs. Dyspnea, precordial pain and palpitation on mild exertion; tachy- 
cardia; giddiness; fainting; nervous instability. 
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FECES, INCONTINENCE OF 


In conditions of coma or partial unconsciousness from whatever cause, emptying 
of the bowel may occur at intervals, particularly if aperients are administered. En- 
cephalitis lethargica is an example of such incontinence. During convulsions there 
may be involuntary passage of feces (and urine). The clonic stage of an epileptic 
convulsion exemplifies this. In state of shock a similar emptying of the bowel fre- 
quently occurs. Severe typhoid states are also accompanied by loss of sphincter con- 
trol. Rectal incontinence is normal in infants until the tonicity of the sphincter muscle 
has been acquired. Careless operations about the anus, as for hemorrhoids, or fistula 
in ano, are followed by loss of sphincter control if the internal sphincter has been 
divided. Overdivulsion of the sphincter muscle in surgical procedures may rupture the 
muscle fibers also with the same result. Fecal incontinence often precedes death, is 
an occasional complication of old age, and is sometimes a symptom of acute febrile 
diseases. Thus, in general, the causes of fecal incontinence may be summarized as 
follows: 1, disease of the central nervous system; 2, injury of peripheral nerves which 
supply the anal sphincteric musculature and the anal integument; and 3, disease or 
injury of the anal sphincters. 

Laceration of the Perineum. Characteristics. If the tear extends through the sphinc- 
ter incontinence results. 

Chief Signs. See page 656. 

Fracture-Dislocation of the Spine (Compression Myelitis). Characteristics. In all 
total lesions of the spinal cord and of the cauda equina the bladder and rectum are 
paralyzed, causing retention and later dribbling or overflow in the former, and in- 
continence in the latter. In such cases the anus remains patulous. Incomplete injuries 
of the cord above the sacral roots, by interfering with impulses passing from the cor- 
tex to the lumbosacral enlargement, lead to an unstable condition to which the term 
“precipitancy of defecation” is applied. The patient, though usually constipated, when 
called to the stool, is powerless to resist or delay the act. 

Chief Signs. See page 702. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. The “ataxic” or “tabetic 
rectum,” when present, manifests itself by one or more of the following symptoms: 
burning in the rectum, sphincteric irritability, lack of warning of an approaching stool, 
partial or complete fecal incontinence, hyperesthesia or anesthesia in the perirectal 
skin, and occasionally periodic tearing pain or sensation of weight in the rectum. The 
anorectal muscles are flabby, and the anus remains open after moderate dilation. 
These symptoms may occur early in some cases. 

Chief Signs. See page 696. 

Transverse Myelitis (Syphilitic; Compression; Infective). Characteristics. With 
the establishment of a complete transverse lesion of the cord there will be complete 
abolition of sphincter control, so that incontinence of urine and feces is present. In 
old dorsal myelitis a precipitate type of defecation may occur. 

Chief Signs. See page 701. 

General Paresis (General Paralysis of the Insane). Characteristics. In the later 
stages of dementia, incontinence and involuntary evacuations occur. 

Chief Signs. See page 105. 

Tumor of the Spinal Cord. Characteristics. The function of the rectum (and blad- 
der) is interfered with very early in tumors of the lumbar and sacral cord or of the 
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Chief Signs. See page 864. 

Less Common Causes. Congenital defects of the rectum and anus; ulcer of the 
rectum (syphilitic, tuberculous, bacillary, etc.) ; traumatic laceration of the sphincter; 
chronic alcoholism; procidentia recti; hemorrhoids (protruding internal), anal polyps; 
foreign body in the rectum; multiple sclerosis; botulism; cholera; severe chorea; dys- 
entery; Erb’s spinal paralysis; hematomyelia; diphtheritic paralysis; ataxic paraplegia; 
strychnine poisoning; spinal meningeal hemorrhage; sunstroke; syringomyelia; tet- 
anus; whooping cough; intestinal worms; cerebral arteriosclerosis; polyneuritis (rare); 
thrombomyelia; ascending myelitis (first retention, later incontinence). 


FLUSHINGS 
(Hot Flushes) 


Transient flushings accompanied by a sensation of heat and followed by a cold 
stage may be localized or may ascend from some lower region to the head, or vice 
versa, or may pass both upward and downward. They may be accompanied or fol- 
lowed by nausea, vomiting, fainting, a sense of suffocation, numbness, tremors, tin- 
nitus, giddiness, palpitation, paresis. They are probably due to some disturbance cf 
the sympathetic from endocrine imbalance, as they are a frequent accompaniment of 
menstruation and menstrual irregularities, the menopause, pregnancy, lactation, and 
emotional states. Shy, self-conscious people blush easily. 

Menopause (Climacteric; Change of Life). Characteristics. This is the commonest 
cause of hot flushes (or flashes), but they do not occur in all women. The attacks 
may vary from mild to severe, and from infrequent to frequent. They are often as- 
sociated with severe sweats, especially during the night. The attacks usually occur 
over a period of six months to a year but may continue much longer. 

Chief Signs. Occurrence usually between 45 and 50 years of age (earlier if ovarian 
function has ceased because of disease, radiation, or surgery); menstrual irregularity 
or amenorrhea; various emotional disturbances and psychosomatic symptoms; relief 
with estrogenic substances. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Unpleasant flushings of 
heat with erythema, forcible throbbing of the arteries, and profuse perspirations are 
often the greatest complaint. 

Chief Signs. See page 307. 

Less Common Causes. Tuberculous meningitis; chlorosis; constipation, typhoid 
fever, epilepsy (aura); dyspepsia; trigeminal neuralgia; neurosis; administration of 
amyl nitrite, nitroglycerin, belladonna, nicotinic acid; effort syndrome; migraine; ten- 
sion headaches; general debility; alcoholic overindulgence; hypoglycemia or hyper- 
glycemia (in diabetics); postprandial flushing (rosacea); autonomic storm; hyper- 
ventilation syndrome; pheochromocytoma; carcinoid syndrome. 


GAIT, ABNORMALITIES OF 


The gait or manner of walking, together with the station and carriage, may give 
a leading suggestion as to the diagnosis. Affections of the bones, joints, muscles, ten- 
dons, and vessels may modify the gait, but disorders of the nervous system cause the 
most significant abnormalities in locomotion. Disturbances in gait may follow in- 
volvement of any portion of the motor system: the motor cortex and its descending 


Gait, Abnormalities of 815 


pathways, extrapyramidal complex, cerebellum, anterior horn cells, peripheral motor 
nerves, Or muscles, as well as abnormalities of the psychomotor level (hysteria and 
malingering). Involvement of the vestibular complex, sensory nerves, posterior col- 
umn, and afferent cerebellar pathways may also cause changes in gait. 

In studying the gait, observe the entrance of the patient into the room; note the 
position of the body as a whole; note the freedom of motion, position of the extremi- 
ties, inclination of the pelvis and thighs, progress and speed of movement, swinging of 
the arms, and associated movements of the eyes, head, and trunk; note whether the 
patient’s stride is steady or unsteady, whether he watches the ground, assumes a 
broad base, deviates his body, or drags his feet; have him walk backward and for- 
ward, first with his eyes open, then shut; test the ability to stand erect with the eyes 
closed; have him walk a straight line on the floor, one foot being placed directly in 
front of the other, Observe the wear of the shoes, the point at which the friction is 
greatest, that at which it is least. In doubtful and complicated conditions have the 
patient stand first on his toes and then on his heels; if he is able to do this have him 
attempt to walk, first on his toes, then on his heels. Have the patient walk in a circle 
in both directions and test his walking ability as he goes up and down a short flight 
of stairs. 

Any individual in whom one leg is shortened or lengthened will have a limp, but 
in most of these instances the cause is obvious (for causes of shortening of one lower 
extremity, see page 693). Marked ascites, large abdominal tumors, advanced preg- 
nancy, and great obesity will produce a pronounced lordosis with a waddling gait (the 
patient walks with a broad base and shows an exaggerated rotation of the pelvis, roll- 
ing or throwing his hips from side to side with every step to shift the weight of the 
body), but in these conditions also the provocative factor is evident at once. Condi- 
tions of general weakness and senility give rise to a tottering, staggering, swaying, 
generally unstable gait. Any state of severe vertigo, as in diplopia or ear disease, may 
be accompanied by staggering or reeling. 

Acute Alcoholism, Characteristics. The gait is staggering (ataxic). The drunkard 
totters, reels, leans now forward, now backward, now to one side, now to the other, 
lurching indiscriminately but rarely falling. 

Chief Signs. See page 737. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The pa- 
tient moves forward with short, shuffling steps, and when he turns, his trunk moves 
slowly en masse, while his steps in walking tend to get faster and faster, as if he were 
chasing his own center of gravity (festination). When he festinates forward the con- 
dition is known as propulsion, and if backward it is called retropulsion. All the vol- 
untary movements of the trunk and limbs are slow and stiff. 

Chief Signs. See page 619. 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. The gait is 
similar to that of paralysis agitans (see above). 

Chief Signs. See page 619. 

Infantile Paralysis (Acute Anterior Poliomyelitis). Characteristics. Shortening, 
deformity, and atrophy occur, depending upon the group of muscles permanently af- 
fected, and resulting in a limp with clubfoot, flailfoot, or unilateral steppage gait. 

Chief Signs. See page 705. 

Cerebral Arteriosclerosis. Characteristics. The gait is sometimes called the senile 
gait. The legs are weak, the steps short, mincing, shuffling, and irregular, but not 
necessarily ataxic. There is often a loss of associated movements. There is unex- 
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pected halting, or the legs may simulate a scissorlike movement or the feet so interfere 
one with the other as to render progress practically impossible. 

Chief Signs. See page 796. 

Sciatica. Characteristics. There is lameness of one lower extremity, the leg being 
kept in a position of slight flexion, the thigh abducted. The foot is raised at the heel 
and the patient progresses on the ball of the big toe. There may be slight bending of 
the body toward the affected side and there is great deliberation in walking, due to 
pain. 

Chief Signs. See page 678. 

Hemiplegia. Characteristics. The gait is spastic. The affected leg is rigid and moves 
wholly with the body. It rotates outward, swinging in a semicircle, first from, and 
then toward, the trunk. The shoes are worn on the outer side. The affected half of 
the body is rigid, weak, and paralyzed, so that the patient leans toward the affected 
side. The arm is held semiflexed and rigid. The patient often limps. When the victim 
of organic hemiplegia moves sideways toward the paralyzed side he does so well, 
but toward the healthy side badly, distinguishing the organic from the hysteric, in 
which the side gait is impaired toward either side. 

For causes see page 338. 

Cerebral Diplegia (Little’s Disease). Characteristics. Both limbs describe the arc 
of a circle during progression, each foot being swung outward and planted in front 
of the other with the production of a cross-legged or scissors gait, the trunk and upper 
limbs meanwhile being jerked about from side to side in the effort to move the spastic 
members forward. 

Chief Signs. See page 335. 

Multiple Neuritis (Peripheral Neuritis). Characteristics. When there is foot drop 
(motor type) the steppage gait is the mode of progression. Each foot is alternately 
raised high, the toe thrown forward, the foot striking the ground forcibly, as if the 
patient were continually stepping over obstacles in his path. The two shoes are worn 
out equally at the toe in a sharp, clean-cut manner. In the ataxic type the gait resem- 
bles that of tabes dorsalis. 

Chief Signs. See page 728. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. The gait is ataxic. In typical 
cases it is unsteady and staggering, and the patient walks with his head bent down 
and his eyes fixed upon the ground. His feet are everted and he walks upon a wide 
base; the movements of the legs are excessive, the foot thrown out too high, and the 
heels come down sharply on the ground. Any attempt to stop suddenly, or to turn 
around, results in much staggering, and perhaps a fall. Darkness increases the diffi- 
culty in walking or may render it impossible. The patient may walk with a cane or 
two canes. The ataxia may be early, but is more usually a late symptom. Its onset is, 
as a rule, gradual, but sometimes extremely rapid. The earliest symptoms are noticed 
when the patient is deprived of the assistance of vision in walking, and when he at- 
tempts to walk along a line. Romberg’s sign is present. 

Chief Signs. See page 696. 

Tuberculosis of the Hip Joint. Characteristics. A limping gait is a constant symp- 
tom in hip disease. The step is shorter on the affected side, the pelvis moving upon 
any attempt to move the thigh. 

Chief Signs. See page 677. 

Chorea (Sydenham’s Chorea; St. Vitus’ Dance). Characteristics. The gait is in 
some cases peculiar. Sometimes one foot seems to be momentarily entangled by an 
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invisible obstacle which holds the child back for an instant, the forward progress then 
being hastily resumed; or his knee may give way suddenly, causing him to fall. 

Chief Signs. See page 850. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. The 
gait is often that of spinal ataxia (see Tabes Dorsalis above). Not infrequently, how- 
ever, with involvement of both pyramidal and the proprioceptive pathways as seen 
in this disease the gait is spastic-ataxic, the amount of ataxia or of spasticity, or the 
predominance of one over the other, depending upon the site of the predominant 
pathologic change. 

Chief Signs. See page 703. 

Epilepsy. Characteristics. Many chronic epileptics have a peculiar slouching pos- 
ture and gait. 

Chief Signs. See page 769. 

Osteochondritis Deformans Coxae Juvenilis (Legg-Calvé-Perthes Disease). Char- 
acteristics. The most constant early sign is a limp, which tends to disappear but re- 
turns at intervals for 6 to 18 months. 

Chief Signs. Pain, tenderness, and fixation of one hip in the early stage; later, 
slight flexion with adduction and some wasting; x-ray (flattening of the head of the 
femur); recovery. 

Hysteria. Characteristics. The gaits are of the most varied types. In hysterical 
hemiplegia the patient often pushes the paralyzed foot along the ground as if on a 
skate, or drags it helplessly along with its dorsum resting on the ground. If this is 
bilateral the patient is totally unable to walk or stand. The foot may be held in a posi- 
tion of talipes calcaneus, or the patient walk on the outer border of the foot; or one 
lower limb may be flexed acutely at the hip and knee, so that crutches are necessary. 
Again, there may be a zigzag gait, or one leg may be thrown about with a wild flourish. 
The varieties are unlimited, but every one differs in some respect from the gait of 
organic disease. 

Chief Signs. See page 700. 

Cerebellar Disease. Characteristics. The gait is caused by involvement of the co- 
ordinating mechanisms in the cerebellum and its connecting systems, and is character- 
ized by ataxia with the eyes open or closed. With a vermis or midline lesion there is a 
staggering, unsteady, irregular, lurching, wide-based gait, and the patient may sway in 
any direction. In disease localized to one cerebellar hemisphere or its connections there 
is persistent swaying or deviation toward the involved side. 

Chief Signs. See page 957. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Charac- 
teristics. In the later stages the gait becomes impaired, the patient trips readily, has dif- 
ficulty in going up or down stairs, and the walk may be spastic or occasionally tabetic. 

Chief Signs. See page 105. 

Congenital Dislocation of the Hip. Characteristics. In unilateral dislocation there 1s 
a peculiar lunge of the body toward the short (affected) side which is likened to the 
motion of walking down stairs. The pelvis is lowered on the weight-bearing side with 
an associated scoliosis. In bilateral dislocation there is a peculiar waddling or “‘sailor’s” 
gait with marked lordosis and a prominent abdomen. 

Chief Signs. See page 623. 

Amyotrophic Lateral Sclerosis. Characteristics. The gait is spastic. The legs are 
slightly bent at the knees and decidedly bowed forward. The legs are adducted, with 
the knees almost overlapping, and the feet inverted. The steps are regular, but very 
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short. The patient hardly walks at all, he shuffles (“creeping palsy”); the feet scrape 
along the floor. If there is bilateral foot drop the gait resembles a spastic-ataxic one. 

Chief Signs. See page 704. 

Pseudohypertrophic Muscular Dystrophy. Characteristics. Instability in walking is 
the first symptom. Later the gait becomes characteristic. The child stands on a wide 
base with a lumbar lordosis and tends to lean backward. The feet are lifted from the 
ground with difficulty and the patient rolls from side to side in a sailorlike fashion, us- 
ing his trunk muscles to raise and propel the legs. The gait is therefore “waddling” or 
clumsy. He may fall at any time. 

Chief Signs. See page 747. 

Friedreich’s Ataxia. Characteristics. The gait is irregular, the feet are set wide apart, 
and the movements are clumsy and incoordinate. As time goes on the patient may re- 
quire the aid of crutches or sticks, but eventually walking becomes impossible. 

Chief Signs. See page 99. 

Less Common Causes. Inguinal abscess (limping); pelvic abscess (limping) ; peri- 
nephric abscess (limping); popliteal aneurysm (limping) ; gout (limping) ; sacro-iliac 
disease (limping); osteoarthritis (limping); infectious arthritis (limping); traumatic 
arthritis (limping); rheumatic fever (limping); rheumatoid arthritis (limping) ; tu- 
berculous arthritis (limping); syphilitic arthritis (limping); metatarsalgia (limping) ; 
plantar wart (limping); bunions (limping); rupture of the quadriceps extensor or of 
the plantaris (acute pain, limping) ; Osgood-Schlatter disease (limping) ; dermatitis of 
the feet (limping); intermittent claudication (painful limp passing off with rest); 
chronic osteomyelitis (limping); maduromycosis (limping); pigmented villonodular 
synovitis (limping); pernicious anemia (spastic or spastic-ataxic gait); external pop- 
liteal nerve injury (unilateral foot drop); flat feet (waddling); myasthenia gravis 
(combination of waddling and steppage gait) ; syringomyelia (spastic gait); malinger- 
ing (foot dragged or jerked along) ; achondroplasia (waddling gait); rickets (bowlegs 
and knock knees may slightly alter the gait ) ; chondro-osteodystrophy (waddling gait) ; 
Engelmann’s disease (waddling gait); melarheostosis (limping); dysplasia epiphys- 
ialis multiplex (pain and stiffness in the knees and hips with difficulty in walking) ; 
coxa vara and coxa valga (limps of double waddling gait); cerebral tumor, frontal 
region (ataxic gait) ; spinal meningitis (spastic gait); congenital spastic diplegia (spas- 
tic or scissors gait); Huntington’s chorea (grotesque, dancing gait) ; athetosis (marked 
distal movements and grimaces ); dystonia muscularum deformans (marked proximal 
movements and grimaces); Tooth’s paralysis (feet dragged—steppage gait); osteitis 
deformans (shuffling and tottering gait, with bent back and dropped head); Korsakoff’s 
syndrome (tottering gait); scrotal affections (waddling gait); infantile scurvy (wad- 
dling gait); spinal cord tumor (spastic gait) ; vertebral tumor (spastic gait ) ; depression 
(stooped with slow gait); mania (overactive); brominism (tottering gait) ; mercurial- 
ism (running gait); manganese poisoning (rooster gait); cerebellar abscess (reeling 
gait); familial spastic paraplegia (spastic or scissors gait); hematomyelia (spastic 
gait); cretinism (head back, feet apart); progressive lenticular degeneration (spastic 
gait); spina bifida (spastic gait); spinal caries (spastic gait) ; syphilitic paraplegia 
(spastic gait); multiple arthritis (waddling gait); progressive muscular atrophy (tot- 
tering gait or steppage gait); pseudotabes (reeling gait); cervical pachymeningitis 
(spastic gait ); overdose with sedatives and hypnotics (staggering ataxic gait), vestib- 
ular disease (staggering ataxic gait with swaying or deviation toward the affected 
side); thrombosis of the posterior inferior cerebellar artery (hemiataxia with homo- 
lateral diminution of pain, heat and cold); bulbar softening (cerebellar ataxic gait); 
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chronic torsion spasm (dromedary gait with retropulsion) ; Thomsen’s disease (legs 
alternately stiff) ; primary combined sclerosis (spastic gait) ; ataxic paraplegia (reeling 
or ataxic gait); pellagra (ataxic and weak at times, spastic gait) ; hydrocephalus (tot- 
tering gait); hemarthrosis in hemophilia (limp) ; Still’s disease ( limping); gonorrheal 
arthritis (limping) ; neoplasm of bone (limping ) ; march fracture (limping); calcanean 
spur (limping) ; rupture of the tendo achillis (limping) ; phlebitis (limping) ; ruptured 
intervertebral disk (limping) ; bursitis—gluteal, patellar, and tendo achillis (limping) ; 
severe head injuries (rarely parkinsonian gait); mollities ossium (tottering gait); mye- 
litis, early stages (ataxia of the cerebellar type). 


HAIR, DECREASED 
(Alopecia) 


(See also Baldness or Thin Hair, page 26, and Bald Patches on the Scalp, page 
27) 


Alopecia varies from a small patch of baldness on the scalp to loss of hair over the 
entire body (alopecia universalis). A receding hair line on the forehead is usual in the 
male with advancing age. The incidence of common baldness in males increases 
steadily until about the age of 70. With age also a round or oval bald spot may appear 
on the scalp of men. In elderly women there may be a rather extensive thinning of the 
hair of the head. More extensive baldness of the scalp in males is not uncommon and 
is usually hereditary. This section deals with more or less generalized loss of hair. 

Alopecia Areata, Characteristics. There is a sudden, complete loss of hair in sharply 
defined, round or oval patches without accompanying atrophy or inflammation. The 
scalp is affected in part or in toto. Usually the scalp is the initial site; rarely it may never 
be involved, or it may be subsequently involved. There may be concomitant involve- 
ment of other hairy portions of the skin—the eyelids, eyebrows, axillae, beard, pubic 
area, and, to a lesser extent, the trunk and extremities. The number and extent of the 
patches are extremely variable. Rarely the hair all over the body is lost. 

Chief Signs. May be neurotic temperament; absence of inflammation; appearance 
of lanugo hair in bald spots; extremely variable course; remissions and exacerbations. 

Less Common Causes. Pregnancy; congenital alopecia; follicular lichen planus; 
bacterial infections; effect of chemicals and drugs (thallium, heparin, nitrogen mus- 
tards, follic acid antagonists; chloroprene dimers; excessive intake of vitamin A; al- 
lergic drug reactions accompanied by exfoliative dermatitis ); hypofunctioning pitui- 
tary or thyroid gland (thinning rather than alopecia); dermatomyositis; acanthosis 
nigricans; disseminated lupus erythematosus; advanced diabetes mellitus; cachexia; 


lymphoma; alopecia of middle-aged women. 


HAIR, INCREASED 


(Hirsutism; Hypertrichosis ) 


Increase in hair may be localized or diffuse, congenital or acquired, normal or 
pathologic. The most common form is essential hirsutism of women. That due to ex- 
cessive secretion of androgenic hormones—endocrinopathic hirsutism—fortunately 
is rare. Extensive endocrinologic studies are usually fruitless and wasteful. Prolonged 


use of adrenal corticosteroids is an obvious cause of hirsutism. 
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Essential Hirsutism (Idiopathic Hypertrichosis of Women). Characteristics. Dark 
and coarse hairs on the upper lips are common in Latin and Jewish women. Dark, 
coarse hair on the body, extremities, face, and suprapubic regions may develop. No 
abnormality in androgen synthesis or in androgen-estrogen ratio is found. Hairiness 
on the upper lips is not uncommon in women past the menopause, in whom there may 
be tufts of hair on the chin. Hypertrichosis in the lumbar and sacral regions is not un- 
common in normal persons. Some men are normally excessively hairy, especially on 
the trunk and extremities. 

Chief Signs. Occurrence often familial; absence of hormonal abnormality. 

Acromegaly. Characteristics. Hirsutism sometimes occurs. 

Chief Signs. See page 786. 

Cushing’s Syndrome (Adrenal Cortical Hyperfunction). Characteristics. There is 
hypertrichosis of the face, trunk, and extremities. 

Chief Signs. See page 811. 

Adrenogenital Syndrome (Adrenal Virilism). Characteristics. Masculine hirsut- 
ism is present as in Cushing’s syndrome. 

Chief Signs. Female pseudohermaphroditic type: short, stocky, muscular body; 
shallow vulva, and hypertrophied labia majora and clitoris in females; virilism; amen- 
orrhea; failure of breasts to develop; excessive production of androgen. Juvenile form: 
occurrence mainly in girls; tall stature with long arms and legs; masculineness; pre- 
cocious puberty; excessive excretion of 17-ketosteroids. Adult form: occurrence in 
adolescent girls or women at the menopause; virilism; hypertrophied clitoris; cessation 
of menses; excessive excretion of 17-ketosteroids. 

Adrenal Cortical Tumor. Characteristics. Hirsutism occurs in females. 

Chief Signs. Those of both Cushing’s syndrome and the adrenogenital syndrome; 
virilism in females, feminization in males; increased excretion of estrogen. 

Localized Hirsutism. Characteristics. Ordinary intradermal nevi are often sur- 
mounted by thick, coarse hairs. Prolonged trauma and irritation of the skin may pro- 
voke localized hirsutism. 

Less Common Causes. Congenital hirsutism; dermatomyositis; encephalitis; brain 
tumor; multiple sclerosis; porphyria; artificial menopause; nerve injury; exposure to 
the sun. 


HICCOUGH 
(Hiccup; Singultus ) 


Persistent hiccough (hiccup or singultus) results from a rhythmically recurring in- 
voluntary clonic contracture of the diaphragm, the peculiar, familiar sound which 
characterizes the phenomenon being produced by the sudden violent intake of air, re- 
sulting from diaphragmatic contraction and coincident adduction of the vocal cords 
and closure of the glottis which results in a sudden arrest of inspiration. Three chief 
causes for hiccough have been suggested, namely, 1, reflex stimulation of the phrenic 
nerve from the organs lying beneath the diaphragm, 2, phrenic nerve impulses origi- 
nating from the brain itself (psychic influences and emotional disturbances, organic 
brain lesions, chemical irritation of the respiratory center by substances reaching it 
through the blood stream—toxic agents, various metabolites), and 3, direct irritation 
of the phrenic nerve anywhere along its course. Hiccough frequently has no clinical 
significance, occurring in healthy persons from trivial causes or spontaneously. 

Lesions of the Abdominal Organs and Peritoneum (Including Postoperative Hic- 
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cup). Characteristics. The major portion of clinical cases of hiccup which come under 
observation are associated with pathologic conditions of the abdominal organs and the 
peritoneum. Trivial gastrointestinal causes of temporary hiccup include the too hasty 
eating of a large meal (overdistention of the stomach), the too rapid intake of unduly 
hot or cold or peppery foods, aerophagia, gaseous distention of the stomach, and ordi- 
nary dyspepsia. Of more import and of grave prognosis, if persistent, is the hiccup 
occasioned by acute peritonitis, acute hemorrhagic pancreatitis, acute intestinal ob- 
struction, and acute postoperative dilatation of the stomach. A relatively frequent and 
serious form of hiccup may occur as a complication of abdominal surgery in the ab- 
sence of peritonitis and acute dilatation of the stomach, especially following operations 
upon the upper abdominal organs (postoperative hiccup), the etiology of which may 
be reflex irritation of the phrenic nerve due to mechanical stimulation of the sympa- 
thetic nerves as a result of strong traction on the tissues. For other specific causes see 
Less Common Causes below. 

Chief Signs. Those of the underlying cause. 

Neurosis (Hysterical Hiccup). Characteristics. Hiccough may be persistent 
through waking hours for weeks at the rate of two or three a minute. The hiccough 
stops during sleep but may continue during meals. 

Chief Signs. See page 812. 

Uremia. Characteristics. Hiccough is often present, hard to control, and of grave 
prognosis. 

Chief Signs. See page 859. 

Alcoholism. Characteristics. Hiccough is often observed in acute and chronic alco- 
holism. 

Chief Signs. See page 772. 

Phrenic Nerve Irritation. Characteristics. Irritation of the phrenic nerve by some- 
thing in the mediastinum (tuberculous lymph nodes, aneurysm, dilated esophagus, 
enlarged heart, adherent pericardium, malignant or lymphadenomatous deposits, 
mediastinitis, pleural inflammation, etc.) may cause recurrent attacks of intractible 
hiccough. For other specific causes see Less Common Causes below. The condition is 
likewise a frequent complication of thoracic surgery wherein the branches of the 
phrenic nerve are liable to injury. 

Chief Signs. Those of the underlying disease. 

Epidemic Hiccough. Characteristics. There is a sudden onset of persistent rhythmic 
hiccup which continues incessantly all day, interferes with talking and eating, occa- 
sionally causes vomiting, and ceases with sleep. The duration is usually 24 to 72 hours, 
but the attack may last as long as a week. The illness is usually mild, but at times it has 
been fatal. 

Chief Signs. Epidemicity; preceding symptoms of a mild upper respiratory tract in- 
fection with mild fever and bradycardia for 24 to 48 hours; occurrence in the early 
winter; may be symptoms and signs of encephalitis lethargica; absence of marked con- 
stitutional symptoms; negative spinal fluid. 

Pneumonia. Characteristics. Hiccup may occur when there is accompanying dia- 
phragmatic pleurisy. 

Chief Signs. See pages 387 and 390. 

Tabes Dorsalis. Characteristics. Crises of hiccup may occasionally replace other 
tabetic crises. The paroxysms may be distressing, prolonged, and intractible. 

Chief Signs. See page 696. 

Less Common Causes. Gastritis; carcinoma of the stomach; carcinoma of the liver; 


822 General Symptoms 


abscess of the liver; gumma of the liver; carcinoma of the colon; carcinoma of the 
uterus; carcinoma of the esophagus; diaphragmatic hernia; subphrenic abscess; ap- 
pendicitis; splenic infarct; strangulated hernia; hydrocephalus; tuberculous meningitis; 
encephalitis; syringomyelia; epilepsy; chorea; diaphragmatic pleurisy; Addison’s dis- 
ease; gout; diabetes mellitus; tympanites; pericardial effusion; typhoid fever; cholera; 
postoperative urinary tract surgery; hemorrhage; cardiac decompensation; chronic 
nephritis; gangrene of the lung; hepatitis; intracranial tumor (particularly in the pos- 
terior fossa); meningitis; cerebral hemorrhage; softening of the medulla oblongata; 
acetonemia; helminthiasis; amebic dysentery; septicemia; erysipelas; spinal injury; 
shock and collapse; dysmenorrhea. 


IMPOTENCE 


Impotence is the inability to perform the act of coitus normally; the term has come 
to be restricted to incapability on the part of the male. The term is not synonymous with 
sterility, which implies absence of spermatozoa necessary to fecundation. 

Impotence may be complete or partial, temporary or permanent; it varies in degree 
from premature ejaculation to a total inability to have an erection, and its causation 
may be either organic or functional (psychogenic). 

The organic causes of impotence may be summarized as follows: 1, the presence of 
local pathologic conditions of the male genitalia, congenital or acquired, which make 
coitus difficult or impossible; 2, the existence of systemic disease, acute or chronic; 3, 
the presence of disease of the nervous system; and 4, the existence of endocrine dis- 
turbances. 

The functional (psychogenic) causes of impotence have their basis for the most part 
in some psychic or neurotic tendency or trait which is often of a temporary or self- 
limited nature. Among the causes of this type of impotence are included masturbation, 
excessive coitus, practice of coitus interruptus, prolonged ungratified sexual excite- 
ment, sexual inexperience, various repressions and inhibitions, and finally, physiologic 
impotence (age). At times, however, such a complaint may be of a permanent and 
complete nature, requiring extensive and protracted psychiatric assistance with often 
a dubious outcome. The majority of cases of impotence are psychogenic. 

Prostatitis (and Vesiculitis). Characteristics. Premature and painful ejaculations, 
incomplete or painful erections, nocturnal emissions, and other disturbances of the 
sexual function occur, due to pathologic changes in the verumontanum, utricle or 
ejaculatory ducts. 

Chief Signs. See page 629. 

Peyronie’s Disease (Induratio Penis Plastica). Characteristics. In this condition of 
unknown cause there is an insidious and slow development of a fibrous tissue mass 
beginning at one point along the shaft and forming a circumscribed area with sharply 
defined margins. The induration so produced may be localized to one region or involve 
the entire penis, and its presence in more extensive forms results in complete impo- 
tence: 

Chief Signs. Occurrence in males over 50 years of age; painful erection (early) ; in- 
curvation of the penis upon erection (late); demonstration of fibrosis with fibrous 
plaques in the corpora cavernosa; unknown etiology. 

Homosexuality. Characteristics. Impotence in this condition may be complete or 
partial. At times, however, in latent forms, the reverse may be true, the individual 
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seeking to prove his masculinity by having numerous affairs with women and bragging 
about them. 

Diabetes Mellitus. Characteristics. Impotence is common and may be an early 
symptom in severe cases. 

Chief Signs, See page 726. 

Chronic Alcoholism. Characteristics. Impotence is common. 

Chief Signs. See page 772. 

Multiple Sclerosis. Characteristics. The sexual functions are impaired either as a 
result of involvement of the sacral area or involvement of the higher sexual centers. 

Chief Signs. See page 703. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Impotence is not uncommon 
in the pre-ataxic stage and is usual in the ataxic stage. 

Chief Signs. See page 696. 

General Paresis. Characteristics. Sexual power is often lost in the early stages, but 
in other cases it is increased almost to the extent of satyriasis. In the late stages it is lost. 

Chief Signs. See page 105. 

Prostatism. Characteristics. A combination of age and disease diminishes or ob- 
literates sexual power. Rarely a congested prostate excites abnormal and frequent 
erections. 

Chief Signs. See page 630. 

Less Common Causes. Absence of the penis; penile ulcerations, destruction, inflam- 
mations, or swellings; severe hypospadias (curvature); secondary scarring of the 
cavernous bodies with pain and incurvation on erection (injuries, infections) ; corpora 
cavernositis (following urethritis, peri-urethritis, prolonged catheter placement, in- 
strumental trauma, secondary hemorrhage following deep infiltration and anesthesia 
for surgery, etc.) ; acromegaly (in advanced cases); chronic lead poisoning; addiction 
(morphine, heroin, Demerol, etc.); anemia (severe degrees); spina bifida; cord in- 
juries or compression (loss of reflex arcs at the sacral level of the cord); tumor of the 
cauda equina; sympathectomy; brominism; castration; Frohlich’s syndrome (dys- 
trophia adiposogenitalis); hypothyroidism; acquired testicular failure; ataxic para- 
plegia; amyotrophic lateral sclerosis; hypopituitarism; transverse myelitis; pituitary 
tumor; Simmond’s pituitary cachexia; chromophobe adenoma of the anterior lobe of 
the pituitary; chronic infections; large hernia or hydrocele; gonorrhea (ulcerations, 
granulations, or stricture formation); chronic anxiety; fear of venereal disease; fear 
of impotence; fear of pregnancy; religious and ethical fears; Erb’s syphilitic spinal 
paralysis; priapism (sequel) ; perversions; infantilism; Cushing’s disease; severe vita- 
min deficiency; congenital eunuchoidism; depressed states; hemachromatosis; mumps 
orchitis. 


INSOMNIA 


(Sleeplessness ) 


Insomnia or the inability to obtain the proper amount of sleep, both in children and 
adults, occurs in one of three chief forms (inability to fall asleep, early awakening with 
inability to return to sleep, or a tendency to repeated awakening throughout the night), 
and it may be due entirely to faulty habits of hygiene, such as some sudden change in 
the routine of the day or evening; the use of a noisy, airless, overheated, or improperly 
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lighted bedroom; the use of too many bedclothes, too few, or otherwise improper bed- 
ding; the absence of sufficient diurnal activity; excessive sleeping or napping in the 
afternoon or evening; going to bed on a too full or too empty stomach; drinking strong 
tea or coffee too late in the day; the overuse of tobacco, alcohol, or drugs. In infants it 
is most often due to indigestion, hunger, or bodily discomfort, though in rare cases it 
may be due to disease. At all ages insomnia may accompany the early stages of many 
febrile diseases. 

There is a large class of cases of insomnia due to some obvious extrinsic cause, chief 
of which are pain, cough, dyspnea, vomiting, delirium, dementia, frequent micturition, 
diarrhea, and itching. Under this group comes emotional insomnia (anxiety, fear, ex- 
citement, grief, hypochondriasis, neurasthenia, etc. ). 

In the most varied acute disorders, slight or severe, insomnia is commonplace, but 
here it passes off with the amelioration of the disorder and is never of great diagnostic 
importance. Overfatigue, especially from mental overwork, is a frequent cause among 
busy professional and business men. Toxic insomnia is common. 

Some cases are associated with gastric or intestinal fermentation, especially with 
dilatation of the stomach. The sufferer wakens after an hour or two, perhaps after a 
horrible dream, with palpitation, profuse sweating, or gastric uneasiness, and a sink- 
ing feeling with craving for food. 

Finally, especially in adults, insomnia may accompany some chronic disease in 
which the sleeplessness may be one of the earliest symptoms, or the other symptoms 
that are present may have escaped the patient’s notice, and therefore be of diagnostic 
importance. The following list is intended to include this category. 

Anxiety Neurosis. Characteristics. This is probably the commonest cause of in- 
somnia in adults and usually manifests itself by a tendency to awaken repeatedly dur- 
ing the night with but brief periods of sleep between. It is associated with a sense of 
general restlessness, irritability, depression, lack of concentration, and indecisiveness. 
At times auditory hyperesthesia with resultant insomnia is a prime complaint. In some 
cases sleep may be so disturbed by nightmares (parvor nocturnus) that the patients 
are afraid to sleep, and as a result there is actually a voluntary insomnia. 

Chief Signs. See page 812. 

Heart Disease and Congestive Heart Failure. Characteristics. Insomnia is often 
noted because of the frequent occurrence of disagreeable palpitation or dyspnea with 
recumbency. With the advent of congestive heart failure and its attendant orthopnea 
the sleeplessness is usually worsened. 

Chief Signs. Those of the underlying cardiac disease. 

Pulmonary Disease. Characteristics. Insomnia is a common complaint in patients 
with pulmonary disease whose vital capacity is compromised by recumbency (bron- 
chitis, pneumonia, bronchiectasis, tuberculosis, asthma, pulmonary fibrosis, etc.). 

Chief Signs. Those of the underlying pulmonary disease. 

Essential Hypertension. Characteristics. Among the nervous symptoms of hyper- 
tension, insomnia often occurs and may be persistent and distressing. The patient 
cannot lie on his left side on account of the throbbing in his ears, which also adds to his 
sleeplessness. 

Chief Signs. See page 748. 

Arteriosclerosis. Characteristics. Insomnia is a symptom frequently observed in 
these cases in which cerebral arteriosclerosis is marked. It is probably due to cerebrai 
anoxia. Nocturnal restlessness may be associated with morning somnolence. 

Chief Signs, See page 796. 
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Hyperthyroidism (Exophthalmic Goiter). Characteristics. During the crises which 
occur there is insomnia with extreme irritability, restlessness, and emotionalism. 

Chief Signs. See page 307. 

Cirrhosis of the Liver. Characteristics. Sleeplessness is frequent, being accompanied 
in severe cases by nocturnal delirium. 

Chief Signs. See page 572. 

Aortic Regurgitation. Characteristics. Disturbed sleep is often occasioned by the 
pulsating shock and noise of the patient’s own heart. 

Chief Signs. See page 501. 

Manic-Depressive Psychosis. Characteristics. In the manic stage or stage of ex- 
citation, the flight of ideas, psychomotor hyperactivity, and emotional exaltation may 
prevent the patient from sleeping. 

Chief Signs. See page 810. 

Uremia. Characteristics. There may be persistent insomnia which may continue 
until death with few other symptoms. 

Chief Signs. See page 771. 

General Paresis. Characteristics. The psychic changes may commence in various 
ways, one of which is with the “neurasthenic” symptoms of which insomnia, mild de- 
pression, indecision of action, and sometimes irritability and headache predominate. 

Chief Signs. See page 105. 

Pericarditis with Effusion. Characteristics. Insomnia and restlessness are common 
and in severe cases may be extreme, especially in recumbency. 

Chief Signs. See page 860. 

Encephalitis Lethargica. Characteristics. Reversal of the sleep mechanism is fre- 
quent with insomnia at night and somnolence during the day. 

Chief Signs. See page 798. 

Rickets. Characteristics. The child sleeps badly and is irritable and restless. These 
symptoms may appear early in the disease. 

Chief Signs. See page 772. 

Tuberculosis of the Hip Joint. Characteristics. In the early stages sleep may be dis- 
turbed by sudden, starting pains; the child goes off to sleep only to be awakened almost 
at once by sudden shooting pains in the hip or leg. 

Chief Signs. See page 677. 

Cerebral Syphilis. Characteristics. Insomnia may occur from headache, or without 
it, though instead of insomnia there may be mental apathy and attacks of somnolence. 

Chief Signs. See page 783. 

Less Common Causes. Paralysis agitans; pernicious anemia; cerebral tumor; Pott’s 
disease; senility; polycythemia; malingering; teething; worms; Pick’s disease; night- 
mares; exhaustion; ungratified eroticism; nocturnal emissions; pregnancy; diabetes 
mellitus and insipidus (polyuria and polydipsia); paroxysmal cardiac irregularities 
(ectopic beats, tachycardia, fibrillation); nasal obstruction (from any cause); tym- 
panites (from any cause); dilatation of the stomach; pellagra; delirium tremens; 
melancholia; meningitis; pleurisy; poisonings (beryllium, lead, manganese, mercury, 
sulfocyanates, tetrachloroethylene, etc.) ; nocturnal leg cramps; syndrome of the rest- 
less legs; idiosyncrasies to opiates; amphetamine administration; idiosyncrasy to bar- 
biturates; dengue; chronic gastritis; trichiniasis; constipation (especially with full rec- 
tum); cocainism; secondary syphilis; thyroid overdosage; severe anemia; porphyria; 
barbiturate withdrawal; brucellosis; bartonellosis; psittacosis; Rocky Mountain 
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ITCHING 


(Pruritus ) 


Itching or pruritus may be local or general, obligate or facultative. The value of 
the complaint as a diagnostic feature in morphologically similar lesions depends upon 
the fact that its presence or absence in a cutaneous disorder depends more on the 
nature of the etiologic agent than on the nature of the morphologic elements. Thus 
syphilis, cutaneous tuberculosis, and leprosy with their vast variety of skin manifes- 
tations can be readily ruled out in a given case by the presence of pruritus as can 
benign and malignant neoplasms of the skin. 

In a given case of pruritus the establishment of its obligate or facultative nature 
is of great importance in that in the former case the symptom is of definite diagnostic 
value, whereas in the latter instance the itching is a more or less happenstance and 
of minor diagnostic value because most inflammatory cutaneous lesions may itch 
occasionally due to increased hyperexcitability of the cutaneous nerve endings. The 
obligate nature of pruritus is established by the fact that it disturbs the patient’s sleep. 

Pruritus may be caused by chemical, mechanical, thermal, or electrical stimuli 
acting upon cutaneous nerve endings from without as well as within. If the stimulus 
in addition to nerve stimulation also produces irritation to epidermal cells or capillary 
vessel walls an inflammatory lesion develops. Once pruritus subsides, hyperexcita- 
bility at the site of this lesion persists as far as itching is concerned, and thus its 
threshold for itching is decreased with often normally inadequate stimuli precipitat- 
ing intense pruritic sensations. When such is the case trivial circumstances may re- 
peatedly provoke the itching sensation several times in the same spot and if the 
response is one of vigorous scratching the itching excitability rapidly increases and 
soon a vicious cycle is established which is greatly aggravated by a proliferative re- 
action of the epidermis in response to repeated mechanical trauma. Thus, in patho- 
logic conditions the itching-scratching cycle becomes a serious situation. Nerve end- 
ings mediating the pruritic sensation are made more sensitive by increased capillary 
dilatation and tissue anoxia—thus the favorable response of the complaint to cold, 
vasoconstrictor agents, anti-inflammatory agents, and measures which tend to pro- 
mote improved tissue oxygenation. In addition, itching hyperexcitability may be 
elicited not only by peripheral mechanisms but also centrally. Thus two factors de- 
termine whether or not in a given pathologic process itching is produced: 1, the in- 
tensity and quality of the itching stimulus, and 2, the itching excitability which under 
pathologic conditions may be greatly increased either peripherally or centrally. 

The special itchings, such as pruritus ani and pruritus vulvae, are considered under 
their particular regions. 

Eczema (Contact Dermatitis; Contact Eczema; Dermatitis Venenata; Occupa- 
tional Dermatitis; Eczematoid Dermatitis). Characteristics. Itching is seldom miss- 
ing, and if so, its place is usually taken by some paresthesia. It may vary in degree 
from slight to intense and may be constant or frequently intermittent. 

Chief Signs. History (contact dermatitis—plants, occupation, detergents, wearing 
apparel, etc.; drug ingestion; atopic dermatitis—allergic eczema; eczema due to a 
focus of infection; eczema due to nutritional deficiency; nummular eczema; eczema 
due to anxiety; autosensitization dermatitis); chronicity; appearance in the begin- 
ning of erythema, papules, vesicles, or pustules; redness, thickening, scaling or crust- 
ing of involved areas; sticky exudation with formation of crusts; occurrence of fissures; 
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tendency to involve certain areas (hands, face, scalp, back of ears, genitalia, flexures, 
legs); heat and burning; obligate pruritus. 

Scabies (The Itch). Characteristics. The first evidence of the disease is itching, at 
first being limited to the region where the parasites have gained access. Later it be- 
comes more or less general, but always more pronounced in certain situations where 
the lesions are prone to appear, especially the fingers, hands, wrists, axillary folds, 
lower abdomen, genitalia, inside of thighs, ankles, and feet. 

Chief Signs. History of infection; characteristic distribution; presence of the “bur- 
row” (tortuous, straight, or zigzag, dotted, slightly elevated, dark gray or blackish, 
threadlike linear formation ¥ to ¥% inch long, elevated especially at one end, in 
which is seen a minute whitish or dark grayish dot); obligate pruritus. 

Pediculosis (Capitis, Corporis, Pubis). Characteristics. Itching is always present 
and may vary from a slight degree in some cases of head and pubic lice, to extremely 
intense itching in pediculosis corporis and some types of pediculosis pubis. 

Chief Signs. Presence of the lice; characteristic eggs (nits) on the hairs in capitis 
and pubis types; obligate pruritus. 

Urticaria. Characteristics. Itching may precede and always accompanies the le- 
sions. The itching is usually quite marked and accompanied by other paresthesiae, 
especially stinging and burning. 

Chief Signs. Sudden onset; presence of evanescent whitish, pinkish, or reddish ele- 
vations or wheals, somewhat variable as to size and shape, attended besides itching 
with stinging and pricking sensations; obligate pruritus. 

Lichenification (Neurodermite). Characteristics. There is an oval or irregular 
patch of darkened and thickened skin, located on the neck, leg, scrotum, or arm, 
which itches intensely from time to time. It is a chronic lesion of neurogenic origin. 

Chief Signs. See page 713. 

Asteatosis (Xerosis; Dry Skin). Characteristics. Moderate intermittent pruritus 
often noted when the patient is disrobing or just after retiring or when the skin 1s 
exposed to abrupt changes of external temperature is characteristic of the condition. 
The pruritus is facultative. 

Chief Signs. Dry rough skin with fine adherent scales; superficial cracking of the 
horny layer of the skin; may be mild inflammatory reaction in isolated patches; may 
be evidences of hypogonadism or hypothyroidism; may be present only during the 
winter (pruritus hiemalis—see below); may follow too frequent bathing (pruritus 
balnei—see below). 

Anoxic Pruritus. Characteristics. Venous stasis may lead to pruritus in the stasic 
area when the superficial cutaneous veins are involved and cutaneous blood flow is 
slowed. The pruritus is usually mild and facultative; and with the passage of time and 
in the absence of treatment diffuse thickening of the epidermis develops as a conse- 
quence of scratching. 

Chief Signs. Presence of venous varicosities; stasis dermatitis (thickening, dis- 
coloration, edema, dryness, inflammation, etc.); relieved by successful treatment of 
varicosities. 

Psychogenic Pruritus. Characteristics. Itching may at times be produced merely 
by imagining the presence of biting or crawling insects on the skin. In the case of 
parasitophobia the patient endeavors to convince the physician that parasites are 
crawling on his skin with at times complaints of pruritus or other paresthesias. In 
other neurotic individuals nervous itch may develop which is perpetuated by an 
itching-scratching cycle (see Lichenification above ). 
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Chief Signs. See page 842. 

Pregnancy (Pruritus Gravidarum). Characteristics. Frequently pregnant women 
suffer from an intense generalized pruritus during the last month of pregnancy. The 
pruritus is obligate. The skin after a time may reveal diffuse uneven pigmentation 
and superficial pyogenic lesions due to scratching and secondary infection similar to 
those observed in vagabonds’ disease. The condition is characterized by sudden early 
generalized pruritus without accompanying cutaneous skin manifestations. 

Chief Signs. Pregnancy (last trimester); absence of demonstration of scabies or 
pediculi; sudden disappearance after delivery. 

Pruritus Hiemalis (Winter Itch). Characteristics. The itching usually comes on 
at night when the patient is disrobing or just after retiring. It is frequently intense, 
lasting some minutes to an hour or more. It may recur on rising. 

Chief Signs. Absence of skin lesions except those of scratching; occurrence in win- 
ter months. 

Pruritus Senilis. Characteristics. Itching is of variable degree, from slight to intense, 
and accompanies the atrophic changes in the skin. 

Chief Signs. Presence of atrophic changes in the skin; absence of lesions except 
those of scratching. 

Pruritus Balnei (Bath Pruritus). Characteristics. Itching or burning sensations 
follow bathing. It is commonly situated on the legs from the hips down and occasion- 
ally in the forearms. The attack lasts from several minutes to half an hour or more, 
being relieved by dressing and walking about. 

Chief Signs. Absence of lesions. 

Diabetes Mellitus. Characteristics. Extremely marked and obstinate itching occurs 
in severe, uncontrolled cases, occasionally general but more often localized at the 
folds over the flexor surfaces near the joints or on the genitalia. 

Chief Signs. See page 736. 

Chronic Glomerulonephritis. Characteristics. Intolerable itching of the skin may 
be present. 

Chief Signs. See page 738. 

Uremia. Characteristics. Intense itching of the skin may occur as a nervous mani- 
festation in uremic states. 

Chief Signs. See page 859. 

Jaundice. Characteristics. In the pre-icteric stage there may be itching, and in all 
forms except the hemolytic itching may be a most distressing symptom. 

For causes see page 829. 

Lymphoblastoma (Including Myeloid and Lymphatic Leukemia, Lymphosarcoma, 
Mycosis Fungoides, and Hodgkin’s Disease). Characteristics. The first subjective 
symptom of the disease frequently is a general pruritus. This initial itching without 
visible lesions is very uncommon in myeloid leukemia, not infrequent in lymphatic 
leukemia and lymphosarcoma, and extremely common in mycosis fungoides and 
Hodgkin’s disease (20 to 25 per cent of cases). In addition, all of these conditions 
may subsequently develop an exfoliative dermatitis with its concomitant pruritus, 

Chief Signs. Those of the underlying disease. 

Less Common Causes. Prurigo; seborrhea; morphinism; cimicosis (bedbug bites) ; 
pulicosis (flea bites); uncinarial and schistosome dermatitis; creeping eruption; in- 
testinal helminthiasis (especially trichinosis); lichen planus; hyperthyroidism; poly- 
cythemia; id reactions; desquamating exanthema; variola; pityriasis rosea; miliaria; 
lichen simplex; pemphigus; hypersensitivity to or poisoning with arsenicals, Ata- 
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brine, mycin drugs, blood, gold compounds, barbiturates, penicillin, mercurial 
diuretics, hydantoin anticonvulsants, quinine, sulfonamides, thiamine, iodides, etc.; 
malignant internal neoplasms; strophulus (tooth rash, gum rash); susceptibility to 
wool; tabes dorsalis; meralgia paresthetica (thigh); myelitis; prickly heat; lichen 
urticarius; cheiropompholyx; chilblain; tinea marginata; bites and stings; erythema; 
gout; food allergy (strawberries, crabs, etc.); angioneurotic edema; cervical rib 
(hand); multiple sclerosis; meningeal hemorrhage, spinal; menopause; pinta; sclero- 
derma; meningitis; spondylosis; syringomyelia; tetany; arteriosclerosis; toxic goiter; 
psoriasis; dermatitis herpetiformis; serum sickness; hay fever. 


JAUNDICE 
(Hyperbilirubinemia and Bilirubinuria; Icterus) 


(See also Pallor or Sallowness of the Face, page 33.) 


Jaundice is characterized by a yellowish or greenish discoloration of the body tis- 
sues and fluids by bile pigments. 

Jaundice occurs: 1, in a prehepatic form, either hemolytic or nonhemolytic, as a 
result of excessive blood destruction, as a result of metabolic abnormality (overpro- 
duction of bilirubin), or as a result of diminished bilirubin excretion; 2, in a hepato- 
cellular form, either acute or chronic, caused by impairment in the ability of the 
liver cells to take bilirubin from the blood and excrete it; and 3, in an obstructive 
form due to blockage in the hepatic bile channels or extrahepatic biliary tracts, the 
latter being either complete or incomplete. The prehepatic form of jaundice is un- 
common, is never the cause of pruritus, and is easy to distinguish from the hepato- 
cellular and obstructive types. The latter often cause pruritus and are frequently 
difficult to differentiate from each other. The accompanying table (Differential Diag- 
nosis of Types of Jaundice) gives the main points of differential diagnosis of the 
three types. Carotenoids, hematin, lipochromes, xantorubin, Atabrine, and picric 
acid ingestion will discolor the skin and may at times be confused with jaundice; how- 
ever, careful history and laboratory work will help in differentiating these cases (nor- 
mal blood level of bilirubin). The Graham-Cole x-ray study of the gallbladder is of 
no value in cases of more than slight jaundice. 

Acute Infectious Hepatitis (Infectious Hepatitis and Serum Hepatitis). Charac- 
teristics. The onset of jaundice follows a pre-icteric or prodromal stage by about six 
days. It rapidly deepens, reaching a maximum in about one week, and thereafter 
gradually subsides. The icteric stage lasts for a period of from a few days in mild cases 
to six weeks or even longer in patients with severe liver damage or in those with a 
marked factor of biliary obstruction. 

Chief Signs. Incubation period 20 to 40 days (infectious hepatitis) or 60 to 160 
days (serum hepatitis ) ; prodromal stage (fever, prostration, transient rash, arthralgia, 
lymphadenopathy, anorexia, Nausea, vomiting, malaise, upper abdominal distress, 
pruritus, dark urine and light stools, constipation or diarrhea, may be hepatomegaly 
and splenomegaly); icteric stage (aggravation of the above symptoms and signs 
with rapidly deepening jaundice, followed in most cases by sudden reappearance of 
appetite and cessation of complaints, often at the height of jaundice, signaling be- 
ginning recovery); may be residuals (chronic hepatitis, nodular cirrhosis); may be 
cholemia; mortality less than .O5 per cent; laboratory data (often elevated serum 
alkaline phosphatase, positive cephalin-cholesterol flocculation, increased thymol 
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General Symptoms 
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turbidity, elevated urine urobilinogen, Bromsulphalein retention—early; positive 
cephalin flocculation and thymol turbidity, elevated serum alkaline phosphatase, de- 
creased urine urobilinogen and increased bile—icteric stage; increased urine uro- 
bilinogen, gradual return of liver function studies to normal—recovery stage; leuko- 
penia with occasional large immature mononuclear cells—may be early). 

Cholelithiasis (Gallstones Obstructing the Common Bile Duct). Characteristics. 
Rarely a stone tightly corks the common duct, causing permanent occlusion and deep 
and enduring jaundice without septic features. More commonly a stone (ball-valve 
stone) in the ampulla of Vater is freely movable, giving rise to distinct variations in 
the intensity of the jaundice which may deepen after each paroxysm. 

Chief Signs. History of gallstone colic; gallbladder not enlarged; presence of bile 
in the feces (incomplete obstruction) ; may be paroxysms of chills, sweats, fever 
(hepatic intermittent fever of Charcot); laboratory data (obstructive type of jaun- 
dice). 

Toxic Hepatitis (Jaundice due to Chemicals; Noninfectious Hepatocellular Jaun- 
dice; Noninfectious Hepatogenous Jaundice). Characteristics. There is a marked 
individual variation in susceptibility to hepatotoxic agents. At times toxic hepatitis 
with jaundice and hepatic insufficiency may develop acutely, in a matter of hours, 
after exposure to the noxious agent; smaller doses of the same agents may lead to 
gradual liver injury characterized by such vague complaints as fatigability, nervous- 
ness, gastrointestinal complaints, and eventually gradual development of icterus; at 
times sudden massive cellular damage with rapidly developing jaundice and cholemia 
may appear weeks or months after exposure to the noxious agent. In some cases 
drugs which are apparently being well tolerated may suddenly cause severe hepato- 
cellular injury with fever, jaundice, and hepatic tenderness. 

Chief Signs. History of exposure to an actual or potential hepatotoxic agent (in- 
halation, ingestion, cutaneous absorption, infection)—see Less Common Causes 
below for a list of such agents; may be slight or moderate hepatomegaly and tender- 
ness; may be decreased cholesterol esters (below 65 per cent); flocculation and pre- 
cipitation tests often negative; predisposition in certain individuals (fatty liver, mal- 
nutrition, vitamin deficiencies, especially B complex, alcohol, intercurrent infec- 
tions, etc.). 

Carcinoma of the Head of the Pancreas. Characteristics. Severe, progressive, in- 
tense, jaundice almost invariably accompanies adenocarcinoma of the head of the 
pancreas and is usually a relatively late manifestation of the disease. 

Chief Signs. Pain (in 75 per cent); weight loss; weakness; fatigue; anorexia, nau- 
sea; vomiting; may be diarrhea; hepatomegaly (in the presence of jaundice); pal- 
pable, nontender gallbladder (in 50 per cent); acholic stools; dark urine; prompt 
direct van den Bergh reaction; liver function tests of the obstructive type; x-ray (de- 
formity of the stomach or duodenal loop). 

Icterus Neonatorum. Four Types: 1. PHysIoLocic (Retention Jaundice). Char- 
acteristics. Mild jaundice occurs from excessive destruction of the red blood cells 
beginning shortly after birth, coming on usually on the second or third day, and last- 
ing two or three weeks. 

Chief Signs. Absence of constitutional disturbance; absence of bile in the urine; 
presence of bile in the feces; blood containing not more than 5 per cent erythroblasts. 

2. ERYTHROBLASTOSIS FETALIS (Hemolytic Jaundice—Pathologic). Character- 
istics. Jaundice is present at birth with progressive increase. 

Chief Signs. Hepatomegaly; splenomegaly; bile pigment in the urine; neurological 
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signs (spasticity and convulsions); over 5 per cent erythroblasts in the peripheral 
blood; Rh determination (mother, father, infant). 

3. OBSTRUCTIVE JAUNDICE (Atresia of the Bile Duct). Characteristics. The jaun- 
dice is present at birth or is noted by the fourteenth day and speedily deepens. 

Chief Signs. Clay-colored stools; bile in the urine; emaciation; enlargement of the 
liver and spleen; hemorrhages; death unless surgical correction is possible. 

4. INFECTIOUS JAUNDICE. Characteristics. Two varieties are recognized: (a), 
syphilitic, with jaundice developing on the second or third day and persisting, and 
(b), septic, with jaundice appearing on the third to the seventh day. 

Chief Signs. Syphilitic: impaired nutrition; enlarged liver and spleen; light-colored 
stools containing bile; bile in the urine; positive serology (maternal, umbilical, and 
infant); response to therapy; Septic: focus of infection (most often the cord); fever; 
fretfulness; enlarged liver and spleen; bile in the urine; sometimes convulsions; posi- 
tive blood culture. 

Carcinoma of the Liver (Metastatic). Characteristics. Jaundice which is present 
in at least half of the cases may be the first sign. It is seldom due to masses in the 
liver itself but rather to involvement of the large ducts and is of the obstructive type. 

Chief Signs. Occurrence after 40; enlarged, hard, slightly tender liver with a nodu- 
lar, irregular edge, the nodules often umbilicated; moderate ascites (in 60 per cent); 
nodules at the umbilicus and along the linea alba; usually fever, about 100° F.; spleen 
not enlarged; anorexia and dyspepsia; cachexia; may be evidence of a primary 
growth; duration 3 to 12 months; laboratory data (obstructive type of jaundice). 

Cirrhosis of the Liver (Portal, Laennec’s, Alcoholic). Characteristics. Jaundice is 
not a prominent feature, but there may be a mildly icteric tinge to the sclerae. In 
the late stages icterus may be more pronounced and occasionally even more than 
moderate and often associated with discomfort in the epigastrium or right upper quad- 
rant of the abdomen. 

Chief Signs. See page 572. 

Cholecystitis. Characteristics. Jaundice may be present. In slight degree it is usu- 
ally the result of associated liver damage arising from infection spreading near the 
lymphatics into the liver. More pronounced degrees of icterus indicate calculous ob- 
struction of the common duct or the hepatic duct (see above). 

Chief Signs. Nausea; vomiting; moderate to severe pain and tenderness in the 
right upper quadrant; may be palpable gallbladder; may be temperature elevation to 
102° to 104° F. (acute suppurative cholecystitis); leukocytosis; increased amounts 
of urobilinogen in the urine for one or two days after subsidence of infection. 

Carcinoma of the Bile Ducts and Galibladder. Characteristics. In primary carci- 
noma of the bile ducts jaundice is usually the first sign and becomes progressively 
more deep. In carcinoma of the gallbladder the time of appearance of jaundice, which 
is usually present, varies somewhat with location, being as a rule relatively late in 
cases of carcinoma of the fundus and relatively early in cases of carcinoma of the 
corpus or collum. Once established the jaundice deepens progressively, often becom- 
ing olive green, although it may occasionally disappear because of the establishment 
of an internal biliary fistula. 

Chief Signs. Carcinoma of the gallbladder: dull constant pain and tenderness in 
the right upper quadrant; weakness; weight loss; hard, nodular, palpable gallbladder; 
may be enlarged and nodular liver (metastases) ; may be ascites; deepening jaundice; 
cachexia; may be hemorrhagic tendency; terminal cholemia. Carcinoma of the bile 
ducts: early onset of icterus; may be colic, chills, and fever; may be bacterial shock 
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(blood stream invasion by ascending cholangitis); may be enlarged, nodular liver; 
may be disappearance of jaundice (tumor necrosis with re-establishment of biliary 
flow); palpable gallbladder; laboratory data (obstructive type of jaundice). 

Acholuric Jaundice (Including Retention Jaundice and Hemolytic Jaundice). 
Characteristics. In retention jaundice (physiologic hyperbilirubinemias, Gilbert’s 
disease, Dubin-Johnson syndrome, constitutional hepatic dysfunction with indirect 
van den Bergh reaction) the icterus is often subclinical, being detected by routine 
blood examination in normally healthy individuals. In manifest cases jaundice, which 
is almost always slight, is usually noted in youth and tends to diminish with advancing 
age. The condition may be familial and is usually symptomless. In hemolytic icterus 
the intensity of jaundice is usually slight and is often manifested only by a greenish 
discoloration of the sclerae. With massive or protracted hemolysis jaundice may be 
quite intense. 

Chief Signs. Retention jaundice: absence of symptoms; mild icterus (often be- 
coming somewhat deeper after fatigue, exertion, or intercurrent infection); absence 
of blood abnormality; absence of hepatomegaly and splenomegaly; increase of de- 
layed indirect-reacting bilirubin in the serum; absence of prompt direct-reacting 
serum bilirubin; absence of bilirubinuria; normal cephalin flocculation test; normal 
liver biopsy; may be direct van den Bergh reaction, choluria, Bromsulphalein reten- 
tion, and nonvisualization of the gallbladder (Dubin-Johnson syndrome). Hemolytic 
jaundice: anemia, splenomegaly, spherocytosis, reticulocytosis, increased fragility of 
red cells—both osmotic and mechanical (familial hemolytic icterus); anemia, re- 
ticulocytosis, may be normoblasts in the peripheral blood, positive Coomb’s test, 
elevated indirect-reacting serum bilirubin, increased urine urobilinogen (acquired 
hemolytic anemia, auto-immune type); marked splenomegaly, anemia, reticulocyto- 
sis, negative Coomb’s test, normal fragility of red blood cells both osmotic and me- 
chanical (acquired hemolytic anemta—nonimmune type, secondary to almost any 
cause of marked splenomegaly ). 

Acute Yellow Atrophy of the Liver. Characteristics. Jaundice is one of the earliest 
symptoms, and toward the last the skin becomes green. 

Chief Signs. Occurrence between 20 and 40 years, mainly in females (pregnancy). 
First stage: gradual onset with jaundice and vomiting, lasting five days. Second stage: 
severe nervous symptoms (headache, twitching, convulsions or delirium, coma) ; in- 
tractable vomiting; petechiae and hemorrhages (skin, mucous membranes, retinae ) ; 
cholemia with typhoid state (rapid pulse, dry tongue, etc.); variable temperature; 
severe constipation; progressive diminution of liver dullness; scanty urine with bile, 
albumin, casts, ammonia-nitrogen, leucine, and tyrosine. 

Yellow Fever. Characteristics. Jaundice is a common though variable manifesta- 
tion of all cases. As a rule it varies with the severity of the disease, although it may 
be of an intensity in light cases out of proportion to the other symptoms of the dis- 
ease. It usually appears on the second or third day, reaching its maximum about the 
tenth day, continuing well into convalescence. The blood plasma and urine are often 
markedly pigmented. Skin itching does not occur. In most cases the stools are dark 
brown, containing much blood. 

Chief Signs. Occurrence in the tropics, often in epidemic form in the late summer 
months; sudden onset with rigor, headache, rapid pulse, pyrexia, dry skin. First 
stage: continued pyrexia, one to three days, with falling pulse rate; flushed face with 
an icteroid tint; albuminuria; vomiting; constipation; pains in the body and limbs. 
Second stage: normal temperature for one to three days, with further slowing of the 
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pulse; may be anuria and black vomit. Third stage: secondary fever for a week or 
more, the pulse rate continuing to fall; intense jaundice; black vomit; scanty urine 
and increased albuminuria; abdominal pains and melena; extreme prostration and 
weakness. 

Biliary Cirrhosis (Including Primary Biliary Cirrhosis, Hanot’s Cirrhosis; and 
Secondary Biliary Cirrhosis, Charcot’s Cirrhosis). Characteristics. In primary biliary 
cirrhosis jaundice makes its appearance early in the disease and is permanent, though 
it varies in depth at different times, the color being sometimes light and then dark, 
but ever tending to increase until the end, the skin becoming olive green. In secondary 
biliary cirrhosis, which is now uncommon, there are chronic jaundice and signs of 
liver failure caused by chronic obstruction and inflammation of the large bile ducts. 

Chief Signs. Primary biliary cirrhosis: occurrence in young adults, usually females, 
without alcoholic history; may be prior history of viral hepatitis, arsenical or chlor- 
promazine administration; enlargement of the liver (may be marked); progressive 
weakness and malaise; slight or absent fever; pruritus; dark urine and pale stools; 
melanosis; splenomegaly (65 per cent of cases); may be xanthelasma and xantho- 
matosis; may be clubbed fingers; laboratory findings (elevated bilirubin, alkaline 
phosphatase, cholesterol, urine bile and urobilinogen, with decreased fecal urobili- 
nogen). Secondary biliary cirrhosis: presence of predisposing condition (common- 
duct stone, carcinoma of the head of the pancreas, surgical duct injury, congenital 
atresia of the bile ducts, parasitic infestation of the ducts, etc.) ; incidence greater in 
women; average age of onset 50 years; often a history of partial or intermittent ob- 
struction for several years, associated with febrile episodes; anorexia and abdominal 
distention; increasing weakness and emaciation; ascites (terminally); correction by 
effective surgery. 

Syphilis of the Liver. Characteristics. During the early part of the secondary stage 
and concurrently with the rash on the skin, jaundice may come on and sometimes 
becomes very severe. The combination of the roseola and the jaundice imparts a very 
striking appearance. There is no pruritus, seldom any gastrointestinal disturbance, 
and bile is usually absent from the urine. In the tertiary stage large gummas may 
form and, if there is one in the portal fissure, may cause jaundice. A syphilitic cirrhosis 
sometimes occurs and may be accompanied by a slight jaundice. 

Chief Signs. May be history of syphilis; enlargement of the liver; pain in the right 
hypochondrium and epigastrium; may be ascites; may be palpable spleen; direct van 
den Bergh reaction; positive serology; therapeutic test. 

Weil’s Disease (Leptospirosis Icterohemorrhagica, Leptospirosis Canicola). Char- 
acteristics. Jaundice appears on the fifth or sixth day of the illness as a result of 
hepatitis in 60 to 70 per cent of the cases. It deepens during the next few days, there- 
after beginning to subside. 

Chief Signs. Chills; fever; headache and photophobia; severe muscle cramps; may 
be nausea, vomiting, and diarrhea; nephritis in 40 per cent of cases (albuminuria, 
hematuria, oliguria, azotemia); evidence of meningeal inflammation (10 per cent of 
cases); polymorphonuclear leukocytosis; spinal fluid pleocytosis (mainly lympho- 
cytes); demonstration of leptospirae in the blood (first 5 to 7 days) or by animal 
inoculation; demonstration of leptospirae in the urine (14 to 21 days by animal inocu- 
lation) ; agglutination reaction; muscle biopsy. 

Lobar Pneumonia. Characteristics. Jaundice occurs occasionally, its presence vary- 
ing much in frequency in different epidemics. It is noticed soon after the initial rigor 
but is rarely intense. It is most frequently associated with right basal pneumonia. 
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Chief Signs. See page 390. 

Malaria. Characteristics. Slight jaundice may occur in long continued tertian and 
estivo-autumnal infections. It may occur also in malarial cirrhosis. 

Chief Signs. See page 587. 

Septicopyemia. Characteristics. Jaundice is frequently a late symptom and may or 
may not be associated with the presence of multiple abscesses in the liver. It is more 
liable to occur in cases of portal than arterial pyemia. Bile pigment is not present in the 
urine, though the urine may be discolored. 

Chief Signs. See page 756. 

Suppurative Cholangitis. Characteristics. Jaundice is always present but is variable. 
In some cases it is very intense, in others it is slight. 

Chief Signs. History of gallstone colic or other cause of biliary stasis; rigors; nausea; 
great prostration; septic fever without a prolonged period of apyrexia; swelling and 
tenderness of the liver; enlarged gallbladder; leukocytosis; progressive emaciation; 
often positive blood culture; may be paroxysms of pain without deepening of the jaun- 
dice; usually fatal termination. 

Less Common Causes. Hypersensitivity or poisoning from chemicals and dyes— 
toxic hepatitis (acetanilid, androgens, anilines, anti-epileptics, acriflavine, antithy- 
roids, Apresoline, arsenicals, arsine, Atabrine, antimony, aureomycin, bean poisons, 
benzines, barbiturates, benzol, “Bagdad anemia,” bismuth, Butazolidin, copper, car- 
barsone, cinchophen, carbon bisulfide and tetrachloride, chloroform, dinitrophenol, 
emetine, estrogens, incompatible blood transfusion, cold compounds, lead, isoniazids, 
liver extract, poison mushrooms, mercury, nitrobenzol, PAS, penicillin, yellow phos- 
phorus, picric acid, phenylhydrazine, quinidine, ricin, sulfonamides, selenium, snake 
venom, streptomycin, thallium, Thorazine, Tridione, urethan, etc.); cirrhosis of the 
liver (icteroid tint); hypersplenism—hemolytic jaundice (congestion, leukemia, 
lymphoma, dermoid cyst, sarcoidosis, myeloid metaplasia, chronic malaria, Gaucher’s 
disease and other reticulo-endothelioses, etc.); postnecrotic cirrhosis; Banti’s syn- 
drome (icteroid tint); thrombosis of the portal vein (slight jaundice) ; thrombosis of 
the hepatic veins—Budd-Chiari syndrome (latent or mild jaundice ) ; heart failure with 
and without cardiac cirrhosis (icteroid tint); chronic perihepatitis; subacute yellow 
atrophy; kwashiorkor; hemochromatosis (usually latent, occasionally very slight jaun- 
dice); hepatic distomiasis (mild jaundice); schistosomiasis; pyogenic abscess of the 
liver (mild jaundice in SO per cent of the cases ) ; amebic hepatitis (jaundice rare ) ; pri- 
mary carcinoma of the liver (50 per cent of cases) ; congenital obliteration (stenosis ) 
of the bile ducts; congenital cystic dilatation of the common bile duct; obliteration of 
the bile passages from tumors of the abdominal viscera, carcinomatous lymph nodes, 
abdominal aneurysm; tuberculosis of the liver; echinococcus (hydatid) cyst of the 
liver; actinomycosis; pernicious anemia (icteroid or lemon tint); leukemia (enlarged 
portal veins or hypersplenism); ankylostomiasis; suppurative pylephlebitis; acute 
pancreatitis (transient icterus); chronic pancreatitis; pancreatic cyst (obstructive 
jaundice); cystic fibrosis of the pancreas (may be slight jaundice ) ; infectious mono- 
nucleosis; Oroya fever; cold hemolysins (paroxysmal cold hemoglobinuria); sickle 
cell anemia (hemolytic jaundice) ; Mediterranean anemia (hemolytic jaundice) ; for- 
eign body in the common duct; neoplasm of the ampulla of Vater; ulcer of the ampulla 
of Vater; acquired stricture of the common bile duct; spasm of the ampulla of Vater; 
duodenal tumor; internal hemorrhage; foreign body in the intestine; round worms in 
the bile ducts; carcinoma of the right kidney or omentum (compression or direct in- 
vasion) ; duodenitis; Hodgkin’s disease, lymphosarcoma, tuberculous adenitis (from 
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enlarged portal lymph nodes); carcinoma of the stomach (compression or direct in- 
vasion) ; pulmonary infarction, suprarenal tumor (compression or direct invasion) ; 
ovarian tumor (compression or direct invasion) ; carcinoma of the colon (compression 
or direct invasion) ; typhoid fever; typhus fever; scarlet fever; Buhl’s disease; dengue; 
relapsing fever; hyperthyroidism; toxemia of pregnancy; choledochal cyst; periduo- 
denal or perigastric adhesions; tertiary syphilis (obstruction by large gumma); in- 
spissated bile in the bile ducts; aneurysm of the hepatic artery (compression); retro- 
peritoneal cyst (compression); septic influenza; colon bacillus infection; congenital 
toxoplasmosis; clonorchiasis; galactosemia; glycogen storage disease; hepatic vein 
thrombosis; Crigler-Najjar syndrome; Dubin-Johnson syndrome; nonhemolytic 
acholic jaundice (congenital) ; transient familial hyperbilirubinemia; chronic familial 
jaundice without abnormal liver pigment. 


JOINTS, PAIN IN MULTIPLE 
(Arthralgia ) 


This caption applies to pain in several joints, either simultaneous or successive. For 
pain limited to one joint look under that region. 

Rheumatic Fever. Characteristics. Polyarthritis which may vary from vague dis- 
comfort in the extremities to exquisite pain associated with acutely inflamed and swol- 
len joints is a major symptom. At times there is little or no objective evidence of in- 
flammation, the complaints being passed off as “growing pains.”” When joint involve- 
ment is prominent the overlying skin of the involved joints shows local redness and 
heat, the tender joints are swollen, there may be a little effusion, and the arthritis is of a 
migratory nature. The large joints of the extremities are most frequently involved, but 
no area appears to be exempt. This is the only form of joint disease in which the pain is 
entirely or greatly relieved by the salicylates. 

Chief Signs. Usually acute but at times insidious onset, often preceded by evidences 
of streptococcal infection (one to four weeks before); fever (high and sustained in 
severe cases, moderate or low-grade otherwise) ; profuse acid sweats; soft rapid pulse 
(100 to 120); may be sore throat; often epistaxis; abundant sudamina and miliary 
vesicles; successive involvement of joints (knee, ankle, shoulder, wrist, elbow, hip, 
hand, foot) with tendency to subside in one joint while recurring in another; tendency 
to cardiac involvement (myocarditis, pericarditis, cardiac enlargement, muffled in- 
distinct heart sounds, signs of pulmonary hypertension, gallop rhythm, murmurs) ; 
may be pneumonitis; may be abdominal pain; may be skin manifestations (erythema 
marginatum, erythema nodosum, subcutaneous rheumatic nodules); may be chorea; 
leukocytosis; anemia; elevated antistreptolysin 0 titer (85 per cent of cases) ; elevated 
sedimentation rate. 

Rheumatoid Arthritis (Atrophic Arthritis, Arthritis Deformans, Nonspecific In- 
fectious Arthritis, Proliferative Arthritis). Characteristics. The joint involvement is 
usually eventually multiple, many joints being affected at the same time and often sym- 
metrically (fingers, feet, knees, wrists, ankles, hips, elbows, shoulders, temporoman- 
dibular joint). The spine is affected less often. Initially, in cases of gradual onset a 
single joint may show involvement for weeks or even months before others are af- 
fected. During an exacerbation the joints are swollen, red, sometimes hot, and tender. 
They may be painful at rest, and excruciating pain is caused by motion; the pain is usu- 
ally more intense at night and in wet weather. 

Chief Signs. Occurrence mainly in young adults (usually below 40), females more 
often than men (2 to 1); usually gradual onset, occasionally acute; chronicity with 
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exacerbations, the latter with moderate fever; periarticular swelling with little joint 
fluid; muscular atrophy; tendency to progression with eventual fibrous or even bony 
ankylosis and resultant deformity; smooth, glossy, atrophic skin of the extremities; 
splenomegaly (5 to 10 per cent); subcutaneous nodules (15 per cent) ; may be iritis or 
Sjégren’s disease; anemia; leukocytosis (moderate); increased sedimentation rate; 
latex or bentonite flocculation test (positive in 70 per cent); x-ray (atrophic joint 
changes ). 

Osteoarthritis (Hypertrophic Arthritis, Degenerative Arthritis; Senescent Arthri- 
tis). Characteristics. The weight-bearing joints (lumbar vertebrae, knees, hips, lower 
cervical vertebrae, and sacro-iliac) and the fingers (Heberden’s nodes) are most often 
affected. The amount of pain is quite variable, but it is usually a continuous aching of 
mild degree. It is aggravated by use and lowered barometric pressure, and relieved by 
rest, heat, and the salicylates. Stiffness occurs at rest but tends to subside on activity. 

Chief Signs. Occurrence mainly after 40, males more than females; tendency to 
obesity; preservation of health; creaking and grating sensation on motion of the joint; 
lack of ankylosis; limitation of motion; joint enlargement; may be joint effusion; ab- 
sence of muscle spasm or atrophy; absence of fever; normal sedimentation rate, blood 
counts, and agglutinations with the hemolytic streptococcus; x-ray (hypertrophic joint 
changes). 

Infective Arthritis of Infectious Diseases (Multiple Secondary Arthritis). Charac- 
teristics. Pain in several joints may occur during the course of some infectious disease, 
especially brucellosis, scarlet fever, cerebrospinal fever, typhoid fever, dysentery, 
Haverhill fever, pneumonia, and rarely influenza, glanders, smallpox, measles, lym- 
phogranuloma venereum, and diphtheria. This multiple arthritis is usually not severe, 
is rarely suppurative, and soon subsides. It is somewhat similar clinically to rheumatic 
fever except that the involvement of the joints is simultaneous and not successive and 
the symptoms are milder in every respect. 

Chief Signs. Presence of the primary infectious disease. 

Gonococcal Arthritis (Gonorrheal Arthritis). Characteristics. A polyarticular ar- 
thritis is present, most commonly in the knees, wrists, and ankles. The affected joints 
become hot, swollen, red, tender, and distended with a large amount of fluid. The peri- 
articular tissues present a diffuse, edematous, boggy swelling. Tenosynovitis, especially 
about the ankles and wrists, is a frequent accompaniment. The pain is severe. After a 
few days the arthritic symptoms and findings subside but not infrequently persist in one 
joint. 

Chief Signs. Recent history or presence of gonorrhea (usually within three weeks 
of a gonorrheal infection) ; moderate fever; periarticular thickening; involvement of 
unusual joints; uselessness of salicylates; complement fixation test; jOint aspiration and 
culture (gonococci); frequent termination in ankylosis (usually fibrous); x-ray evi- 
dence of articular destruction. 

Suppurative Arthritis (Septic Arthritis; Pyogenic Arthritis). Characteristics. There 
are great pain and tenderness. Several joints may be affected in septic arthritis but 
more commonly only one. 

Chief Signs. History or presence of neighboring infection or focus of infection, as in 
the teeth, prostate, skin, sinuses, nose, ears, etc.; heat, swelling, and fluctuation; edema 
and brawny redness; enlargement of the bone ends; suppuration and infiltration; hectic 
fever, leukocytosis, and sweats; later ankylosis; aspiration; x-ray. 

Gout (Podagra; Gouty Arthritis). Characteristics. Although a great toe is most 
characteristically affected, especially in the first attack, often a knee, ankle, or other 
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joint or joints are affected, and the great toe may long be spared. A later, or even the 
first attack, may be polyarticular with some tendency to migration. Sometimes even 
the instep, hand, elbow, and other joints are involved, but practically never the spine. 
During the acute attack there is excruciating pain with swelling, redness, heat, and 
shiny skin. 

Chief Signs. Occurrence almost entirely in males over 40; often a family history of 
gout; years of occasional short attacks of acute gouty arthritis with complete remis- 
sion, followed by chronic gouty arthritis with less pain but with tophi and residual 
joint changes; may be renal colic and hematuria (urate calculi) ; may be chronic glom- 
erulonephritis and interstitial nephritis; fever and sweats during the acute attack; high 
blood uric acid during the acute attack and in the chronic stage; response to colchicine; 
X-ray (punched-out areas and eventually degenerative arthritic changes ). 

Purpura Haemorrhagica. Characteristics. Cases with prominent articular manifes- 
tations are often called Sch6nlein’s disease or purpura rheumatica. Joint pains are un- 
common in purpura simplex but may occur in cases of Henoch’s purpura. 

Chief Signs. See page 903. 

Less Common Causes. Rheumatoid arthritis in children (Still’s disease) ; spondylitis 
deformans; pneumococcus arthritis (usually but not always one joint, the knee; rare 
in adults); rickets (pain and tenderness of epiphysis, rare); caisson disease; pyemia; 
hemophilia (pain on movement and tenderness ) ; multiple neurofibromatosis; infantile 
paralysis; myxedema; scurvy (tenderness and swelling near joints ); malignant disease 
of the joints; hydatid disease of the joints; hysterical joint; acute myelitis; psoriasis; 
serum sickness; intermittent hydrarthrosis (knees); Felty’s syndrome (arthritis, ane- 
mia, and splenomegaly ) ; sickle cell anemia; disseminated lupus erythematosus; tula- 
remia; polyarteritis nodosa; lymphogranuloma inguinale; puerperal fever; septicemia; 
subacute bacterial endocarditis; syphilis (secondary ) ; coccidioidomycosis, actinomy- 
cosis, histoplasmosis (“desert rheumatism” ) ; osteopetrosis; palindromic rheumatism 
(usually one joint); Reiter’s syndrome (urethritis, conjunctivitis, arthritis ) ; infectious 
hepatitis; ochronotic arthritis; psychogenic rheumatism, leptospirosis; regional en- 
teritis; hypersensitivity to or poisoning from Apresoline, mercury, lead, dextran, ar- 
senic, PAS, penicillin, etc.; relapsing fever, rat-bite fever; toxoplasmosis; amebiasis; 
colon bacillus infection; Raynaud’s disease; Whipple’s disease. 


LYMPHADENOPATHY 
(Enlarged Lymph Nodes ) 


(See also under regional headings for causes of local lymphatic node enlargement. ) 


Acute Lymphadenitis. Characteristics. The nodes are enlarged and tender. In se- 
verer cases the overlying skin becomes red, edematous, and adherent, and the nodes 
are welded into one mass, which finally softens owing to the formation of pus. 

Chief Signs. Presence of an acute focus of infection in the region drained by the 
nodes. 

Chronic Simple Lymphadenitis. Characteristics. Although the nodes are enlarged 
and perhaps tender they do not tend to mat together or to suppurate. 

Chief Signs. Presence of some source of continuous irritation in the area drained by 
the lymph nodes. 

Infectious Mononucleosis (Glandular Fever). Characteristics. Lymph node en- 
largement, more often of the posterior cervicals, but often of all nodes, is characteristic 
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of the disease. The nodes are moderate in size, discrete, slightly indurated, nonsup- 
purative, and at times slightly tender. 

Chief Signs. Headache, malaise, generalized aching, and anorexia; often sore throat 
(exudative pharyngitis, tonsillitis, and gingivitis); fever (moderate); splenomegaly 
(33 per cent of the cases) ; may be skin rash (most often macular and/or maculopapu- 
lar in 5 to 20 per cent of cases); various general types with special manifestations: 1, 
abdominal—jaundice with or without hepatomegaly (6 per cent of the cases), other 
manifestations of hepatitis (abnormal liver function tests of a hepatocellular type), 
abdominal pain (mesenteric lymph node involvement), perisplenitis, rupture of the 
spleen (rare); 2, neurological—may be evidences of involvement of the meninges, 
brain, cranial or peripheral nerves, the spinal roots or spinal cord; 3, cardiac—focal 
myocarditis and electrocardiographic abnormalities in the absence of clinical symp- 
toms; 4, pulmonary—evidences of pneumonitis in 2.5 per cent of the cases suggesting 
atypical pneumonia; laboratory findings (granulocytopenic leukopenia, early) fol- 
lowed by lymphocytic leukocytosis (second week of the illness), abnormal lympho- 
cytes, elevated sedimentation rate, heterophile agglutination test (positive in 60 per 
cent of cases in the second week), may be false positive serology (3 to 10 per cent of 
the cases), may be significant titer of cold agglutinens, elevated thymol turbidity test 
(in approximately 60 per cent of the cases) ; usually recovery in 5 to 10 days. 

Chronic Lymphatic Leukemia. Characteristics. The lymph nodes are most fre- 
quently enlarged in the cervical, axillary, and inguinal regions. They vary in size from 
several millimeters to a few centimeters in diameter and are nontender, smooth, mod- 
erately firm, and nonadherent. 

Chief Signs. Occurrence usually in males over 40; chronicity; splenomegaly; often 
hepatomegaly; may be intense pruritus with ecthymatous patches; may be symptoms 
of an anemia initially (pallor, weakness, fatigue, dyspnea, palpitation) ; may be an ab- 
normal tendency to bleed; may be pigmentation of the skin, or localized leukemic cu- 
taneous tumors; laboratory findings (leukocytosis—30,000 to 100,000 with 60 to 90 
per cent resembling normal small lymphocytes, eventually normocytic normochromic 
anemia, thrombocytopenia, elevated basal metabolic rate). 

Sarcoidosis. Characteristics. Peripheral lymph nodes are usually palpable at some 
time during the course of the disease. They are firm, nontender, discrete and movable, 
and are more apt to be prominent early in the disease or during acute exacerbations. 

Chief Signs. Occurrence usually between the ages of 20 and 40 with a negro-white 
ratio of 18:1; weight loss, fatigability, and malaise; symptoms referable to specific 
organ involvement: 1, pulmonary—mild cough, dyspnea, emphysema, cor pulmonale, 
mild chest pain; 2, uveoparotid fever—uveitis, asymptomatic swelling of the parotid 
and other salivary glands with at times annoying xerostomia, Bell’s palsy; 3, ocular— 
conjunctivitis, scleral nodules, iritis, granular uveitis, posterior synechiae, vitrious 
opacities, chorioretinitis, optic atrophy; 4, cardiac—conduction disturbances, ar- 
rhythmias, or congestive heart failure; 5, abdominal—splenomegaly, hepatomegaly; 
may be cutaneous lesions (small discrete nodules or infiltrating plaques of a violace- 
ous hue); laboratory data (leukopenia, moderate eosinophilia, slight monocytosis, 
elevated sedimentation rate, hypergammaglobulinemia in 65 per cent of patients, in- 
creased serum alkaline phosphatase, hypercalcemia) ; x-ray (chest, punched-out areas 
in the middle and distal phalanges in 10 per cent of cases); tuberculin anergy; Kveim 
reaction. 

Syphilis (Syphilitic Lymphadenitis ). Characteristics. The nodes are hard, discrete, 
not adherent to each other nor to the skin, do not tend to suppurate, and are neither 
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painful nor tender. The enlargement in the primary stage is confined to the nodes 
anatomically related to the sore; during the secondary period the distribution is gen- 
eral, the epitrochlear and postcervical nodes always being involved; in the tertiary 
period may be gummatous nodes. 

Chief Signs. See pages 203 and 204. 

Tuberculosis (Tuberculous Lymphadenitis). Characteristics. The enlarged nodes 
show a strong tendency to adhere to each other and to the skin and to undergo caseous 
degeneration, except in the less common generalized hyperplastic type. The glandu- 
lar enlargement progresses and successively involves node after node in the group 
affected, which is most commonly in the neck. 

Chief Signs. See page 303. 

Carcinoma (Metastatic). Characteristics. The nodes grow rapidly and infiltrate 
the surrounding tissues, including the skin, muscles, etc. There is considerable pain 
and may be softening, with later discharge of a pultaceous material. Some nodes may 
become hard and nodular. 

Chief Signs. Presence of a primary growth in the territory drained by the nodes or 
even at a distance; biopsy. 

Lymphosarcoma and Reticulum-Cell Sarcoma. Characteristics. Enlargement of 
the cervical, axillary, and inguinal lymph nodes is the most common and usually the 
earliest manifestation of the disease. The involved nodes are firm, discrete and non- 
painful, unless there is rapid growth or local nerve infiltration. Initial involvement 
may be unicentric (a single node or chain) or multicentric (several areas of involve- 
ment about the same time). At times the mediastinal or retroperitoneal nodes may 
be the first involved with resultant signs of mediastinal obstruction or back or ab- 
dominal pain. 

Chief Signs. Age of onset between 40 and 60 years with males predominating 2:1; 
fatigue, anorexia, weight loss, general debility (generalized involvement); signs 
depending on area of greatest involvement: 1, mediastinal—cough, substernal pain, 
dysphagia, hoarseness (recurrent laryngeal nerve involvement), superior vena cava 
syndrome; 2, pulmonary—cough, dyspnea, atelectasis, cyanosis, pleural effusion 
(unilateral or bilateral, often chylous), pulmonary infiltration (nodular or miliary) ; 
3, gastrointestinal (primary or secondary)—-abdominal masses, hematemesis or 
hematochezia, pain, weight loss, chronic obstruction, hepatomegaly, splenomegaly 
(usually late in the disease), may be obstructive jaundice; 4, retroperitoneal—matted 
abdominal masses, may be radicular pain, may be inferior vena cava syndrome, may 
be infiltration of various organs with attendant signs (kidneys, bladder, prostate, 
adrenals); 5, osseous—osteolytic lesions not infrequent in lymphosarcoma (verte- 
brae, pelvis, ribs, femur), pain in the involved area, osseous enlargement in affected 
area; 6, nervous system—pain, hoarseness, Horner’s syndrome, paresthesias, signs 
of spinal cord compression including paraplegia; may be signs of meningeal invasion; 
pruritus; may be nodular cutaneous or subcutaneous infiltration (reddish, purple 
nodules); may be herpes zoster; anemia; biopsy of involved nodes; x-ray (chest, 
gastrointestinal tract, bone); cytologic examination of pleural or ascitic fluid; may 
be hypersplenism (hemolytic anemia, leukopenia, thrombocytopenia—singly or in 
combination, positive Coomb’s test). 

Hodgkin’s Disease. Characteristics. The cervical nodes are usually swollen first, 
later the axillary and inguinal. The nodes are discrete, freely movable, painless (un- 
less growth is rapid, when they may be tender), firm and rubbery, with matting oc- 
curring late in the disease. The masses are never adherent to the skin, and cause no 
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reddening, ulceration, or caseation. Enormous masses may form. Initial involvement 
may occur in the mediastinal or retroperitoneal areas with attendant symptoms (see 
Lymphosarcoma and Reticulum Cell Sarcoma above). 

Chief Signs. Age of onset between 30 to 35 with males predominating 2:1; an- 
orexia, weight loss, night sweats; fever (moderate or high, or irregular and continuous 
with afebrile periods—Pel-Ebstein type); tachycardia; may be increased suscepti- 
bility to infection; signs depending on the area of greatest involvement (see Lympho- 
sarcoma and Reticulum Cell Sarcoma above); pruritus (25 per cent of cases); may 
be hyperpigmentation, ichthyosis, exfoliative dermatitis, herpes zoster, or alopecia; 
lymph node biopsy; x-ray (chest, gastrointestinal); laboratory data (anemia, vari- 
able white blood cell count—most often slight leukocytosis, eosinophilia (sometimes ), 
may be thrombocytopenia, elevated sedimentation rate, may be elevated plasma 
globulin). 

Less Common Causes. Follicular lymphoma (giant follicular lymphoblastoma, 
Brill-Symmers disease); mycosis fungoides; histiocytosis X disease (Letterer-Siwe 
disease, Hand-Schiiller-Christian disease, eosinophilic granuloma); Niemann-Pick 
disease; Gaucher’s disease; cat scratch disease; infectious lymphocytosis; tularemia; 
African trypanosomiasis; beryllium poisoning; Chagas’ disease; Bancroftian filariasis; 
acute infectious hepatitis; idiopathic familial hyperlipemia; kala-azar; chronic granu- 
locytic leukemia (occasional moderate lymphadenopathy ) ; subleukemic (aleukemic ) 
leukemia; lymphosarcoma cell leukemia; monocytic leukemia; acute lymphatic leu- 
kemia; systemic lupus erythematosus (50 per cent of cases); pinta; poliomyelitis; 
brucellosis; acute undifferentiated respiratory disease; dermatomyositis; drug allergy 
(penicillin, the sulfonamides, chlortetracycline, streptomycin, aspirin, barbiturates, 
Dilantin, thiouracil, iodides, isoniazid, Apresoline, arsenicals, bromides, mercurials, 
PHS, pronestyl, etc.); scrub typhus (tsutsugamushi disease); Felty’s disease; Still’s 
disease; generalized skin sepsis (extensive furunculosis, pediculosis, scabies, etc.) ; 
melanotic sarcoma (metastases); alveolar sarcoma (metastases); Kaposi’s disease; 
German measles; bubonic plague; sickle cell anemia; serum sickness; smallpox; 
histoplasmosis; status lymphaticus (?); rheumatic fever; scarlet fever; toxoplasmosis; 
hemolytic anemia; macroglobulinemia; Chediak-Higashi disease. 


MENTALITY, CHANGES OF 
(Including the Psychoses ) 


(See also Dementia, page 785; Delirium, page 782; Emotions, Alterations of, page 
809; and Development, Retarded, page 787.) 


Psychoneurosis (Neurosis). Characteristics. This designation includes a group of 
personality disorders, characteristically irrational, subconscious, repetitive, and pro- 
tean in their manifestations, occasioned by an individual’s unsuccessful attempts to 
effect a harmonious integration between unconscious needs and motivations and the 
demands of society and conscious personal wishes, wherein behavior traits, thought 
processes, emotional reactions, and somatic responses occur which are inappropriate 
and maladaptive. As a rule such deviations occur in predisposed individuals whose 
personality development has been defective, but the same reaction may occur under 
conditions of extreme stress in those not so predisposed whenever their responses 
are so taxed as to be inadequate to allow an adequate adaptation. 

The major categories of psychoneurotic disorders with reference to major symp- 
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toms are: 1, anxiety reactions (chronic—complaints of tension, excitement, agita- 
tion, apprehension, insomnia, irritability, restlessness; acute—terrifying panic states, 
lightheadedness, dizziness, palpitation, precordial discomfort, dyspnea, diaphoresis, 
paresthesias, pollakiuria, hyperventilation syndrome); 2, depressive reactions (may 
be admitted depression or merely lack of interest and initiative, undue fatigue, head- 
aches, decreased libido, anorexia, insomnia, self-accusations, general mental and 
physical sluggishness) ; 3, psychophysiologic reactions, wherein the primary effect is 
somatic with, however, varying degrees of psychologic inappropriateness and abnor- 
mal preoccupation to these somatic aberations (cardiovascular—palpitation, tachy- 
cardia, fatigability, dizziness, diaphoresis, precordial pain, etc., coupled with morbid 
fears, anxiety, and limitation of endeavor and the personality changes such reactions 
evoke; gastrointestinal—anorexia, nausea, vomiting, aerophagia, nervous indiges- 
tion, epigastric or abdominal pains, adaptive colitis, etc., coupled with personality 
change in the nature of anxiety and fear and morbid concern over gastrointestinal 
functions; musculoskeletal—headache, backache, complaints of arthritis, myalgia, 
arthralgia, neuralgia, etc., coupled often with the development of an abnormally 
self-sacrificing personality and varying degrees of feelings of inferiority, guilt, and 
depression; genitourinary—dysmenorrhea, dyspareunia, frigidity, impotency, pre- 
mature ejaculations, pollakiuria, etc., coupled often with strong emotions of guilt, 
fear, and shame; dermatologic—urticaria, neurodermatitis, pruritus ani and vulvae, 
etc., coupled often at times with efforts to suppress hostility, guilt, or dependency ) ; 
4, conversion reactions or hysteria (interparoxysmal period—anesthesias, dissemi- 
nated, segmental, etc.; hyperesthesias, usually disseminated; blindness; deafness; 
muscle disturbances such as contractures, catalepsy, paralyses; amnesias; loss of will 
power, suggestibility; episodic or paroxysmal period—states of exaltation, depres- 
sion, delirium, lethargy, somnambulism, fixed ideas, delusion, choreiform move- 
ments, dream states, amnesia, etc.); 5, phobic reactions (fears of open or confined 
places, fears of height, dirt, etc., associated with distressing senses of apprehension 
which defy reassurance); and 6, obsessive-compulsive reactions (repetitive thinking 
and acting, usually recognized by the patient as being unreasonable, but about which 
he can do nothing). 

Chief Signs. Onset usually in early adult life; incidence of three to four per cent in 
the general population and of 30 to 60 per cent in patients; onset rare after middle 
life; often exaggerated response to any physical illness; evidences of poor social or 
emotional adjustment; presence usually of evidence of defective personality develop- 
ment; presence of some form of anxiety—producing stress or emotional conflict; 
psychologic testing; exclusion of organic disease. 

Chronic Alcoholism. Characteristics. The mentality undergoes a weakening which 
usually affects the highest attributes of the mind. The powers of discrimination be- 
come impaired. A quarrelsome, jealous disposition may result, the capacity for men- 
tal work becomes greatly reduced, and the will power gradually more and more 
weakened or destroyed. 

Chief Signs. See page 772. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Char- 
acteristics. The mental changes consist of loss of memory for recent events, inability 
to concentrate attention, impairment of the finer mental faculties, delusions, and a 
tendency toward progressive dementia. This dementia may commence with exalta- 
tion, alterations of character, irritability or depression, and its tendency is progressive 
until profound deterioration results and the patient pays no attention to his surround- 
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ings nor to the care of his person. An inability to fix the attention is a remarkable 
feature of most of these cases during examination. 

Chief Signs. See page 105. 

Schizophrenia (Dementia Praecox). Characteristics. This psychosis is one essen- 
tially of the period of puberty and adolescence, characterized by a gradual mental 
deterioration which tends to be progressive, though frequently interrupted by re- 
missions. Certain special types of schizophrenic reaction are usually spoken of, de- 
pending upon the outstanding presenting symptoms, as follows: 1, the hebephrenic, 
the patient appearing silly and childish, with frequent outbreaks of meaningless 
laughter, absurd gestures, marked variations in mood, and poorly systematized hal- 
lucinations and delusions; 2, the catatonic, the patient exhibiting marked negativism 
and often grotesque and bizarre attitudes and postures, with an appearance of tense- 
ness, stiffness, and at times outbreaks of apparently aimless excitement and activity; 
3, the paranoid, the patient appearing suspicious and frightened about some threat- 
ened danger or accusation, or concerned about some impending grandiose or special 
mission with as a rule hallucinations which at times may be elaborately systematized, 
and 4, the simple or dementing type, the patient exhibiting gradual, progressive 
mental deterioration, listlessness, apathy, and psychomotor retardation. Regardless 
of eventual symptoms all patients manifest essentially the same early symptoms con- 
sisting in increased seclusiveness, loss of interest in the usual occupation, inability or 
difficulty in concentration, and very often preoccupation with one certain subject. 

Chief Signs. See page 785. 

Manic-Depressive Psychoses (Affective Disorders). Characteristics. As in the 
schizophrenic there are prepsychotic signs of moodiness and seclusiveness. Tradition 
has set up a contrast between these affective disorders and schizophrenia, but both 
conditions have more similarities than differences, there being no pathognomonic 
signs for one or the other condition. In general, the manic and depressive phases of 
the affective disorders are more closely expressive of a conventional pattern of per- 
sonality integration than are the manifestations of schizophrenia. Depending upon 
the symptoms certain descriptive states are commonly described, as follows: 1, the 
retarded depressive, the patient finding it increasingly difficult to be decisive, with 
marked feelings of inadequacy, gradually increasing general slowness, and inability 
to carry through any task; 2, the agitated depressive, the patient being anxious, per- 
plexed and confused, with manifest general restlessness, physical and mental, and 
often with definite paranoid delusions of persecution; and 3, the manic phase, the 
patient being elated, rushing from one thought or action to another, full of sugges- 
tions, criticisms and advice, irritable, and usually extremely sensitive to the least 
slight. 

Chief Signs. Occurrence in early adult and middle life; absence of demonstrable 
organic lesions. 

Congestive Heart Failure. Characteristics. Mental symptoms may be associated 
with failure of compensation. With precordial distress a mental state of anxiousness 
may arise. Transitory confusions with dreamy hallucinations occur with’ compensa- 
tion disturbances and edema. 

Chief Signs. See page 859. 

Korsakoff’s Psychosis. Characteristics. The patient is a chronic alcoholic and may 
enter a hospital with delirium tremens. The delirium, instead of clearing completely, 
as is usual, merges into the so-called Korsakoff’s psychosis, which has often been 
called chronic alcoholic delirium in contradistinction to delirium tremens or acute 
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alcoholic delirium. The mental symptoms are the result of a characteristic combina- 
tion of attention and memory disorder, the result being a peculiar type of amnesia. 
There is a defect in the recording of present events resulting in an anterograde am- 
nesia. In more severe cases the amnesia may reach back—retrograde amnesia—but 
the events of early life are well remembered. The patient may be disoriented as to 
time and place. The characteristic symptom associated with the amnesia consists of 
a peculiar falsification of memory. The gaps in memory are filled by all sorts of fabri- 
cations which are narrated in great detail. These pseudoreminiscences are usually 
unstable and fleeting or at least seldom told twice alike. Sometimes they are fixed, 
however. The time sense is particularly affected. 

Chief Signs. History of over-indulgence in alcohol with perhaps an attack of delir- 
ium tremens; presence of polyneuritis with wristdrop and foot drop; may be aphasia, 
apraxia, reading and writing disturbances; homonymous hemianopsia; may be delir- 
ium, vertigo, headache, somnolence, ocular palsies, optic neuritis (acute hemorrhagic 
midbrain polioencephalitis ); may be unequal pupils, with sluggish reactions, some- 
times even the Argyll Robertson pupil, and more rarely ocular palsies. 

Opium Psychosis. Characteristics. In chronic cases there is a gradual mental deg- 
radation. The memory and power of attention are impaired and capacity for initiation 
lost. There is impaired ethical feeling where obtaining the drug is concerned. There 
may be an hallucinated state of paranoid coloring or distinctly deliroid. 

Chief Signs. History of taking the drug (often difficult to obtain) ; periods of torpor 
and languor with small pin-point pupils; yellowish brown, cachectic complexion; 
hypodermic scars; therapeutic test with N-allylnormorphine; isolation and absolute 
withdrawal test. 

Cocaine Psychosis. Characteristics. The patients are active and extremely talka- 
tive, often repeating remarks a number of times. They are constantly busy, some of 
them writing endless letters, their appearance indicating an acute intoxication. The 
effects are fleeting, however. There is incapacity for mental application, lessened 
moral sense, mendacity, irritability, impaired judgment, and sometimes delusions of 
marital infelicity. These symptoms may be followed by mental confusion, hallucina- 
tions, but more characteristically by a paranoid state, with a great variety of delusions. 

Chief Signs. History of ingestion of the drug (often difficult to obtain) ; increased 
pulse; dilated pupils; emaciation; hypodermic scars; mild hypertension; sensation of 
crawling under the skin (“cocaine bug”); abstinence test (not so severe as with 
opium ). 

Senile and Presenile Dementia. Characteristics. A certain degree of involution, 
regression, and failure of both mental and physical powers is normal to man if he 
lives beyond the period of his maximum vigor. The amount of deterioration, how- 
ever, is not always commensurate with years and varies vastly in different individuals. 
Should dementia occur it is a gradual process, beginning usually with a loss of mem- 
ory for recent events, lack of impressionability, lack of ability to recognize faces, 
marked egotism, and irritability. As the years go on a true misoneism is developed, 
so that the patient will not tolerate the slightest deviation of the usual order of things. 
There is a marked tendency to reminiscence. The condition becomes progressively 
worse, with failing mental initiative, failure of judgment, loss of comprehension of 
environment, and a purely vegetative existence. When sueh changes begin earlier 
than the sixtieth year it is spoken of as presenile dementia (Alzheimer’s disease). 

Chief Signs. See page 785, 
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Chronic Amphetamine Poisoning. Characteristics. A toxic psychosis characterized 
by the development of hallucinations and delusions of a paranoid character may ap- 
pear. 

Chief Signs. History of ingestion of a sympathomimetic amine; nervousness; ap- 
prehension; may be hypertension, tachycardia, mydriasis, insomnia, and anorexia. 

Infection-Exhaustion Psychosis (Collapse Delirium and Acute Hallucinatory Con- 
fusion). Characteristics. Infection and exhaustion psychoses have closely similar pic- 
tures and are often associated clinically. Confusion and delirium are characteristic 
mental symptoms. It has been said that fever and infection are in some respects 
measures of the mental stability of an individual. The term “infection delirium” in- 
cludes mental disturbances which develop early in infectious diseases. Febrile delir- 
ium indicates confusion or delirium accompanying the febrile movement. The true 
exhaustion psychosis develops after severe exhaustion from any cause. In the form 
known as “collapse delirium” there is confusion, which may be mild (perplexity), 
or more usually, hallucinations, clouding of consciousness, disorientation, and dreamy 
delusions. The patient is excited and may be violent, and in severe cases incoherence 
becomes absolute, disorientation complete, clouding of consciousness profound. The 
acute hallucinatory psychosis is less acute than the above, but of the same general 
mental character with clouding of consciousness, confusion, multiform fleeting hallu- 
cinations, and the course may be of considerable duration, often many months. 

Chief Signs. See page 784. 

Delirium Tremens (Acute Alcoholic Psychosis). Characteristics. In delirium 
tremens, as the name implies, there are tremor and delirium. The tremor involves 
particularly the small muscles of the hands, face and tongue, but may be general. The 
delirium is an acute hallucinatory confusion. Disorientation is often complete. The 
predominating hallucinations are visual, and characteristically take on the form of 
animals of loathsome and horrible description. The patient is in constant motion, 
picking insects from his person and repelling abhorrent animals. There may be con- 
stant talking and shrieking. Terror, however, is not always present, and dreamy de- 
lusions relating to occupation (occupation delirium) may dominate the picture. 

Chief Signs. See page 783. 

Cerebral Tumor. Characteristics. Mental symptoms are more likely to occur if the 
tumor is prefrontal. There are noticed changes of character, irritability, childishness, 
emotional instability, with a tendency to hebetude and some clouding of conscious- 
ness. Hallucinations may develop. There may be, particularly in frontal lobe tumors, 
a jovial, happy frame of mind and a tendency to joke and make fun (witzelsucht). 

Chief Signs. See page 854. 

Cerebral Syphilis. Characteristics. An acute delirium may develop during the early 
secondary manifestations of the disease. Later, as a result of thrombotic changes, 
symptoms of dementia may arise. A great many different mental pictures may be 
encountered, chief of which are: 1, simple luetic weakness of the mind; 2, syphilitic 
pseudoparalysis; 3, paranoid forms combined with tabes; 4, paranoid forms without 
tabes; 5, epileptiform episodes; 6, short hallucinatory confused states; 7, psychotic 
disturbances associated with syphilitic cardiac disease; 8, psychoses resembling manic- 
depressive psychosis; 9, mental disorder due to syphilis as a psychic trauma; 10, 
various grades of weak-mindedness, psychopathic constitution, ete. 

Chief Signs. See page 783. 

Apoplexy (Cerebral Hemorrhage). Characteristics. The mental condition follow- 
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ing apoplexy is usually one of impairment, which if the lesion is extensive progresses 
to dementia. If there is aphasia, the dementia is more rapid and complete. There may 
be epilepsy. Exaggerated emotivity is often present. 

Chief Signs. See page 758. 

Traumatism (Including Post-traumatic Personality Disorders and Post-traumatic 
Mental Deterioration). Characteristics. The most frequent mental changes following 
trauma are of a hysteric or psychoneurotic character. At times following head trauma 
there may be acute and sometimes protracted delirium (Korsakoff-like). Occasion- 
ally following a head injury certain definite changes in personality are noted in the 
nature of irritability and emotionalism, with at times even paranoid phenomena. 
Rarely following head trauma there will be a very slowly progressive dementia which 
shows itself in a general inefficiency in the patient's life. 

Epidemic Encephalitis (Encephalitis Lethargica). Characteristics. At the onset 
of the illness the mental symptoms are frequently irritative, and delirium with hallu- 
cinations and delusions is often noted. This is more apt to occur at night, and may 
be present when in the daytime the mental state is that of stupor with normal ration- 
ality. The onset of drowsiness is usually some days after the first symptoms have ap- 
peared. At first it is simply a drowsiness with a constant desire to sleep. In a few days 
there is more pronounced somnolence and lethargy. The patient may, as a rule, be 
aroused easily when apparently in deep stupor and when aroused show a normal 
intellectuality, being well oriented, having a good memory, and often showing a sur- 
prising keenness of perception and realization of what is taking place about him. 
Some of the patients show a marked jocularity, turning everything to joke or witticism. 
Frequently there is a striking absence of appreciation of the seriousness of their 
condition, and an entire lack of anxiety or fear. There are, however, cases in which 
epileptic, maniacal, and acute psychotic manifestations occur. Delusions, hallucina- 
tions, and delirium may appear, at times even convulsions. This type is uncommon. 

Chief Signs. See page 798. 

Epilepsy. Characteristics. Mentality changes are not uncommon. They are grouped 
as follows: 1, the paroxysmal psychoses which precede or succeed the convulsive 
phenomena, 2, the psychoses which replace the convulsions or psychic epileptic 
equivalents, and 3, epileptic deterioration. 

1, Different forms of actual mental aberrations or perversion are incidental to the 
seizures either before or after an attack. They include hallucinatory, delusional, ma- 
niacal, melancholic, and psychasthenic states. 

2, Psychologic phenomena can replace convulsive seizures in some cases, consist- 
ing of the performance of simple automatic actions. Epileptic mania and epileptic 
impulsion may occur, also transitory delusional states and catatonic stupor. 

3, Gradual development of mental dullness, slowness of association and thinking, 
impairment of memory, irritability or apathy may occur. Paranoid delusions and 
hallucinations may be present. 

Chief Signs. See page 769. 

Involutional Psychosis (Involutional Melancholia). Characteristics. In this con- 
dition, which is closely related to manic-depressive psychoses, there is an onset of 
depression in middle or late life which has a prolonged course and is characterized 
clinically by worry, insomnia, uneasiness, anxiety, agitation, ideas of unreality, and 
somatic delusions. 

Chief Signs. Occurrence in middle or late life; absence of evidence of cerebral ar- 
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teriosclerosis; may be insomnia, anorexia, weight loss, fatigability, cessation of menses, 
headaches, etc.; absence of specific neurologic changes; negative serology. 

Cerebrovascular Disease (Arteriosclerotic and Hypertensive Dementia). Charac- 
teristics. This condition is associated with a progressive failure of the mental faculties 
due to areas of softening in the brain. Because of the diffuseness of the lesions the 
picture often resembles paresis, but the patient is much further advanced in years 
than is usual in that disease. Some of the cases develop only nervous symptoms, irrita- 
bility, forgetfulness, hypochrondriacal ideas or paranoidlike states, but remain for 
a long time practically stationary. Others are progressive, with epileptiform seizures, 
the development of focal symptoms, and advancing dementia that becomes profound. 

Uremia. Characteristics. The auto-intoxication which develops as a result of renal 
disease produces symptoms of an acute confusion with changeable delusions, hallu- 
cinations, clouding of consciousness, restlessness, and often an occupation delirium. 
The delusions may be grandiose or depressive. In subacute cases a condition of sus- 
picion, anxiety, with loosely systematized delusions of persecution, sometimes 
develop. 

Chief Signs. See page 859. 

Diabetes Mellitus. Characteristics. The mental disorder associated with severe, 
uncontrolled diabetes is usually depression with melancholic ideas of sin and ruin and 
usually hypochondriacal ideas, especially with reference to excretion of sugar. Per- 
secutory delusions are quite frequently developed. This condition rarely occurs to- 
day, with early diagnosis and adequate treatment. 

Chief Signs. See page 726. 

Myxedema. Characteristics. The mental state associated with myxedema is one 
of stupidity, indifference, and apathy, deepening into dementia. There is gradual 
failure of memory, lack of power of attention, slow association of ideas, and difficulty 
of comprehension. Occasionally a mild confusion with excitement develops. 

Chief Signs. See page 786. 

Cretinism. Characteristics. Lack of mental development may range from mild 
grades of imbecility to profound degradation. 

Chief Signs. See page 43. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. The prevailing mental 
tone is fear and apprehension. There may be hallucinations of hearing and vision. 
Voices may be heard saying disagreeable things. With these hallucinations occur 
anxious and agitated states. Severe cases of acute thyroidism with active delirium are 
occasionally seen following operations upon the gland. 

Chief Signs. See page 307. 

Less Common Causes. Alcoholic pseudoparesis; alcoholic hallucinosis; alcoholic 
pseudoparanoia;, paranoid psychosis of advanced years; gastrointestinal psychosis 
(confusion followed by acute delirium); Sydenham’s chorea (unstable); Hunting- 
ton’s chorea (mental deterioration); paralysis agitans (mild enfeeblement) ; multiple 
sclerosis (slight impairment with emotional instability; the patient laughs and cries 
very easily); pellagra (delirium, simple retardation) ; influenza; progressive lenticular 
degeneration; congenital cerebral diplegia (mental deficiency); hypoglycemia (in- 
sulin reaction; idiopathic hypoglycemia; primary hyperinsulinism); St. Louis type 
of encephalitis; toxoplasmic encephalitis; pathologic intoxication; Wernicke’s syn- 
drome (acute hemorrhagic polio-encephalitis superior); nicotinic acid deficiency en- 
cephalopathy; Marchiafava’s syndrome; Pick’s disease; intracranial gumma; psychosis 
due to drugs or other exogenous toxins (marihuana, barbiturate, Apresoline, Anta- 
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buse, lead, mercury, arsenic, carbon monoxide, digitalis, bromides, corticoids, acet- 
anilid, phenacetin, tranquilizers, Sulfonal, chloral, Trional, etc.); Addison’s disease; 
meningitis; cerebral embolism; low-salt syndrome; cholemia; hypoparathyroidism; 
hyperparathyroidism; magnesium deficiency; porphyria. 


MOVEMENTS, ATHETOID 
(Athetosis; Mobile Spasm) 


Athetosis occurs most commonly in the spastic limbs of old hemiplegics, and 
chiefly after infantile hemiplegia. It never occurs in a completely paralyzed limb. 
The movements are usually confined to the upper limb and consist of very slow, ir- 
regular, twisting movements, most marked in the fingers and wrist, but in severe 
cases affecting the forearm, elbow, shoulder, and even the lower limb, where the 
most common involuntary movement is a hyperextension of the great toe. In bilateral 
athetosis (rare and generally following diplegia), the face may be involved in hideous 
grimaces. In a typical case the hand movements consist of slow flexion, hyperexten- 
sion, spreading of the fingers, abduction of the thumb, flexion, extension, pronation, 
and supination of the forearm. 

Infantile Diplegia (Little’s Disease and Cerebral Diplegia). Characteristics. In- 
voluntary movements of an athetoid type are common. See also page 816. 

Chief Signs. Occurrence of symptoms at or shortly after birth in the congenital 
form (Little’s disease) attributable to obstetrical causes, hemorrhagic disease of the 
newborn, intra-uterine infections, primary pyramidal agenesis, or état marbré of the 
corpus striatum; occurrence of symptoms relatively late (cerebral diplegia) follow- 
ing some acute ailment or developing idiopathically in early life; spastic paraplegia 
(legs only, or legs and arms) ; clumsy, stiff gait (may be “cross-legged” or “scissors” ) ; 
defective speech; may or may not be mental deficiency; optic atrophy; may be simple 
tremor or intention tremor; often early death. 

Posthemiplegic Athetosis (Adult and Infantile). Characteristics. Athetosis in the 
affected limbs develops late and may not supervene for several years after the onset 
of the paralysis. It is uncommon as a sequel of hemiplegia in adults but is common 
in congenital and acquired infantile hemiplegia. 

Chief Signs. Infantile hemiplegia: may be a sequel to the exanthems or fevers 
(scarlet fever, measles, mumps, diphtheria, etc.) or to a vascular process (embolism, 
thrombosis, hemorrhage); involvement of the arm, leg, face, in diminishing order of 
frequency, distal exceeding proximal paralysis; equinus or equinovarus deformity; 
contractures; undergrowth of the paretic limb; disturbance of ocular movements; 
epilepsy; Adult hemiplegia: history of stroke; spastic weakness on one side; rare 
development of ocular palsies; rare presence of associated movements. 

For causes see page 338. 

Less Common Causes. Double athetosis (congenital) ; disseminated sclerosis; hys- 
teria; torsion or progressive tension spasm, pseudo-athetosis of tabes (in fingers 
and wrist when hands are raised); arsphenamine encephalitis; chickenpox encepha- 
litis (cerebral diplegia or posthemiplegic) ; Hallervorden-Spatz syndrome, mumps 
meningo-encephalitis (cerebral diplegia or posthemiplegic) ; pellagra; smallpox en- 
cephalitis (cerebral diplegia or posthemiplegic) ; progressive lenticular degeneration 
(Wilson’s disease); Schilder’s encephalitis (encephalitis periaxialis diffusa); status 
marmoratus; subacute combined sclerosis; typhoid fever (cerebral diplegia or post- 


hemiplegic) ; magnesium deficiency. 
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These movements are irregular, jerking, wriggling, and grimacing. They may af- 
fect the face, soft palate, tongue, trunk, limbs, and even the muscles of respiration. 
When mild they amount to no more than excessive fidgeting, but when severe the 
patient has no rest and may be tossed violently about. 

Sydenham’s Chorea (St. Vitus’ Dance; Chorea Minor). Characteristics. There are 
irregular, involuntary, purposeless, spasmodic movements. They usually cease during 
sleep. The order of frequency in the distribution of the movements is 1, hands and 
face, 2, legs, 3, general, 4, one side (hemichorea). The movements develop rapidly 
at the onset. Movements of breathing, chewing, swallowing, and speaking may be in- 
volved. The movements occur spontaneously but are increased by emotion or by 
voluntary movements. 

Chief Signs. Occurrence in childhood between 5 and 15 years; preponderance of 
females (2:1); history of acute rheumatic arthritis; frequent association with endo- 
carditis, pericarditis, and tonsillitis; may be fever; hypotonia of affected muscles; 
dullness and irritability; duration rarely over two months; relapses and recurrences 
common. 

Huntington’s Chorea (Chronic Progressive Chorea;, Adult Hereditary Chorea; De- 
generative Chorea). Characteristics. In the beginning there is a slight, transient, and 
gradual onset of irregular choreic movements affecting commonly the head, face, 
upper trunk, and arms. Thereafter the chorea slowly becomes more incessant and 
severe, until finally no skeletal musculature escapes. As a rule the motions are large, 
loose, extensive and abrupt, thus producing considerable displacement (jerks of the 
head, grimaces of the cheeks, squirming or weaving movements of the shoulders and 
the limbs, twists of the body, etc.). There is much facial contortion, speech is diffi- 
cult, and gait is lurching, owing to muscular spasm. 

Chief Signs. Familial nature; onset usually between the ages of 30 and 40; gradual 
development of hypotonia and muscular weakness; slowly progressive dementia. 

Less Common Causes. Hyoscine chorea; senile chorea (possibly a form of Hunt- 
ington’s chorea); congenital chorea (infantile diplegia) ; hemiplegia (before or after 
the stroke, involving the affected side); hysteria; Dubini’s chorea (encephalitis le- 
thargica?); St. Louis type of encephalitis; equine encephalomyelitis; Japanese type 
B encephalitis; epidemic (lethargic) encephalitis; Australian X disease; Schilder’s 
disease; chorea gravidarum (Sydenham’s chorea?) ; electric chorea of Bergeron (hys- 
teria); carbon monoxide poisoning; chickenpox; malaria; scarlet fever; smallpox; 
Friedreich’s disease; midbrain tumors; pellagra; polyarteritis nodosa; status marmo- 
ratus; torsion spasm; hemiballism (unilateral). 


MOVEMENTS, FIBRILLARY 
(Myokymia; “Live Flesh”; Fasciculation) 


This movement consists of a transient flickering or quivering of a muscle, affecting 
a few muscle bundles of a single muscle without producing movement of a joint. It is 
not uncommon in anemic persons or those in a general state of poor health. It is espe- 
cially seen in the orbicularis oculi, deltoid, biceps, glutei and quadriceps, is unaffected 
by rest, and is usually of no significance. It may occur, however, in organic disease. 
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Fibrillary contractions do not occur in the myopathies or dystrophies due to lesions in 
the muscles but only in the wasting muscles of neuropathic origin, whose centers of 
innervation in the anterior horn are degenerating. The fibrillation appears strikingly 
after a period of deep breathing. 

Progressive Spinal Muscular Atrophy (Aran-Duchenne). Characteristics. The 
myokymia appears in the wasting muscles and can often be elicited by gentle flicking 
or by a breath of cold air blown over the skin. The tremor may give rise to a sensation 
of “fluttering under the skin.” 

Chief Signs. See page 344. 

Amyotrophic Lateral Sclerosis. Characteristics. As above. 

Chief Signs. See page 345. 

Syringomyelia, Characteristics. Fibrillation is noted in the wasting muscles as in 
progressive muscular atrophy. 

Chief Signs. See page 342. 

Bulbar Paralysis. Characteristics. Fibrillary contractions are seen in chronic cases 
and best shown in the tongue, which looks “like a bag half full of worms.” 

Chief Signs. See page 914. 

Intermittent Claudication. Characteristics. Slow, wormlike contractions of indi- 
vidual muscle bundles, without movement of the foot, may sometimes be seen in the 
calf muscles. 

Chief Signs. Occurrence in men over 40, particularly tobacco users, syphilitics, or 
hard workers; pain, which may be intolerable, in one or both legs, generally the calf, 
coming on after walking and disappearing with rest; may be absent pulsation in the 
foot arteries and in the popliteal. 

Less Common Causes. Neurosyphilis; sciatic neuritis; fibrillary chorea of Morvan 
(?); Dubini’s disease; nystagmus—myoclonia of Lenoble and Aubineau; myokymia 
of Kny and of Schultze (?); epidemic encephalitis; myasthenia gravis (rare); spinal 
arteriosclerosis (minor degrees, especially in arms); poliomyelitis (sequelae) ; diph- 
theria (sequelae); Werdnig-Hoffmann paralysis; compression of the cauda equina; 
cholemia; uremia; alcoholism; magnesium deficiency. 


MOVEMENTS, MYOCLONIC 


This movement is characterized by paroxysms of shocklike contractions in various 
muscles, lasting for several minutes at a time, irregular in rhythm and varying in 
rapidity from 10 to SO per minute. In slight cases the twitches may be insufficient to 
produce movements in the affected parts. The limbs are usually affected, especially the 
lower, but the trunk or face may be involved. 

Myoclonus may be induced by deep breathing for a few minutes (hyperpnea ) in the 
muscles below a lesion within the vertebral canal which impinges on the posterior 
nerve roots or on the posterior or lateral portions of the spinal cord. The appearance of 
such a phenomenon points to the advisability of a surgical operation. 

Epidemic Encephalitis. Characteristics. Myoclonus of the arms, legs, and abdomen 
sometimes occurs. 

Chief Signs. See page 798. 

Paramyoclonus Multiplex. Characteristics. The movements are particularly sudden 
and violent, occurring bilaterally, or first on one side, then on the other. They are pain- 
less, but may give rise to much inconvenience by their violence. They are increased by 
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emotion and cease during sleep. They may be single, but more often are clonic, re- 
peated perhaps fifty or a hundred times per minute. 

Chief Signs. Familial or hereditary taint; chronicity; absence of mental, sensory, or 
sphincter changes. 

Less Common Causes. Nystagmus-myoclonus (of Lenoble); myoclonus epilepsy 
(of Unverricht) ; hysteria; petit mal (spasmodic twitches of the muscles of a limb or of 
the face ) ; epidemic hiccup; clonic facial spasm. 


MOVEMENTS, TREMULOUS 


(Tremor) 


Tremors are coarse or fine. A coarse tremor is one in which the excursion is large, 
jerky, comparatively slow (e.g., 5 per second), and more evident to the eye. Fine 
tremors are just the reverse (10 to 20 per second). A coarse tremor means organic dis- 
ease, a fine tremor functional or toxic disease. There are, however, exceptions to this 
rule, as the tremor of mercurial poisoning is coarse, and the tremor of general paresis 
and hysteria may be coarse or fine. Furthermore, coarse tremors may develop as tem- 
porary exaggerations or later developments of the fine tremors; when the body is 
thoroughly chilled or fatigued, or when the patient is in a rigor, the initial fine tremor 
will often pass on into a very coarse tremor, though the rhythm remains about the same. 
Transitory or accidental tremors also occur, due to fear or other emotional stress, 
the onset of fevers (chill), or exposure to cold. Asthenia following prolonged illness in 
acute and wasting diseases is often accompanied by a rapid, fine, regular tremor, which 
may involve the entire body but usually only the hands and wrists; the cause is obvious. 
Habitual excessive use of alcohol, tea, coffee, and tobacco (really drug poisoning) 
often causes a fine tremor of the hands, especially of the fingers and small muscles of 
the hands. Apart from all the other tremors mentioned in this article there still exist iso- 
lated instances in which tremor is the only symptom, which may be coarse or fine and 
is usually of the hands (simple tremor); this is permanent, neither advancing nor get- 
ting better. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The 
tremor is very coarse and rhythmical (about 6 per second), beginning in the fingers and 
small muscles of one hand, gradually extending up the arm, skipping the trunk, and 
soon involving the leg and foot. Much later the other side is affected. The tremor in the 
hand is of the “pill-rolling” type. Other movements are flexion and extension at the 
metacarpophalangeal joints or at the wrist, or pronation and supination movements of 
the forearm, or all these movements may be combined at one time. There may be 
marked shaking of the whole arm. In the lower limb the tremor may be flexion and ex- 
tension at the ankle joint. To-and-fro movements of the head are sometimes seen. 
Tremor may also implicate the lips and tongue. The tremor is most pronounced dur- 
ing repose and reduced by voluntary movements and will-power. It ceases during sleep 
and is increased by emotion or excitement. The tremor is one of the cardinal signs of 
the disease but varies greatly in severity, from mild to severe in different individuals. 

Chief Signs. See page 619. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Tremor is one of the car- 
dinal symptoms. It is distributed to the hands and arms, rarely involves other parts, and 
never involves the muscles of the face, lips, or trunk. It is fine (8 to 10 per second) and 
constant. Rest tends to diminish it, but exhilaration and excitement greatly aggravate 
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it. It becomes more pronounced as the disease advances or during a crisis. It is most evi- 
dent in the outstretched fingers. 

Chief Signs. See page 307. 

General Paresis (General Paralysis of the Insane). Characteristics. A characteristic 
tremor is the most constant early symptom of interference with the motor functions. 
It is seen first in the circumoral facial muscles, lips, and tongue, and may be observed at 
rest; but it is accentuated by emotion, attempts to speak, and on protrusion of the 
tongue. It consists of irregular, inconstant, more or less rapid, quivering movements, 
rarely confined to one muscle, but playing over groups of muscles. The same kind of 
tremor is seen in the outstretched hands and arms, and some degree of incoordination 
of movement is frequently combined with it. 

Chief Signs. See page 105. 

Senility. Characteristics. In the early stage the tremor is limited to the head, but may 
advance and involve the entire body. It is slow, fine, and regular, and often disappears 
at rest. It is aggravated by voluntary movement and excitement. The hand moves 
separately and not with the forearm. 

Chief Signs. Occurrence late in life; bilateral distribution; absence of rigidity; early 
involvement of the head. 

Chronic Alcoholism. Characteristics. The tremor affects the lips, tongue, face, and 
hands and may involve the whole body in aggravated cases or in delirium tremens. It 
is fine, rapid, and somewhat irregular, being reduced by rest but augmented by volun- 
tary movement. In some cases it becomes very coarse. It is most marked in the morning 
but is temporarily relieved by food and drink. 

Chief Signs. See page 772. 

Psychoneurosis (Neurosis; Neurasthenia). Characteristics. The tremor involves the 
face, especially the lips, eyelids, and surrounding muscles, less often the small hand 
muscles and the extensors of the lower legs. It is fine and rapid, increased by move- 
ment, and especially aggravated by emotional excitement or physical strain. 

Chief Signs. See page 842. 

Hysteria (Hysteric Tremor). Characteristics. The distribution may be general but it 
is most apt to affect the fingers and hands, and particular groups rather than particular 
muscles. It may be of any type, fine, coarse, or intentional, is diminished by rest, and is 
apt to disappear during sleep, but is aggravated by voluntary movement, excitement, 
fatigue, and emotion. 

Chief Signs. See page 700. 

Occupation Neurosis (Occupational Myalgia and Neuralgia). Characteristics. 
Some degree of tremor of the hands is an invariable accompaniment and is usually 
more marked in the affected limb. 

Chief Signs. See page 356. 

Hemiplegia. Characteristics. Sometimes tremor on the affected side occurs as a sec- 
ondary or late manifestation. It is slow, regular, and coarse, and resembles that of pa- 
ralysis agitans, is diminished by rest but aggravated by voluntary movement and excite- 
ment. 

For causes see page 338. 

Multiple Sclerosis (Disseminated Sclerosis). Characteristics. The “intention” or 
“action” tremor is one of the classical signs of the malady, almost invariably present in 
greater or less degree. It is static in character and may also be seen in the head and 
trunk as well as the limbs. It may be present under all circumstances except rest in bed. 
In its minor degrees it may be demonstrated by asking the patient to touch the point of 
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his nose, and in contradistinction to cerebellar ataxia, the unsteadiness and movements 
are most marked when the object is achieved. 

Chief Signs. See page 703. 

Cerebral Tumor (Tegmental Lesions of the Pons or Crus). Characteristics. There 
may be a slow rhythmic tremor of the limbs of the opposite side, chiefly in the hand or 
foot. The tremor is increased by excitement or voluntary movement but ceases or 
diminishes during sleep. 

Chief Signs. Presence of general symptoms of brain tumor; localizing signs of a gross 
destructive lesion; may be ocular palsy; may be spastic hemiplegia; may be oculomotor 
paralysis of one side and tremor of the opposite arm and leg (Benedikt’s syndrome). 

Cerebral Tumor (Frontal Lobe). Characteristics. There may be a fine, rapid tremor 
in the upper limb when it is held horizontally forward. The tremor affects the ipso- 
lateral, contralateral, or both limbs. It is absent during muscular rest. 

Chief Signs. Presence of general symptoms of brain tumor; early mental symptoms 
(dullness, failure of memory, childish jocularity, defective attention); may be Jack- 
sonian fits; may be deviation of the eyes and head; may be motor aphasia; may be 
epileptiform convulsions; may be spastic hemiplegia; late onset of optic neuritis; may 
be reeling gait. 

Cerebellar Tumor. Characteristics. A slow coarse tremor, sometimes of the inten- 
tion type, affecting the head and upper extremities, occurs in about 50 per cent of the 
cases. 

Chief Signs. See page 957. 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. There is often a 
tremor in the arm and leg, continuous during rest, fairly large in amplitude, and resem- 
bling in all respects that of paralysis agitans (see page 852). 

Chief Signs. See page 619. 

Hereditary Tremor. Characteristics. The tremor usually affects the head and arm, 
especially the latter. It is rapid, fine, and regular, and is not affected either by rest, vol- 
untary movement, or emotion. 

Chief Signs. Transmission through several generations; appearance at a progres- 
sively earlier age; absence of discoverable cause. 

Progressive Lenticular Degeneration (Wilson’s Disease). Characteristics. Tremor 
is one of the cardinal symptoms. At the onset it is fine, limited in range, and regular (4 
to 8 oscillations per second ). It is increased by voluntary movement, physical or men- 
tal exertion, and inhibited voluntarily for a brief period. Later it becomes more ex- 
tensive and may involve the entire body. Voluntary movements may cause it to simu- 
late paralysis agitans or chorea. 

Chief Signs. See page 915. 

Less Common Causes. Poisonings (chronic mercury, chronic lead, arsenical, car- 
bon bisulfide, chronic manganese, carbon monoxide, nicotine, morphine, cocaine, 
chloral, cannabis indica, bismuth, gold, barbiturate, antimony, beryllium, Dilantin, 
absinth ) ; uremia; cholemia; hypoglycemia; traumatic neurosis; hyperventilation syn- 
drome; arteriosclerosis, typhoid fever; malaria; meningitides; epilepsy (aura or just 
after seizure); severe head injuries; Westphal-Striimpell pseudosclerosis; dystonia 
musculorum deformans; progressive muscular atrophy; amyotrophic lateral sclerosis; 
syringomyelia; tumor of the pineal body; cerebral abscess; tumor of the corpora qua- 
drigemina; tumor of the optic thalamus; hereditary cerebellar ataxia; congenital di- 
plegia; palatal nystagmus; eighth nerve neurofibroma (cerebellar compression) ; St. 
Louis type of encephalitis; magnesium deficiency. 


Nasal Voice 855 


NASAL VOICE 
(See also Speech, Disturbances of, page 909.) 


Two varieties of nasal voice occur: The open nasal, caused by nonclosure of the 
nasopharyngeal opening by the soft palate and imitated by speaking without opening 
the mouth; and the closed nasal, caused by nasal stenosis and imitated by speaking with 
the nostrils held shut. 

Acute Rhinitis (Coryza; Common Cold). Characteristics. A symptom which be- 
comes a serious inconvenience to public speakers and singers is alteration in the quality 
of the voice, which acquires a guttural, husky, and so-called nasal tone because of limi- 
tation of the resonance space by intranasal swelling. The type is the “closed nasal” va- 
riety. 

Chief Signs. May be initial chill; sneezing; nose congested for one to three days; 
watery discharge for two to seven days; mucopurulent discharge with gradual sub- 
sidence; pain in the nose and forehead; irritation of the skin about the nostrils; may be 
impairment of smell, taste, and hearing. 

Hyperplasia (Hypertrophy) of the Lymphatic Structures of the Pharynx (Hyper- 
plasia of the Adenoids and Tonsils). Characteristics. The voice tone, which may be 
thick and nasal (“closed nasal” variety), arises from the interference of the growths 
with the excursions of the sound waves transmitted upward from the larynx. The 
“sounding board” function of the larynx is impaired. “Spring,” “ninety-nine” are pro- 
nounced “sprig,” “nidy-nid.” 

Chief Signs. Occurrence usually between 4 and 10 years, though no age is exempt; 
mouth breathing; snoring; may be deafness and offensive aural discharge; may be 
cough and occasionally spasmodic breathing; may be nosebleed, night terrors, noc- 
turnal enuresis, aprosexia, night sweats; may be chest deformities, abnormal facial 
and palatal development; adenoid facies (lack of expression, pinched nose, open 
mouth, retracted upper lip, hanging lower jaw, pallor); rhinoscopy; palpation of the 
nasopharynx. 

Acute Infection of the Lymphatic Structures of the Pharynx. Characteristics. In 
acute adenoiditis, especially, there is a total lack of nasal resonance in the voice. A 
muffled voice is characteristic of acute tonsillitis. 

Chief Signs. See page 253. 

Cleft Palate. Characteristics. There is nasal voice of the “open nasal” variety. 

Chief Signs. Presence of a cleft from birth; may be regurgitation of food through the 
nose. 

Diphtheritic Paralysis of the Palate. Characteristics. The voice becomes nasal 
(“open nasal” variety), and the pronunciation of certain consonants becomes impos- 
sible. ‘““B” becomes “‘m,” “d” becomes “‘n,” and “k” sounds like “ng.” 

Chief Signs. See page 269. 

Nasal Polyps. Characteristics. If nasal obstruction is complete on both sides the 
voice has a nasal quality of the “closed nasal” type. 

Chief Signs. May be flapping valvelike action on respiratory efforts, appreciated 
by the patient or even heard by the examiner; may be headaches; may be watery dis- 
charge from the nose with excoriation and redness of the nostrils; may be sinus com- 
plications and catarrhal deafness; aggravation of symptoms by damp, cold weather; 
rhinoscopy, showing pink or dusky red swellings like pulp of grape traversed by red 
capillaries. 
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Ulceration with Perforation of the Soft Palate. Characteristics. The voice is of the 
“open nasal” variety when there is destruction or perforation of the soft palate by 
ulceration, usually syphilitic. 

Chief Signs. Presence on inspection of a perforation or irregular cleftlike loss of 
palatal substance; history and other evidences of syphilis; positive serology. 

Less Common Causes. Bulbar paralysis; asthma; myasthenia gravis; retropharyn- 
geal abscess; pseudobulbar paralysis; peritonsillar abscess; deviated septum; typhus 
(prodromal) ; variola (prodromal) ; pharyngeal diphtheria; nasal diphtheria; scarla- 
tina (prodromal); hypertrophic rhinitis; acute sinusitis; allergic sinusitis; atresia of 
the nasopharynx; atresia of the posterior nares; benign new growth of the nasal 
cavity; tumors of the nasopharynx; hay fever; malignant new growth of the nasal 
cavity, pharynx, or paranasal sinuses; chronic nasal allergy; hematoma of the nasal 
septum; abscess of the nasal septum. 


OBESITY 
(See also Fat, Abnormal Distribution of, page 811.) 


Obesity is an excessive deposit of fat in the body resulting from a food intake 
which is greater than necessary to meet the energy requirements of the body. Such 
excessive deposition of fat may be distributed generally or it may be localized, the 
factors controlling location being incompletely understood. 

The primary cause of obesity is most certainly a derangement of the appetite-con- 
trolling mechanism, there being no good evidence at the present time to suggest 
supranormal digestive efficiency or absorption, lipophilia, lowered basal metabolic 
rate, reduced specific dynamic action, luxus consumption, lowered respiratory quo- 
tient, or fluid retention as basic mechanisms. Although at present our understanding 
of the mechanisms of appetite control is incomplete, certain factors and pathologic 
states appear to have important influences on the pathogenicity of hyperphagia, and 
these may be briefly enumerated as follows: 

1. Environment. An individual’s natural tendencies toward food selection both 
as to quantity and type are established and conditioned at a relatively early age and 
appear to depend, in part at least, on family selectivity and perhaps economic status. 
Thus, in families in which great emphasis is placed on food there is developed a tend- 
ency to overeat which may eventuate in obesity. Moreover, changes in activity pat- 
tern without a corresponding change in eating habits, as is often seen with increasing 
age, may disrupt a former equilibrium in the sphere of food intake and body require- 
ment, the individual’s habitual appetite thereby causing him to overeat, with resultant 
obesity. 

2. Emotion. Not infrequently food may be used by an individual as a substitute 
for, or escape from, an emotional void, frustration, or upset. Overeating with con- 
sequent obesity may thus occur in response to nonspecific emotional tensions, as a 
substitute gratification in intolerable life situations or as a response to an underlying 
emotional illness. 

3. Endocrine Disorders. While disorders of the glands of internal secretion do not 
seem in themselves to be primary causes of obesity, nevertheless they appear to favor 
its development by increasing food intake or decreasing energy expenditure or both. 

4. Heredity, Obesity may occur as a family characteristic, such cases often being 
classified as “constitutional.” In recent studies it has been shown that when both 
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parents were obese, adiposity occurred in the offspring in 34 per cent; when one 
parent was obese, in 25 per cent; and when both parents were lean, in only 5 per cent. 
While environment may exercise some influence on such hereditary obesity, experi- 
mental evidence to date seems to favor the concept of an inheritance of the tendency 
to develop obesity. 

5. Hypothalamic Lesions. At the present time, as the result of animal experimen- 
tation it is believed that control of the appetite resides in the hypothalamus, since if 
certain lateral centers are bilaterally destroyed, aphagia results, whereas when cer- 
tain medial centers are bilaterally destroyed, hyperphagia and obesity result. 

Despite the fact that food intake in excess of bodily needs appears to be the basic 
factor involved in obesity, thus tending to make a differential diagnosis of obesity 
seem unnecessary, a brief description of the conditions which are commonly associ- 
ated with this physical state may be of value. 

Exogenous Obesity. Characteristics. While all obesity at the present time is strictly 
speaking considered to be exogenous, this designation is here used to describe the 
most common of all forms of obesity, that resulting from simple overeating without 
obvious overt pathologic implications in either the physical or the psychologic realms. 
The distribution of fat is more or less generalized, but it has a tendency to be less 
marked in areas where muscular activity is most frequent (hands, feet, forearms). 
Careful inquiry will establish the cause for the hyperphagia on an environmental, 
emotional, or less frequently a hereditary basis. 

Myxedema (Hypothyroidism). Characteristics. A characteristic general, non- 
pitting swelling of the subcutaneous tissues is present, increasing the bulk and alter- 
ing the appearance. The condition is marked when the tissues are lax, e.g., “supra- 
clavicular pads.” The weight gain is due partly to water retention and partly to fat 
storage, the latter being best explained by a decreased energy expenditure. 

Chief Signs. See page 786. 

Hyperinsulinism. Characteristics. Abnormal hunger leading to excessive food in- 
take and obesity may be occasioned by functional or organic hypoglycemia. 

Chief Signs. See page 741. 

Dystrophia Adiposogenitalis (Frolich’s Syndrome; Adiposogenital Dystrophy; 
Hypogenitalism; Hypopituitarism). Characteristics. The fat is general but especially 
of a feminine distribution (hips, breasts, etc.). The individual may be enormous. The 
condition is rare. 

Chief Signs. See page 800. 

Hyperadrenocorticism (Cushing’s Syndrome—Hyperplasia, Tumor). Character- 
istics. Obesity is common, affecting the face, neck, and trunk but sparing the extremi- 
ties. 

Chief Signs. Occurrence mainly in young women; amenorrhea; virilism (enlarge- 
ment of the clitoris, atrophy of the breasts, masculine distribution of hair, coarse 
voice) ; precocious puberty; hypertension; acne; florid complexion; purplish striations 
of the skin; osteoporosis; latent or frank diabetes mellitus; may be abdominal tumor 
(upper quadrant); increased urinary excretion of 17-hydroxycorticoids, decreased 
17-ketosteroids (adenoma), normal or slightly elevated 17-ketosteroids (hyper- 
plasia), elevated 17-ketosteroids (carcinoma of the adrenal cortex); retroperitoneal 
pneumogram; may be evidence of a pituitary lesion. 

Hypogonadism. Characteristics. Adiposity involves chiefly the breasts, abdomen, 
hips, and thighs. 
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Chief Signs. History of removal or demonstration of destructive disease of the 
gonads; menopause. 

Adiposis Dolorosa (Diffuse Lipomatosis; Dercum’s Disease). Characteristics. 
Extreme fatness develops, but not quite universally; the abdominal wall, especially 
on either side of the umbilicus, the neck, shoulders, arms, forearms, thighs and legs 
may become enormous; but the hands, feet, scalp, ears, nose, and forehead escape. 

Chief Signs. Occurrence in middle age, especially females; may be syphilis, alco- 
holism, traumatism; may be general tenderness (diffuse form), or only lo-cai painful 
areas or nodules (localized form) ; asthenia. 

Less Common Causes, Laurence-Moon-Biedl syndrome (hypothalamic involve- 
ment); Morgagni-Stewart-Morel syndrome (hypothalamic involvement) ; sequel to 
injury to the base of the skull (fracture, gunshot wounds, etc. ); epidemic encephalitis 
(sequel); postinfectious encephalitis (sequel) ; narcolepsy; pineal tumor; tumor of 
the third ventricle; Hand-Schiiller-Christian syndrome; craniopharyngiomas; chromo- 
phobe pituitary adenoma, postpartum obesity (hypopituitarism? ) ; progressive lipo- 
dystrophy (buttocks, abdomen, and genitals, principally); steroid administration; 
diabetes mellitus. 


OPISTHOTONOS 


In this rare but characteristic condition the muscles of the neck, back, and legs 
are contracted rigidly in such a way that the body is overextended in the form of an 
arch, supported by the occiput above and by the heels below. 

Tetanus (Lockjaw). Characteristics. Sooner or later, as the disease progresses, the 
signs of muscle spasm (stiff neck, locked jaws, rigid back) become generalized and 
a general rigidity results; there are severe paroxysmal exacerbations during which 
the position of opisthotonos is assumed, giving the classical picture of tetanus. The 
slightest irritation is enough to produce a spasm, which lasts for a variable period and 
is associated with agonizing pain, the patient being held as in a vise, unable to utter a 
word. 

Chief Signs. History of a puncture wound (8 to 12 days previous); stiffness of the 
neck; locking of the jaws (trismus); retraction of the head; risus sardonicus; fever; 
tonic convulsions with rigidity between paroxysms (not over 7 to 10 days); culture 
from the wound and inoculation of mice. 

Strychnine Poisoning. Characteristics. Paroxysms of opisthotonos are excited by 
stimuli, often very slight, but between these contractions there is complete muscular 
relaxation. 

Chief Signs. History of an overdose or taking of rat poison; jaw and neck not spe- 
cially affected; risus sardonicus; temperature normal; quick death or rapid subsidence 
of the symptoms. 

Cerebrospinal Meningitis (Cerebrospinal Fever). Characteristics. In severe cases 
opisthotonos occurs, though more often there is a general rigidity (orthotonos) with 
retraction of the head. The child cannot lie upon the back, but rests upon the side, 
with arched spine and neck, and general flexion of the extremities; later the flexion 
of the extremities may be replaced by complete extension of the lower extremities 
with dropping of the feet and typical opisthotonos. The muscular spasm is tonic. 

Chief Signs. Acute onset; high fever; headache; delirium; vomiting; convulsions; 
Kernig’s and Brudzinski’s signs positive; lumbar puncture (cloudiness, pleocytosis, 
presence of meningococci). 
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Uremia. Characteristics. Epileptiform convulsions may occur in which there is 
opisthotonos. The patient is, however, usually unconscious or comatose. The fits may 
recur rapidly. 

Chief Signs. See below. 

Hysteria. Characteristics. An epileptoid condition may occur, which closely simu- 
lates a true epileptic attack with tonic spasm, during which opisthotonos may appear, 
giving an appearance of tetanus or strychnine poisoning. There may even be persistent 
lockjaw or grinding of the teeth. The tonic convulsion is, however, followed by clonic 
convulsions, gradual relaxation, and stupor. These attacks also are apt to be of dif- 
ferent degrees of intensity and to be accompanied by writhing and change of attitude 
and position. The mental attitude is in one way or another abnormal for the time 
being. 

Chief Signs. See page 700. 

Infantile Cerebral Hemiplegia. Characteristics. In the most severe cases that sur- 
vive the first few days of life there is often spasm of the muscles of the neck and trunk 
giving rise to opisthotonos. 

Chief Signs. See page 341. 

Less Common Causes. Internal spinal meningitis; cerebellar tumor (middle lobe); 
tetany; malingering; poliomyelitis (meningitic type) ; suppurative spheno-ethmoiditis. 


ORTHOPNEA 
(See also Dyspnea, page 428. ) 


The patient cannot lie recumbent and must be raised above the horizontal position 
in order to breathe. It is merely a severe grade of dyspnea. 

Congestive Heart Failure. Characteristics. In severe cases of heart failure from 
any cause the dyspnea, which is early and invariably present, may increase in severity 
until orthopnea occurs. Sudden attacks of orthopnea, usually nocturnal, may also 
occur (acute pulmonary edema). 

Chief Signs. Dyspnea on exertion; cough; edema, beginning in the feet; oliguria; 
weak, rapid, low tension pulse; disturbances of the size, sound, and rhythm of the 
heart as developed by the physical examination. 

Uremia (Absolute Renal Insufficiency). Characteristics. The patient may sit up 
in bed and gasp for breath as in true asthma. There will have been sudden attacks of 
oppressed breathing, particularly at night. 

Chief Signs. Insidious onset; history of renal disease or severe essential hyperten- 
sion, dyspepsia; headache and giddiness; nocturia; failing sight; general weakness; 
twitching of the muscles of the face and hands; urinary changes (polyuria or oliguria, 
fixed specific gravity, albuminuria, cylindruria, hematuria); enlarged heart; retinitis 
(ophthalmoscopy ); may or may not be edema; high blood urea; anemia. 

Bronchial Asthma. Characteristics. During a paroxysm the patient bends forward 
and grips objects tightly to fix the scapulae. The head is thrown back and the scalene 
and sternomastoid muscles are contracted to lift the thorax. Inspiration is short and 
expiration prolonged and wheezy. The attacks are frequently nocturnal. 

Chief Signs. See page 429. 

Aneurysm of the Arch of the Aorta. Characteristics. Orthopnea may occur as the 
result of pressure directly on the trachea or the left bronchus or may be due to abductor 
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paralysis from pressure on the recurrent laryngeal nerves. There may be marked 
stridor, wheezing, cough, hoarseness, or aphonia. 

Chief Signs. See page 502. 

Mediastinal Tumor. Characteristics. There may be orthopnea due to pressure. The 
patient commonly sits up with the head thrown back. In some cases he may be able 
to walk about without distress during the daytime but be unable to lie down at night. 

Chief Signs. See page 472. 

Pericarditis with Effusion. Characteristics. As the effusion increases the patient 
sits up in bed. Dyspnea, which is a common and important symptom, will have pre- 
ceded the orthopnea, and the patient will have been restless on this account, prefer- 
ring to lie upon the left side. 

Chief Signs. Latent onset; anxiety and pallor; restlessness and insomnia, perhaps 
delirium; dyspnea (pulse-respiration ratio may be 2-1); pain, at first precordial, later 
epigastric, increased by sternal pressure; rapid pulse, may be paradoxic; irritable 
cough; slight fever; physical examination (cardiac impulse wavy; may be precordial 
bulging; apex beat slight or absent; dull area increased, roughly pear-shaped, extend- 
ing to the left beyond the apex beat; muffled heart sounds; dullness, bronchial breath- 
ing, and bronchophony posterior to the heart). 

Less Common Causes. Hypertrophic emphysema; enlarged thymus; goiter; cervical 
adenopathy; retropharyngeal abscess; laryngeal diphtheria; adenoids (nocturnal at- 
tacks); localized Hodgkin’s disease; hemothorax; hydrothorax; acute edema of the 
larynx; acute abductor paralysis of the larynx; laryngismus stridulus; iodism; tabes 
dorsalis (laryngeal crisis); foreign body in the air passages; esophageal tumor; rup- 
ture of a caseous gland into the trachea; acute bronchitis; acute capillary bronchitis; 
pertussis; cor bovinum; ascites; tympanites; abdominal tumor; hysteria; acute pneu- 
mothorax; laryngeal stenosis; pulmonary embolism; superior vena cava syndrome. 


PAINS, GENERAL 


Pain all over is very uncommon. Almost all painful states are to a great extent 
localized, though the localization may be more or less extensive. 

For causes of pain in different regions of the body, see under the particular region. 

Influenza (La Grippe). Characteristics. Widespread pain, especially marked in 
the back and bones, is often very severe. 

Chief Signs. Epidemicity or even pandemicity; sudden onset; headache; coryza; 
rapid prostration; chilliness; sweats; fever; few rales at the bases of the lungs; cough 
and expectoration in the respiratory type; nervous symptoms (headache, insomnia, 
delirium) ; varied complications; remittent fever; complement fixation, virus neutrali- 
zation, or hemagglutination inhibition procedures; low leukocyte count. 

Dengue (““Break-Bone” Fever). Characteristics. Intense, aching, generalized pains 
in the muscles and joints occur at the onset of the disease. Their atrocious character 
has given to the disease its sobriquet of “break-bone” fever. 

Chief Signs. Occurrence in tropical and subtropical climates; sudden onset; head- 
ache; pain on movement of the eyeballs; photophobia; epidemicity; fever of six or 
seven days’ duration; initial maculopapular erythematous and terminal polymorphous 
eruption; leukopenia; lymphadenopathy; serologic confirmation; benign course. 

Trichiniasis. Characteristics. General muscular pain and tenderness are the out- 
standing features in the stage of myositis or migration and encapsulation of the em- 
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bryos. There are pain on pressure and movement, and swelling and tension of the 
muscles, over which the skin may be edematous. 

Chief Signs. History of eating pork and of others affected; onset with abdominal 
pain, vomiting, and often diarrhea; fever of remittent or intermittent type (seventh 
to fourteenth day); edema, first of the face, then over the entire body; muscles 
swollen, hard, and tender; cough and dyspnea; aphonia; emaciation; anemia; eosin- 
ophilia and leukocytosis; duration two to eight weeks; examination of the suspected 
food for larvae of the trichina; examination of the feces for the parasites; biopsy of 
muscle; skin test; immunologic tests (after third week of the disease). 

Less Common Causes. Pernicious anemia; poliomyelitis; chronic myeloid leukemia 
(long bone) ; progressive muscular atrophy (irregular pains may precede the wasting) ; 
smallpox (in the back and limbs in initial stage); rickets; scurvy; gout; multiple neu- 
ritis; tabes dorsalis; osteomalacia; polyarteritis nodosa; acute tonsillitis (pains in the 
back and limbs); myxedema; encephalitis lethargica; paralysis agitans; St. Louis 
type of encephalitis; neurosis; Rocky Mountain spotted fever; acute undifferentiated 
respiratory disease; Colorado tick fever; yellow fever (headache, backache, limb 
ache, in initial stage); rubeola; rubella (myalgia, prodromal stage); lymphocytic 
choriomeningitis; herpangina (coxsackie infection) ; aseptic meningitic disease (cox- 
sackie, ECHO viral infections); infectious mononucleosis; epidemic typhus fever; 
Brill-Zinsser disease; rickettsialpox (febrile phase); Q-fever; trench fever; me- 
ningococcemia; brucellosis; glanders; porphyria; relapsing fever; yaws (bone and 
joint pains); Haverhill fever (in the back and joints in initial stage); Weil’s disease 
(in the back and calves in initial stage); kala-azar (vague muscle, bone, and joint 
pains); systemic lupus erythematosus; dermatomyositis; thrombotic thrombocyto- 
penic purpura; caisson disease; malaria (prodromal stage). 


PAIN, UNILATERAL 


Hemiplegia Dolorosa (Thalamic Syndrome). Characteristics. There may be a sub- 
jective sensation of pain, associated with a sensation of heat and cold on the contra- 
lateral side of the body. The pains are intractable, paroxysmal, and hemiplegic in 
distribution, involving the face, trunk, and limbs. 

Chief Signs. Hemianesthesia of the affected side; hemiataxia on voluntary move- 
ment; choreo-athetoid movements. 

Less Common Causes. Chronic hemiplegia; neurosis. 


SENSATION, ABNORMALITIES OF 


This section deals with some of the more common varieties of disturbance in ex- 
teroceptive and proprioceptive sensations. 

Exteroceptive sensations are those which arise from or originate in sense organs 
in the skin or mucous membranes as a result of stimulation by external agents and 
environmental change, namely, pain, temperature (hot and cold) and tactile (light 
touch). In the realm of disturbances in the sense of pain the terms “alganesthesia” 
and “analgesia” are used to designate areas insensitive to pain, “hypalgesia” for 
those having decreased sensitivity, and “hyperalgesia” for those showing increased 
sensitivity. In the sphere of alterations from the normal in temperature sense the 
terms “thermanesthesia,” “thermohypesthesia,” and “thermohyperesthesia,” modi- 
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fied by the adjectives “hot” or “cold,” are used. Deviations from the normal in tactile 
sensation (light touch) are designated by the terms “anesthesia,” “hypesthesia,” and 
“hyperesthesia,” but these terms are also more all inclusive, denoting changes in all 
types of sensation. Other deviations from the normal in exteroceptive sensations are 
covered by the terms “paresthesias” (abnormal sensations experienced in the ab- 
sence of specific stimuli—numbness, tingling, prickling, crawling, burning, cold, 
etc.); “dysesthesia” (perverted interpretations of sensation, e.g., tingling feeling in 
response to a tactile or painful stimulation) ; “allachesthesia,” “allesthesia,” or “syn- 
esthesia” (touch sensation experienced at a site remote from the point of stimula- 
tion); and “allochiria” (stimulation causing a sensation on the opposite side of the 
body). Disturbances in these superficial sensations may be due to lesions of the 
peripheral nerves, the nerve roots, or the cerebrospinal axis. In peripheral nerve 
lesions the areas of anesthesia, hyperesthesia, or hypesthesia correspond to areas of 
sensory distribution of the involved nerve or nerves, and all types of sensation includ- 
ing proprioceptive sensations are altered within this area of distribution. In lesions 
confined to nerve roots there are areas of anesthesia, hypesthesia, analgesia, or hypal- 
gesia which are of a segmental (dermatone) distribution and all types of sensation 
are affected. In such lesions, instead of sensory loss there may be hyperesthesia and 
radicular pains in this same distribution. In lesions of the brainstem and spinal cord 
or cerebrospinal axis the anesthesia follows a segmental rather than a peripheral dis- 
tribution and there is often a dissociation of sensation with loss, for example, of pain 
and temperature sensations but little or no involvement of touch owing to involve- 
ment of certain sensory paths and the sparing of others. 

Proprioceptive sensations are those derived from the deeper tissues of the body 
(muscles, ligaments, tendons, bones, and joints) and involve motion and position, 
vibration, and pressure. Motion sense, also known as kinetic sense or the sensation 
of active and passive movement, consists in an awareness of motion in various parts 
of the body. Position sense or posture sense consists of an awareness of the position 
of the body or its parts in space. Vibration sense or pallesthesia is the ability of the 
individual to appreciate vibration when an oscillating tuning fork is placed over cer- 
tain bony prominences, a loss of this sense being referred to as pallanesthesia. Pres- 
sure sense involves the perception of pressure on the subcutaneous structures rather 
than from light touch, and strong pressure produces deep pain sensibility. 

In the following two sections which give the causes of anesthesia and hyperesthesia 
these terms are used in their broad sense rather than as related strictly to tactile 
sensation (see above). Specific terminology described above will, however, appear 
throughout, and thus accurate definition of terms was deemed advisable. 


ANESTHESIA 


(Hypo-esthesia; Impaired Sensation) 


Tabes Dorsalis (Locomotor Ataxia). Characteristics. Tabetic is the commonest 
of all anesthesias. Position and vibration sense are usually impaired earlier than ex- 
teroceptive sensations, while hypalgesia precedes alganesthesia or analgesia and tac- 
tile anesthesia. In the upper limb the ulnar side is affected earlier than other digits. 
The ulnar nerve loses its sensitiveness. There may be a broad zone of hypalgesia or 
analgesia with its upper border at the level of the second rib. There may be a loss of 
deep pressure (pressure pain sense) in the glans, testicles, calf muscles, and tendo- 
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achilles early in the course of the disease. Loss of kinetic sense and tactile anesthesia 
in the feet is an important sign (the patient is unable to tell which toe is touched or 
in which direction it is moved). Astereognosis is also a common sensory defect. 

Chief Signs. See page 696. 

Multiple Neuritis (Except Lead Paralysis). Characteristics. Interference with the 
conduction of afferent impulses produces impairment or loss of pain (hypalgesia or 
analgesia), temperature (thermohypesthesia or thermanesthesia), tactile (anesthesia 
or hypesthesia), pressure and proprioceptive sensibility, especially over the distal 
portion of the limbs, with a shading off toward the proximal parts (glove and stocking 
anesthesia). Hyperesthesia may be present instead of anesthesia. 

Chief Signs. See page 728. 

Transverse Myelitis (Infective, Traumatic, Syphilitic). Characteristics. Impair- 
ment or loss of sensibility, both exteroceptive and proprioceptive, is present below 
the level of the lesion according as the lesion is complete or incomplete. Some degree 
of dissociation may be observed in the incomplete variety. 

Chief Signs. See page 701. 

Hysteria. Characteristics. Hysterical anesthesia is extremely common and of the 
greatest diagnostic value. It may be complete, partial, or dissociated. Its commonest 
distribution is a hemianesthesia, often left-sided. It may include the mucous mem- 
branes. In many cases, though unilateral, it is more marked on the face or limbs than 
on the trunk. It may affect special levels of a limb (knee, elbow, shoulder), or it may 
stop abruptly at some horizontal line (shoe, sock, stocking, mitten, glove, sleeve), 
the so-called segmental type. Most cases of hysterical anesthesia also have diminution 
or loss of the special senses. It varies in degree from total anesthesia down to the 
slightest degree of comparative blunting of sensation. 

Chief Signs. See page 700. 

Nerve Trauma. Characteristics. Anesthesia is confined to the distribution of the 
nerve or nerves affected. If a cutaneous nerve is paralyzed, exteroceptive sensibility is 
lost and proprioceptive sensibility retained. If a mixed nerve trunk is involved, the 
anesthesia is both cutaneous and deep and is accompanied by muscular paralysis and 
atrophy. As a mixed nerve recovers, sensation returns before motor power. 

Fracture-Dislocation of the Spine. Characteristics. Sensory paralysis below the 
level of the lesion occurs and varies in severity according to the degree of destruction 
of the cord. 

Chief Signs. See page 702. 

Cerebral Tumor (Sensory Area). Characteristics. Tactile localization and sense 
of movement are most impaired; sensory loss is more pronounced in distal than in 
proximal parts of the limbs. The affected skin areas have no relation to peripheral or 
spinal sensory distribution. The extent of sensory loss may be restricted to more or 
less definite areas, such as a hand, a limb, or one side of the body. Astereognosis is 
present. All these symptoms are on the side opposite the tumor. 

Chief Signs. See page 854. 

Syringomyelia (Spinal Gliosis). Characteristics. Dissociated anesthesia is charac- 
teristic of this disease. There is a loss of sensation of temperature and pain with re- 
tention of sensation to light touch in the areas of the body supplied by the involved 
segments. The limits are sharply defined and the distribution usually asymmetrical 
and irregular, corresponding to segments or parts of segments. There is no interfer- 
ence with the conduction of pain and temperature impulses from other parts of the 
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body. Hot, cold, and pain are equally affected in the involved areas, the heat slightly 
more than the cold and the cold more than the pain. 

Chief Signs. See page 342. 

Brown-Sequard Paralysis (Hemisection of the Cord). Characteristics. Pi On-the 
side of the lesion there is a zone of anesthesia with an area of hyperesthesia above 
at the line of the affected segment, and loss of proprioceptive sensation below the 
segment. 2. On the side opposite the lesion there is a loss of sensation of pain and 
temperature, and touch may be slightly affected. 

Chief Signs. See page 700. 

Tumor of the Spinal Cord (Intramedullary). Characteristics. The earliest signs 
are found in disturbances of sensation. These are a local segmental dissociation of 
sensation (loss of painful and thermal with retention of tactile and proprioceptive 
sensibility) and the occurrence of the Browr-Sequard symptom-complex below the 
level of the lesion (loss of painful and thermic sensibilities on the side opposite the 
motor paralysis). 

Chief Signs. Unilateral onset; spontaneous pain of a burning type poorly localized; 
root symptoms absent or slight; dissociated anesthesia as above; paralysis on the 
side of the lesion; sphincters affected; deep reflexes increased on the side of the tumor 
(late); Babinski present on the side of the tumor; may be marked trophic changes; 
lemon-yellow spinal fluid with increased globulin. 

Tumor of the Spinal Cord (Extramedullary). Characteristics. Impairment or loss 
of all forms of sensation below the level of the lesion and coinciding with the distribu- 
tion of the motor phenomena occurs, but these objective. sensory symptoms are late 
in onset. The Brown-Sequard symptom-complex may be observed in many cases (see 
above ). 

Chief Signs. Unilateral onset; root symptoms early and severe; anesthesia as above; 
paralysis on the side of the lesion; sphincters affected late; increased reflexes and 
Babinski on the side of the lesion; lemon-yellow spinal fluid with increased globulin. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
There may be interference with proprioceptive sensation as a result of spinal cord 
involvement. Disturbances of exteroceptive sensation are not common. 

Chief Signs. See page 703. 

Herpes Zoster (Shingles; Zona). Characteristics. Following an attack of zoster all 
forms of sensation are more or less impaired, but pain and temperature may be more 
affected than touch. Such disturbances sometimes last for a considerable time after 
the eruption has disappeared and involve the skin area which has been affected by 
the eruption. 

Chief Signs. See page 882. 

Less Common Causes. Apoplexy (hemianesthesia slight and transient) ; thrombosis 
of the posterior inferior cerebellar artery (thermanesthesia and analgesia on the 
same side of the face and on the trunk and limb of the opposite side); thrombosis of 
the anterior inferior cerebellar artery (loss of pain and temperature sensations and 
diminished light touch on the same side of the face and incomplete loss of pain and 
temperature sensation on the trunk and limb of the opposite side); superior cere- 
bellar artery thrombosis (contralateral loss of pain and temperature sensation on 
the face and body); Babinski-Nageotte syndrome; Avellis’s syndrome; Cestan- 
Chenais syndrome; thrombosis of the anterior spinal artery (unilateral or bilateral) ; 
spinal apoplexy or hematomyelia (lower extremities); leprous neuritis (patchy 
anesthesia); cervical rib (anesthesia of peripheral type); herniated intervertebral 
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disk; caisson disease (in marked cases diminution of all forms of sensibility, of irregu- 
lar and patchy distribution); spinal caries (sensory loss late); malignant disease of 
the vertebrae (sensory loss late); hypertrophic neuritis of Déjerine-Sottas syndrome; 
concussion of the spinal cord; spinal epidural abscess; posterolateral sclerosis (loss 
of proprioceptive sensation); myxedema; dementia praecox; aneurysm of the de- 
scending aorta (third and fourth interspaces); dissecting aneurysm of the aorta; 
anterior crural paralysis (thigh and inner side of the leg and foot); lesions of the 
conus medullaris and cauda equina (saddle distribution); chorea; Friedreich’s dis- 
ease (legs); general paresis; Klumpke’s paralysis (inner side of the arm); Morvan’s 
disease; neuroma; Raynaud’s disease; sciatica; external spinal pachymeningitis; 
tetany; postinfection myelitides; chordotomy; thalamic syndrome; Guillain-Barré 
syndrome (exteroceptive sensations); arteriosclerosis obliterans; frostbite; trench 
foot and immersion foot (vasospastic stage ) ; acute arterial injuries (nerve ischemia) ; 
Raymond-Cestan syndrome; congenital analgia; familial dysautonomia. 


HYPERESTELESIA 


Hyperesthesia can usually be distinguished from tenderness by the skin or muscle 
being unduly sensitive after it has been raised from the subjacent tissue. It may be 
elicited by the lightest brush with the finger. 

Hysteria. Characteristics. The hyperesthesia may be rarely universal, and occa- 
sionally involves half the body (hemihyperesthesia). Odd irregular areas of hyper- 
esthesia are among the commonest stigmas of hysteria and do not correspond either 
to root areas or to the distribution of the peripheral nerves. It is common over joints, 
the inframammary region, the ovaries, and the vertebral spines. 

Chief Signs. See page 700. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Tactile hyperesthesia is es- 
pecially common in cases with gastric or other visceral crises, in the root areas corre- 
sponding to the viscera affected. It is also common in the areas where lightning pains 
are felt and may be one of the earliest evidences of the disease. It may occur on the 
trunk, limbs, or face. 

Chief Signs. See page 696. 

Trigeminal Neuralgia (Tic Douloureux). Characteristics. The hyperesthesia exists 
over areas supplied by one or more branches of the fifth nerve and is especially ex- 
quisite over the foramen of exit of the branches involved (supra-, infra-orbital, 
mental). 

Chief Signs. See page 32. 

Neuralgia and Neuritis. Characteristics. Hyperesthesia occurs in the area of the 
peripheral nerve involved, especially over the foramen of exit. 

Chief Signs. See page 745. 

Herpes Zoster (Shingles; Zona). Characteristics. Localized hyperesthesia some- 
times precedes the eruption and may persist for weeks or months after the eruption has 
passed away. 

Chief Signs. See page 882. 

Multiple Neuritis (Peripheral Neuritis ). Characteristics. The hyperesthesia involves 
chiefly the hands and feet, and there is often present a certain degree of anesthesia. The 
coexistence of hyperesthesia (hyperalgesia) to light pressure with anesthesia to light 
touch is very characteristic of alcoholic neuritis. 

Chief Signs. See page 728. 
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Thalamic Syndrome (Déjerine-Roussy Syndrome ). Characteristics. Hemihyperes- 
thesia to temperature and pain sometimes coexists with hemianesthesia to tactile 
stimuli on the contralateral side of the body, face, and limbs, and there are impairment 
of joint sense, loss of osseous sense, and astereognosis in the affected limbs. The cause 
is usually a vascular lesion in the ventral part of the optic thalamus. 

Chief Signs. Pain in the anesthetic region; may be choreo-athetoid movements; may 
be hemiataxia; slight hemiparesis; may be hemianopsia; may be bladder dysfunction; 
emotional paresis of the face (laughing and crying, not present on volitional innerva- 
tion). 

Subacute Combined Degeneration of the Cord. Characteristics. Hyperesthesia re- 
ferred to peripheral parts of the four extremities is among the earliest signs. 

Chief Signs. See page 702. 

Less Common Causes. Acute bronchitis (sternal); alcoholism; appendicitis (right 
iliac region) ; Brown-Sequard paralysis (paralyzed side); spinal caries (zone above 
anesthesia ) ; spinal cord compression (Zone above anesthetic area) ; nerve injury (gun- 
shot, etc.) ; cerebrospinal meningitis; acute myelitis; peritonitis; pernicious anemia; 
pulmonary tuberculosis (second and fifth spaces unilaterally); pregnancy; rickets; 
meningeal hemorrhage; brain tumor; angina pectoris (precordial); neurocirculatory 
asthenia (precordial); tuberculous meningitis, spinal; ovarian disease; encephalitis; 
internal spinal meningitis; spinal cord tumor, extramedullary (zone above the area of 
anesthesia) ; spinal abscess; herniated intervertebral disk (dermatone supplied by an 
irritated sensory root); meralgia paraesthetica; septicemia (polyneuritis); causalgia; 
polyarteritis nodosa; degenerative joint disease of the cervical spine (as in cervical 
disk) ; adiposis dolorosa; cholecystitis (posteriorly along the paravertebral zone of Ts 
to Tio). 


PARESTHESIA 


(See also Sensations, Subjective, of Heat, Cold, Throbbing, Oppression, etc., page 
868; Numbness and Tingling of One or Both Upper Extremities, page 362; Numbness 
and Tingling of One or Both Lower Extremities, page 707; Chills or Rigors, page 755; 
and Itching, page 826.) 


Paresthesia, or perverted sensation, has much the same diagnostic significance as 
hyperesthesia. Among the paresthesias are numbness, tingling, itching, formication, 
and Magnan’s paresthesia (a subjective feeling as of sand or worms under the skin) ; in 
the various pyrexias sensations of cold and heat are common. 

Neurosis (Hysteria, etc.). Characteristics. Various perversions of sensation may 
occur. A touch on one limb may be felt on the opposite side (allochiria) ; intense pain 
may be felt from slight touch (haphalgesia) ; paresthesias of special senses also occur, 
as monocular diplopia and micropsia. 

Chief Signs. See page 812. 

Nerve Trauma (or Localized Neuritis). Characteristics. Numbness, tingling, “pins 
and needles,” or sensations of burning pain are referred to the distribution of the af- 
fected nerve or plexus. 

Chief Signs. History of trauma; atrophic paralysis of flaccid type; abolition of tendon 
reflexes; reaction of degeneration; anesthesia, superficial or deep or both, depending 
on the character of the nerve involved; trophic changes; deformities and contractions 
late. 
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Multiple Neuritis (Peripheral Neuritis). Characteristics. Sensations of deadness, 
numbness, tingling, and burning are felt in the hands and feet as early symptoms, es- 
pecially in alcoholic, arsenical, and diabetic types. 

Chief Signs. See page 728. 

Cerebral Thrombosis. Characteristics. Local symptoms, such as numbness and 
tingling, or transitory paresis are referred to the region of the body subsequently af- 
fected by the stroke. They may precede the attack for several hours or days. 

Chief Signs. See page 912. 

Cerebral Arteriosclerosis. Characteristics. Numbness and tingling of the hands, 
arms, feet, or legs, and neuralgias which follow the arteries are not infrequent. 

Chief Signs. See page 796. 

Subacute Combined Degeneration of the Cord. Characteristics. Sensations of numb- 
ness and coldness in the distal parts of the limbs are among the earliest symptoms, and 
affect the feet earlier and more severely than the hands. They are unaccompanied by 
any obvious circulatory derangement. 

Chief Signs. See page 702. 

Pernicious Anemia. Characteristics. Numbness and tingling, particularly in the feet 
and legs, less often in the upper extremities, are a matter of complaint in about one 
third of the cases of Addisonian pernicious anemia. 

Chief Signs. See page 703. 

Acroparesthesia. Characteristics. Numbness and tingling of the fingers and palms of 
the hands associated with a burning pain occur chiefly in the latter part of the day after 
work is over. Occasionally a similar condition occurs in the feet. It is often accom- 
panied by cyanosis. 

Chief Signs. See page 356. 

Raynaud’s Disease. Characteristics. Numbness, tingling, or pains in the fingers 
occur, and the fingers are white and cold, becoming in an hour or so red and hot. 

Chief Signs. See page 355. 

Arteriosclerosis Obliterans (Claudication, Dysbasia Angiosclerotica). Character- 
istics. Numbness, tingling, and paresthesias of various forms are common symptoms. 

Chief Signs. See page 726. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. 
Numbness over the limbs, body, or face, and other paresthesias, with feelings of heavi- 
ness and weight in the limbs, are common. None of these sensations are painful. 

Chief Signs. See page 703. 

Transverse Myelitis (Infective, Compression, or Syphilitic). Characteristics. The 
first symptoms are usually subjective sensations of pain, numbness, or burning. The 
painful sensations are referred to the upper level of the affected segments (meningo- 
myelitis ), the numbness and tingling to the limbs below the level of the lesion. Numb- 
ness or paresthesia may precede weakness, but usually they occur simultaneously. 

Chief Signs. See page 701. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Feelings of constriction by 
hot or painful bands occur, of which the “girdle sensation” is the most common ex- 
ample. Besides these a sensation of compression and numbness and tingling are com- 
monly described, especially in the hands and feet, and a sensation as of walking on 
cotton-wool is also common. These subjective phenomena are usually early symptoms. 

Chief Signs. See page 696. 

Less Common Causes. Aconite poisoning; brominism; aneurysm; appendicitis; 
cerebral hemorrhage; cerebral embolism; epileptic aura; beriberi; B-complex defi- 
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ciency; cervical rib (hand); scalenus anticus syndrome (hand); leprosy; ruptured in-. 
tervertebral disk; von Recklinghausen’s disease; sciatica; tetany; meralgia paraesthet- 
ica; syringomyelia; angioneurotic edema; hematomyelia, cocaine habit (Magnan’s. 
paresthesia—sensation of sand and worms under the skin); Erb’s syphilitic spinal 
paralysis; osteoarthritis (vertebral); spinal cord tumor (intramedullary and extra- 
medullary); erythromelalgia (heat sensation) ; thromboangiitis obliterans (Buerger’s 
disease); migraine (numbness of the tongue and face, sometimes hand); acromegaly; 
hypoglycemia or hyperinsulinism; postinfection encephalitis; Guillain-Barré syn- 
drome; frostbite (thawing); acute pernio; polyarteritis nodosa; hyperabduction syn- 
drome; lumbar nerve root compression (legs) ; lumbosacral strain (legs) ; spondylolis- 
thesis (legs); adiposis dolorosa; sensory Jacksonian fit; tumor of the cauda equina 
(feet, saddle area) ; pellagra (soles of the feet) ; ergot poisoning; severe anemia; hyper- 
ventilation syndrome; rabies; lesions of the thalamus or parietal cortex (opposite side 
of the body) ; hyperventilation syndrome; primary aldosteronism. 


SENSATIONS, SUBJECTIVE, OF HEAT, COLD, THROBBING, 
OPPRESSION, ETC. 


(See also Palpitation, page 507; Sudden or Transient Flushing of the Face, page 
40; and Flushings, page 814.) 


Menopause (Climacteric; Change of Life). Characteristics. Sensations of heat may 
be felt, especially intense about the face and neck, often associated with flushing of the 
skin and palpitation. 

Chief Signs. See page 814. 

Myxedema. Characteristics, Sensations of coldness are complained of and the pa- 
tients suffer almost continuously from cold except in warm weather. 

Chief Signs. Symptoms of lowered metabolism (inactivity, mental and physical); 
myxedematous swelling of the face and extremities (absence of pitting on pressure) ; 
rheumatic pains; low basal metabolic rate. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Various paresthesias are 
complained of, particularly heat sensations, flushing, and throbbing. 

Chief Signs. See page 307. 

Essential Hypertension. Characteristics. Sensations of throbbing or pounding in the 
ears, especially noticeable in bed at night, are often felt. 

Chief Signs. See page 748. 

Neurosis (Hysteria, Neurasthenia). Characteristics. Distressing sensation of throb- 
bing may be felt in the epigastrium. Other subjective sensations may be palpitation of 
the heart, pains and oppressive feelings in the cardiac region, and flushes of heat, espe- 
cially in the head. 

Chief Signs. See page 812. 

Aortic Regurgitation. Characteristics. Various subjective sensations may be com- 
plained of even prior to any evidence of failing compensation. There may be an annoy- 
ing palpitation or throbbing sensation in the precordium, a sense of substernal oppres- 
sion and pain, or painful attacks of the nature of pure angina. 

Chief Signs. See page 501. 

Aneurysm of the Arch of the Aorta. Characteristics. In the beginning a sense of pre- 
cordial oppression or actual pain may become noticeable upon exertion, 

Chief Signs. See page 470, 
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Dyspepsia. Characteristics. A sensation of oppression in the epigastrium is a com- 
mon symptom and may amount to acute pain. 

For causes see page 540. 

Cardiac Hypertrophy. Characteristics. In some instances the violent action of the 
heart may give rise to pain in the region of the heart, throbbing sensations in the head 
and neck, and pulsatile noises in the ears. 

For causes see page 476. 

Angina Pectoris. Characteristics. In the mildest forms (formes frustes), a feeling of 
substernal tension, uneasiness, or distress, rising at times to positive pain, may occur. 

Chief Signs. See page 324. 

Syphilitic Aortitis. Characteristics. There may be only a feeling of oppression be- 
neath the sternum or the patient may experience actual pain. The onset of these symp- 
toms is apt to be paroxysmal. 

Chief Signs. See page 502. 

Bronchial Asthma. Characteristics. A sense of tightness in the chest may be a pre- 
monitory symptom, and the attack begins with a feeling of great oppression in the chest. 

Chief Signs. See page 429. 

Less Common Causes. Dynamic aorta (throbbing in the neck) ; emphysema (sensa- 
tion of oppression); migraine (throbbing); anemia (throbbing); mediastinal tumor 
(precordial oppression); pericarditis with effusion (precordial oppression); pheo- 
chromocytoma; carcinoid syndrome; mountain sickness. 


SHOCK 


(Peripheral Circulatory Failure; Circulatory Collapse ) 


Shock is a clinical state which results from an inadequacy of blood flow to the 
tissues. The causes of peripheral circulatory failure may be classified into several gen- 
eral categories according to which of the various functions capable of precipitating it 
is initially disturbed, namely, 1, primary decrease in blood volume (hemorrhage; loss 
of fluid or blood into injured tissues; loss of extracellular fluid volume as a result of de- 
creased fluid intake or excessive fluid loss from the gastrointestinal tract, kidneys, or 
skin; adrenocortical insufficiency with possible loss of plasma due to increased capillary 
permeability ); 2, primary loss of vascular tone (emotional disturbance; chemical in- 
jury to the nervous system; failure of cell metabolism as in renal failure, overwhelming 
infections, hepatic disease, and late burns; anaphylaxis; irreversible shock, venous 
pooling; traumatic, toxic, or surgical insults to the nervous system as in transection of 
the cord, brain damage, sympathectomy; adrenocortical insufficiency with possible 
vasomotor paralysis) ; 3, primary failure of the heart as a pump (marked decrease in 
cardiac output as a result of massive myocardial infarction; severe tachycardia with in- 
sufficient filling time); and 4, mixed types, more than one of the above mechanisms 
being active. Other factors which may either increase the likelihood and severity of 
shock or in isolated instances produce it include: 1, exposure to cold (a primary cause 
when severe enough to lower the body temperature to 82° F., an aggravating factor 
when associated with relatively mild trauma or hemorrhage); 2, extreme pain (an 
initiating cause when excruciating as in renal and biliary colic, an aggravating cause 
when present in any degree in association with hemorrhage, burns, trauma, etes) sia; 
anoxia (a primary cause when of extreme degree, an aggravating factor in any case of 
shock) ; and 4, prolonged anesthesia. 
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The usual symptoms are pallor, cold sweat, pinched face, dilated, feebly reacting 
pupils, weak and usually accelerated pulse, shallow irregular breathing, mental apathy, 
subnormal temperature, impaired sensation of the skin, decreased urine production, 
restlessness (after hemorrhage). The symptoms of hemorrhage, which is one of the 
most common causes of shock, are practically identical with those just enumerated, 
but the state so produced usually presents an easily recognizable clinical picture which 
is of diagnostic and therapeutic value, since it is specially characterized by little apathy 
but great restlessness, great anxiety and foreboding, extreme pallor (hemodilution be- 
ing present in contrast to hemoconcentration which is so often manifest in many other 
types of shock), deep and rapid respirations, thirst, anda rapid pulse which is apt to be 
larger and more compressible than in shock from other causes. 

Simple Abdominal Contusion (Nonpenetrating Wounds). Characteristics. The de- 
gree of shock will be in proportion to the severity of the injury, and death may result 
from shock even without gross injury to the viscera. As a rule, the shock symptoms 
soon subside. 

Chief Signs. History of abdominal injury, especially blows, kicks, punches, crushes, 
falls; may be external evidence of contusion. 

Intra-abdominal or Visceral Injury (Nonpenetrating). Characteristics. Without a 
penetrating wound, visceral injury may be due to any severe trauma to the abdomen 
such as a fall, blow, or blast injury, but it is much more common in crushing injuries. 
Shock is severe in any type of visceral injury, whether the viscus be a solid organ or a 
hollow one. Injury of the upper abdomen causes more serious shock than that of the 
hypogastric region. If the symptoms of shock following abdominal contusion do not 
pass off within six hours, hemorrhage or peritonitis is almost certainly present. When 
the liver or spleen is ruptured shock is severe and progressive. At times, however, there 
may be a delayed rupture of the spleen occurring in an apparently well individual some 
7 to 14 days following mild abdominal trauma, which is manifest by left upper quad- 
rant pain, weakness, anemia, and varying degrees of shock. In contusion or rupture of 
the kidney shock is severe but passes off in an hour or two. In rupture of the intestine, 
after an initial shock there may be a lull in the symptoms, which is followed, however, 
by the onset of peritonitis. 

Chief Signs. History of abdominal trauma; abdominal rigidity; exquisite tenderness 
(often localized to the region of injury early, later becoming diffuse) ; manifestations 
of shock (see above ) ; may be evidence of fluid in the abdomen (blood, gastrointestinal 
contents, urine); may be signs of pneumoperitoneum; may be blood in the vomitus or 
stools. 

Penetrating Abdominal Wounds. Characteristics. These wounds are almost always 
associated with visceral injury, and shock is usually present due to blood loss. 

Perforated Peptic Ulcer. Characteristics. The signs and symptoms develop in three 
stages, the stage of primary shock, the stage of reaction (with masked peritonitis and 
diminished shock), and the stage of advanced general peritonitis with secondary toxic 
shock. The primary shock is sudden in onset and severe, lasts for one or two hours, and 
is accompanied by mid upper abdominal pain, prostration, anxious countenance, and a 
livid or ashen appearance. The intensity of this initial shock then subsides, when the 
patient looks better and feels more comfortable, although the abdominal signs continue 
to develop; then gradually the secondary shock stage develops with the characteristic 
symptoms of frank peritonitis. 

Chief Signs. See page 518. 

Acute Intestinal Obstruction (Simple Mechanical Obstruction; Intestinal Strangu- 
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lation; Paralytic Ileus; Intussusception). Characteristics. In the case of intestinal 
strangulation (obstruction to the blood supply from a band, hernial sac, adhesions, 
embolism, or thrombosis) shock and toxicity develop, the severity depending upon the 
magnitude of vascular embarrassment or the degree of associated peritonitis. Thus, 
when absorption from nonviable bowel is gradual, shock is often mild, but if there is a 
sudden absorption of a toxic transudate through the peritoneum, shock is severe, being 
produced from toxemia rather than from dehydration. In simple mechanical! obstruc- 
tion shock is found only when there is extreme and rapid loss of fluid, especially if 
accompanied by extensive depletion of the plasma. The higher the mechanical obstruc- 
tion, the greater the loss of fluid by vomiting, and thus the more likelihood of dehydra- 
tion with consequent shock. In paralytic ileus shock occurs as a result of this condi- 
tion itself only when there is sufficient loss of fluid and electrolytes to produce extreme 
dehydration. However, shock may be present early in this condition, not because of the 
ileus itself but rather because of the conditions which precede it (trauma, general peri- 
tonitis, skeletal injury, severe infection, etc. ). In the case of intussusception manifesta- 
tions of shock occur within an hour or two of the onset of pain, nausea, and vomiting. 
Prostration is extreme, the pulse rapid, weak, and thready, and there is often a dusky 
color associated with pallor. This type of obstruction occurs most frequently in infancy 
and is rare in adults. 

Chief Signs. Mechanical obstruction: severe intermittent pain of a cramping type 
(early) which may disappear as distention develops; may be evidences of a hernia, 
previous operative site, intestinal neoplasm; obvious distention (24 to 48 hours) which 
gradually increases; tympanites; vomiting more common in high than in low obstruc- 
tion (an early symptom but almost always preceded by pain) ; may be visible peristal- 
sis; x-ray. Intestinal strangulation: signs of mechanical obstruction above; may be a 
tender mass or localized tenderness; more prostration than in mechanical obstruction 
(rapid pulse, subnormal temperature, shock, cold extremities, pale cyanotic skin); 
pain more severe and constant; variable amount of muscle spasm. Paralytic ileus: dis- 
tention; vomiting; absence of bowel movement; frequent absence of pain except in 
general peritonitis and postoperative ileus; presence of a precipitating condition. In- 
tussusception: occurrence in infants usually under 2 years of age; severe pain, followed 
by nausea and vomiting; listlessness; weakness; prostration; pallor, rapid, thready, 
weak pulse; may be shock without pain; bloody stools; palpable mass first in the right 
lower quadrant which moves progressively toward the epigastrium and left side of the 
abdomen; rarely muscle spasm and tenderness; distention under 24 hours; obstruction 
complete soon after the onset. 

Pulmonary Embolism. Characteristics. Combined cardiac and peripheral circula- 
tory failure accompanies sudden occlusion of a main pulmonary artery. 

Chief Signs. See page 781. 

Acute Pancreatitis (Interstitial, Hemorrhagic, Suppurative ). Characteristics. Vary- 
ing degrees of shock supervene rapidly. 

Chief Signs. Commonly occurrence in men over middle age; sudden onset; severe 
agonizing abdominal pain felt chiefly in the epigastrium but may radiate to the left 
scapular region; severe and frequent vomiting and retching, never feculent; extreme 
rigidity of the abdominal wall, especially in the epigastrium, with tenderness, later ab- 
dominal distention and reactive fever; may be ecchymosis or discoloration of one or 
both loins; may be slight jaundice or history of previous indigestion or jaundice, may 
be fullness or tumor in the pancreatic region; increased serum amylase. 

Acute General Peritonitis. Characteristics. When a large amount of infective ma- 
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terial is suddenly diffused through the peritoneum there is sudden profound shock and 
violent pain. The patient may survive the shock only to develop the symptoms of a 
progressive general peritonitis with toxic shock. 

Chief Signs. See page 574. 

Ectopic Pregnancy (Ruptured). Characteristics. Shock or a shocklike picture ap- 
pears and develops rather rapidly, depending upon the severity of bleeding. 

Chief Signs. History of amenorrhea or irregular uterine bleeding; sudden lancinating 
pain, first appearing in the pelvis and later becoming generalized, the pain and tender- 
ness being greater in the lower abdomen, frequently maximal in the right lower quad- 
rant, regardless of which tube has ruptured; vomiting; pronounced tachycardia; may be 
the development of shoulder pain; vaginal bleeding or spotting; enlargement of the 
breasts and uterus; Cullen’s sign; cervix soft; may be an adnexal mass; signs of progres- 
sive anemia; blood on aspiration of the posterior cul-de-sac. 

Angina Pectoris and Acute Coronary Insufficiency. Characteristics. In severe cases 
the face is usually pallid and may assume an ashy gray tint, and not infrequently a pro- 
fuse sweat breaks out over the surface. The patient feels as if death were imminent, 

Chief Signs. See page 751. 

Acute Myocardial Infarction. Characteristics. Severe collapse follows an attack of 
precordial anginoid pain, with fall in blood pressure and dyspnea. 

Chief Signs. See page 751. 

Acute Pneumothorax. Characteristics. In many cases there is every evidence of 
severe shock following a sudden tearing or severe pain in the side and great difficulty in 
breathing. 

Chief Signs. See page 455. 

Rupture of Aortic Aneurysm. Characteristics. Sudden collapse follows a sudden 
and intense pain or a feeling as of something giving way within. Dyspnea and rapid 
blanching of the skin follow, ending in sudden death or death preceded by coma. 

Chief Signs. See page 780. 

Corrosive Poisoning. Characteristics. The degree of shock and collapse depends 
upon the nature of the poison and the amount taken. 

Chief Signs. History of ingestion; nausea and violent vomiting; tenderness and 
severe pain in the epigastrium; diarrhea; may be blood in the stools; chemical examina- 
tion of the vomitus, feces, or urine. 

Severe Burns. Characteristics. The symptoms of the first stage are intense pain and 
shock varying with the extent and severity of the burn. 

Cerebral Concussion. Characteristics. In a well-marked case with some degree of 
unconsciousness collapse is present, which may last from minutes to hours and ends 
either in death or in the stage of reaction. Besides the usual symptoms of collapse, the 
sphincters may be paralyzed and transient paralyses may exist. Vomiting usually inau- 
gurates the stage of reaction following the collapse. 

Chief Signs. See page 759. 

Fracture of the Skull. Characteristics. Initial shock is common, especially in frac- 
tures of the base. The symptoms are usually those of severe concussion or compression. 
The concussion itself may lead to collapse and death, and compression causes paralysis 
of first the cortical and finally the bulbar centers. 

Chief Signs. See page 759. 

Less Common Causes. Malaria; phosphorus poisoning; acute alcoholism; pneumo- 
peritoneum; hydrothorax; fat embolism; gangrene of the lung; glanders; inversion of 
the uterus; pellagra; acute miliary tuberculosis; tobacco poisoning; blastomycosis; 
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acute yellow atrophy of the liver; encephalitis; trauma of the testis; typhoid perforation 
of the bowel; rupture of the uterus, bladder, heart, liver, spleen; perforation of the in- 
testine from gunshot or stab wounds; hypoglycemia or hyperinsulinism; diabetic acido- 
sis; dissecting aneurysm of the aorta; embolism or thrombosis of the aorta; adrenal 
insufficiency (Addison’s disease, sudden withdrawal of corticoids after prolonged ad- 
ministration ) ; cerebral hemorrhage or thrombosis; serum shock; septicemia; acute ap- 
pendicitis; rupture of an echinococcus cyst; acute gastric dilatation; auricular fibrilla- 
tion (mesenteric embolism); bacterial endocarditis (mesenteric embolism) ; polycy- 
themia (mesenteric thrombosis, cerebral thrombosis) ; Buerger’s disease (mesenteric 
thrombosis); portal hypertension (mesenteric thrombosis); mesenteric phlebitis and 
thrombophlebitis (mesenteric thrombosis); renal tumor (hemorrhage); ruptured 
graafian follicle (hypovolemic shock, rare); solanin poisoning; pheochromocytoma 
(prolonged episodes of paroxsymal adrenosympathetic crises terminating in shock 
with hyperpyrexia and hypotension); bacillary dysentery; cholera; blast injury; epi- 
demic hemorrhagic fever; staphylococcal food poisoning (severe cases); von Gierke’s 
disease (hypoglycemic shock); traumatic diaphragmatic hernia; acute fulminating 
meningococcemia; pneumococcal pneumonia (complication) ; primary atypical pneu- 
monia (complication); radiation injury (overwhelming doses); clostridial uterine 
infections; epidemic and murine typhus; coliform bacteremia; Rocky Mountain 
spotted fever; snake bite (pit viper); staphylococcal pneumonia; low-salt syndrome. 


SKIN, AFFECTIONS OF 
RECGTONAL PREDILECTION 


Nearly every dermatosis has certain sites of regional predilection which constitute an 
important diagnostic feature in the clinical picture, some diseases of the skin being 
found almost exclusively in definite regions and other conditions being more common 
in certain areas. The following list of common skin diseases arranged according to 
regional predilection is therefore presented as an aid in diagnosis. 

Scalp. Seborrheic dermatitis, alopecia of various kinds, psoriasis, furunculosis, 
eczema, sebaceous cysts, warts, ringworm, pediculosis, impetigo, carcinoma, and 
melanoma. 

Ears. Seborrheic dermatitis, psoriasis, eczema, frostbite, basal cell or squamous cell 
carcinoma, contact dermatitis (hair dye), impetigo secondary to pediculosis capitis, 
keratoses, lupus vulgaris, and leprosy. 

Face. Acne, furuncle, keratoses, nevi, herpes simplex, ringworm, seborrheic derma- 
titis, milium, impetigo, erysipelas, rosacea, lupus erythematosus, lupus vulgaris, basal 
cell and squamous cell carcinoma, eczema, vitiligo, warts, leprosy, contact dermatitis, 
dermatitis venenata, and erythema multiforme. 

Eyebrows. Seborrheic dermatitis, myxedema (absent outer thirds), alopecia areata, 
hypertrichosis, and sycosis vulgaris. 

Eyelids. Xanthelasma, eczema, contact dermatitis, milium, hordeolum, meibomian 
cyst, carcinoma, seborrheic dermatitis, and lupus erythematosus. 

Nose. Keratoses, carcinoma, furuncle, rosacea, frostbite, lupus erythematosus, and 
tertiary syphilis (saddle nose), 

Lips. Herpes simplex, leukoplakia, carcinoma (upper usually basal cell, lower in- 
variably squamous cell), contact dermatitis, chancre, cheilitis migrans, eczema, angio- 
neurotic edema, Fordyce’s condition, and exfoliative and glandular cheilitis. 


874 General Symptoms 


Bearded Region. Sycosis, ringworm, nevi, keratoses, carcinoma, sebaceous cyst, 
impetigo, alopecia areata, and hypertrichosis. 

Neck. Sebaceous cyst, furuncle, carbuncle, seborrheic dermatitis, keloid, contact 
dermatitis, ringworm, neurodermatitis, and tinea versicolor. 

Chest. Acne, seborrheic dermatitis, tinea versicolor, keratoses, herpes zoster, pityri- 
asis rosea, eczema, psoriasis, scleroderma, and prickly heat. 

Axillae. Furuncle, hyperhydrosis, contact dermatitis, seborrheic dermatitis, inter- 
trigo, scabies, dermatitis herpetiformis, infectious eczematoid dermatitis, ringworm, 
pityriasis rosea, molluscum contagiosum, and Fox-Fordyce disease. 

Forearms and Wrists. Dermatitis venenata, keratosis pilaris, contact dermatitis, 
scabies, warts, erythema multiforme, lichen planus, pellagra, prurigo, and occupational 
dermatitis. 

Hands. Warts, scabies, hyperhidrosis, contact dermatitis, dermatitis venenata, 
eczema, dermatophytosis, furuncle, leukoderma, pellagra, carcinoma, erythema multi- 
forme, syphilis, radiodermatitis, and erysipeloid. 

Back. Acne, tinea versicolor, keratoses, herpes zoster, pediculosis, eczema, psori- 
asis, pityriasis rosea, carcinoma, and dermatitis herpetiformis. 

Abdomen. Scabies, pediculosis corpora, urticaria, prickly heat, contact dermatitis, 
prurigo, pityriasis rosea, tinea versicolor, eczema, herpes zoster, exanthemata, syphilis, 
and lichen planus. 

Buttocks. Acne, furuncle, scabies, eczema, urticaria, syphilis, and dermatitis herpeti- 
formis. 

Gluteal Crease and Anus. Eczema, condyloma latum, condyloma acuminatum, 
granuloma inguinale, lymphogranuloma venereum, seborrheic dermatitis, psoriasis, 
and dermatophytosis. 

Genitalia. Chancre, chancroid, condyloma acuminatum, leukoplakia, moniliasis, 
scabies, elephantiasis, pediculosis pubis, dermatitis venenata, epithelioma, herpes sim- 
plex, lymphogranuloma venereum, lichen planus, and psoriasis. 

Groins. Tinea cruris, intertrigo, pediculosis corporis, granuloma inguinale, lympho- 
granuloma venereum, furuncle, pityriasis rosea, seborrheic dermatitis, psoriasis, and 
pemphigus. 

Thighs. Scabies, keratosis pilaris, eczema, psoriasis, urticaria, exanthemata, and 
parapsoriasis. 

Knees and Elbows. Psoriasis, ichthyosis, xanthoma, scabies, epidermolysis bullosa, 
verruca plana, and atopic dermatitis. 

Legs. Varicose eczema, varicose ulcers, purpura, psoriasis, lichen planus, prurigo, 
erythema nodosum, insect bites, dermatitis venenata, Kaposi’s sarcoma, elephantiasis, 
and leprosy. 

Feet. Dermatophytosis, plantar wart, hyperhidrosis, callus, corn, melanoma, contact 
dermatitis, frostbite, eczema, psoriasis, syphilis, arsenical keratoses, Kaposi’s sarcoma, 
and leprosy. 


ERYTHEMA, GENERAL 


This term is a somewhat indefinite one and indicates a hyperemia or redness of the 
skin, noninflammatory and nonexudative, but, practically, erythema readily shades off 
into a true inflammatory condition. Generalized erythemas vary greatly in appearance, 
extent, and distribution, being most marked on the chest, upper arms, face, and thighs, 
and are usually of internal origin. In some instances the eruption resembles scarlet fever 
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(erythema scarlatiniforme), in other cases it may suggest measles (erythema mor- 
billiforme). 

Food Allergy. Characteristics. This is one of the most common causes of a diffuse 
erythema which covers almost the entire body or is distributed bilaterally on the fore- 
arms and hands, but as a manifestation of hypersensitiveness to foods (especially shell- 
fish and fruits ) it is less frequent than urticaria. 

Chief Signs. See page 894 (Urticaria). 

Drug Rash. Characteristics. Certain drugs (acetanilid, antipyrine, aspirin, quinine, 
belladonna, chloral, copaiba, mercury, opium, Sulfonal, salicylates, sulfonamide de- 
rivatives, barbiturates, etc. ), when taken internally, may cause an erythematous rash, 
which disappears upon withdrawal of the drug. The eruption is not punctiform. 

Chief Signs. History of drug-taking; sudden onset; marked subjective symptoms; 
disappearance on withdrawal of the drug. 

Measles (Morbilli). Characteristics. A transient prodromal erythema is not un- 
common, usually only on the trunk. A blotchy erythema resembling the true rash of 
measles may, however, be present instead. 

Chief Signs. See page 878. 

German Measles (R6theln; Rubella). Characteristics. Discrete rose-pink spots ap- 
pear almost simultaneously on the face, trunk, and arms and spread to the lower ex- 
tremities in 24 hours. On the trunk and limbs the spots often coalesce rapidly and the 
rash resembles scarlet fever. Occasionally macules form. The rash lasts one to two 
days. 

Chief Signs. Incubation period one to three weeks; acute onset; mild symptoms; en- 
larged occipital glands; leukopenia; duration one to two days, rarely three. 

Scarlet Fever (Scarlatina). Characteristics. The eruption first appears on the chest 
and neck and rapidly spreads over the whole skin; the color is a vivid red, the eruption 
being at first distinctly punctate, but soon becoming confluent, with brighter red spots 
snowing through. It appears in about 24 hours and begins to fade after the third day, 
desquamation following as the eruption fades. The rash disappears on pressure unless 
petechial. Miliary sudamina or even vesicles may be present. Petechiae are not uncom- 
mon. Face, scalp, palms, and soles are rarely affected. There is circumoral pallor. 

Chief Signs. Occurrence mainly in children; incubation one to seven days; sudden 
onset with vomiting, sore throat, fever (103° to 104° F.); rapid pulse, strawberry 
tongue; fauces red and swollen; follicular tonsillitis or membranous angina; fever 
maximum on the third day, normal in one week; desquamation following the rash (be- 
ginning on the sixth to the eighth day, last on the palms and soles); leukocytosis with 
eosinophilia; may be nephritis; otitis media; Dick test positive the first few days, 
blanching test positive during the eruption. 

Serum Sickness (Anaphylaxis). Characteristics. Various sera may cause a rash ap- 
pearing in 7 to 14 days, usually 10. It may be an erythema. Often the irritation is ex- 
treme. 

Chief Signs. History of injection; may be pyrexia and joint pains. 

Septicopyemia. Characteristics. Transient erythema may occur. 

Chief Signs. Rigors and sweats; pyrexia; small, soft, rapid pulse; prostration; gastro- 
enteric disturbances; pallor; petechial hemorrhages; leukocytosis; albuminuria; may be 
a focus of suppuration; may be embolic phenomena; may be splenomegaly; blood cul- 
ture. 

Dermatitis Exfoliativa. Characteristics. The skin is hyperemic and red, this being 
followed by inflammatory infiltration. After a short period (several days to a week or 
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more) exfoliation takes place as thin, variously sized flakes or imbricated scales of 
dirty gray color. The underlying skin is smooth, red, and shiny. The rash and scaling 
persist for several weeks. 

Chief Signs. Mild constitutional symptoms; tendency to relapses and recurrences; 
may be eosinophilia; may occur after arsphenamine therapy. 

Erythema Scarlatiniforme. Characteristics. The eruption is a diffuse erythematous 
one that appears abruptly, shortly covers the entire cutaneous surface and sometimes 
even the mucous membranes of the mouth, eye, vagina, and rectum, and may last two 
weeks or more. Furfuraceous scaling begins almost from the onset. The rash may be 
measly or scarlatiniform or it may resemble erythema multiforme. 

Chief Signs. Acute onset with headache, malaise, depression, mild fever; may be 
gastro-enteric disturbances, bronchitis, or nephritis; absence of tongue and throat 
symptoms; absence of Koplik’s spots; may be recurring attacks. 

Variola (Smallpox). Characteristics. A prodromal scarlatiniform rash may appear 
on the second day, either general or roughly in the “‘bathing-drawers area.” 

Chief Signs. See page 879. 

Less Common Causes. Cerebrospinal meningitis; malaria; leprosy; dengue; derma- 
titis exfoliativa neonatorum; filariasis; Meige’s disease; trypanosomiasis; acute catar- 
rhal tonsillitis; varicella (prodromal rash) ; erythema multiforme; disseminated lupus 
erythematosus; coccidioidomycosis; roseola infantum; erythema infectiosum (fifth 
disease ); pink disease; Haverhill disease; rheumatic fever; brucellosis; typhoid fever, 
infectious mononucleosis; polyarteritis nodosa; klebsiella pneumonia; klebsiella sepsis; 
glanders; pretibial fever; chronic mercury poisoning; erysipeloid (Rosenbach’s dis- 
ease ); trichinosis; syphilis (secondary stage); meningococcemia (initial morbilliform 
rash); tularemia (morbilliform rash in the first week in 5 per cent of cases); Rocky 
Mountain spotted fever; epidemic typhus fever; murine typhus fever; rat-bite fever 
(usually extremities, morbilliform); relapsing fever; porphyria; caisson disease 
(blotchy purplish erythema) ; onchocerciasis; pellagra; kwashiorkor (reddish cast to 
the skin); porphyria; flannel rash; enema rash; injection of arsenicals. 


ERYTHEMA, LOCAL 


Certain locally applied drugs, including all rubefacients, may cause an erythema. 
Certain trades requiring the handling of irritating substances may act ina similar man- 
ner. Of the former class may be mentioned turpentine, mustard, ammonia, croton oil, 
cantharides, capsicum, phenol, acids, alkalies, alcohol, chrysarobin, mercurials, iodo- 
form, Mesotan, salicylates. In the latter class may be included varnishes, paints, ani- 
line dyes, certain fish, tar products, resins, sawdust, and poisonous plants. Parts sub- 
jected to extremes of heat and cold may develop erythema. Erythema is common in the 
neighborhood of inflammatory foci (abscesses, infection, etc.). 

Bites and Stings. Characteristics. Local erythema and edema with intense itching 
and irritation may occur. If due to insect bites a central puncture is present. Stings of 
jelly-fish may be followed in 12 to 24 hours by a general erythema. 

Chief Signs. History of a bite or sting. 

Intertrigo (Chafing). Characteristics. Diffuse redness, moisture, and a feeling of 
soreness and burning may occur, commonly in children and fat subjects, between op- 
posed surfaces of the skin subjected to friction, especially in the diaper region of chil- 
dren, inner surfaces of the thighs in adults, and the skin beneath the breasts in women. 
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Lymphangitis (Cellulitis). Characteristics. A dusky redness with intense pain, local 
heat, redness, and edema occurs in the region of the wound or infection. The lymphatic 
vessels running from the affected area may be red, tense, and tender. 

Chief Signs. Presence of an infected wound or lesion; painful glandular swellings; 
may be sloughing and gangrene; constitutional symptoms. 

Burns and Sunburn. Characteristics. Erythema, accompanied by heat, slight swell- 
ing, and burning sensation, occurs in the exposed area (first-degree burn). 

Erysipelas. Characteristics. The skin of the affected area (usually the face, eyes, lips, 
and scalp) becomes red, hot, smooth, tense, and edematous. There is a definite, spread- 
ing, red edge, the center fading with the advance of the edge. Blebs are common, and 
desquamation follows in four or five days. 

Chief Signs. Acute onset with malaise, rigor, fever (104° to 105° F.), subsiding by 
crisis or rapid lysis in 10 to 14 days. 

Urticaria. Characteristics. The wheals are surrounded by red areolae and may them- 
selves be pinkish in color. 

Chief Signs. See page 894. 

Phlebitis. Characteristics. There may be redness of the skin when the perivascular 
tissues are involved. 

Chief Signs. See page 712. 

X-ray and Radium Effect. Characteristics. Acute x-ray burns of slight degree cause 
a simple erythema that may not come on for from 10 to 20 days after exposure. The 
nails may temporarily fall out. The reaction usually subsides in a week or 10 days 
unless it be a cumulative reaction, the result of many small treatments. Radium may 
have the same effects. Brown pigmentation and telangiectasia may follow. 

Chief Signs. History of exposure to x-ray or radium. 

Local Serum Reaction. Characteristics. A positive reaction is marked by a circular 
area of erythema or a wheal surrounded by an erythematous areola. 

Raynaud’s Disease. Characteristics. Active hyperemia of the parts affected (fingers, 
toes, ears, nose) follows the stage of local asphyxia; the area is red, hot, swollen, 
throbbing, and painful. 

Chief Signs. See page 355. 

Erythematous Eczema. Characteristics. The disease commences as ill-defined, red- 
dish blotches covered by furfuraceous scales and accompanied by intense itching. 

Chief Signs, See page 826. 

Pellagra. Characteristics. Persistent erythema of the backs of the hands is present, 
usually stopping short at the line of the sleeves. There may also be an erythema of the 
skin of the face, neck, elbows, knees, and dorsal surfaces of the feet. In severe cases 
the skin affected becomes dry, swollen, and desquamates, or wet pemphigoid lesions 
develop. After repeated attacks the skin is pigmented, dry, and thickened. The lesions 
are always symmetrical and a sharp line of demarcation common. The genitals may be 
affected. 

Chief Signs. Insidious onset; spring recrudescences common; first diarrhea, then 
erythema, then dementia; stomatitis; progressive emaciation. 

Erythema Nodosum. Characteristics. Sharply circumscribed, tender, bright red, 
subcutaneous nodules occur, most commonly on the tibial aspect of the legs. The 
lesions may later fluctuate but never suppurate. They gradually turn yellow, blue, and 
green like a bruise. 

Chief Signs. Occurrence usually before 30; incidence more common in females; 
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acute onset with malaise, fever, headache, rheumatoid pains; duration a few days to 
several weeks. 

Porphyria (Porphyrinuria). Characteristics. In the congenital, photosensitive type 
there are skin lesions on parts exposed to ultra-violet light rays which may vary from 
erythema and edema, vesicles and bullae (hydroa aestivale and hydroa vacciniforme ) 
to crusted pustules that destroy tissue and leave mutilating scars. 

Chief Signs. Occurrence more commonly in males; may be conjunctivitis, keratitis 
and serous corneal ulcers; may be reddish teeth and bones; may be splenomegaly and 
hepatomegaly; may be hirsutism in girls; may be hemolytic anemia; increased 
amounts of porphyrin in the blood and of uroporphyrin and coproporphyrin in the 
urine, giving it a reddish or even black color. 

Less Common Causes. Smallpox; gout; erythromelalgia; erythema induratum; poly- 
myositis; trichinosis; rat-bite fever; Meige’s disease; extravasation of urine; angio- 
neurotic edema; erythema artefactum (malingering) ; neurosyphilids; injection of ar- 
senicals; erysipeloid; livedo reticularis; acrocyanosis; lupus erythematosus; erythema 
pernio (chilblains ) ; herpes simplex (early ) ; herpes zoster (early ) ; acne rosacea; gran- 
ulosis rubra nasi; seborrheic dermatitis (under the scales ) ; friction burns; erythema ab 
igne; miliaria rubra; frostbite (thawing); erythrocyanosis crurum; dermatitis hemo- 
statica; rosacealike tuberculid; erythema chronicum migrans; erythema brucellum; 
erythema elevatum diutinum; palmar erythema (pregnancy, liver disease). 


MACULES 


Macules are circumscribed, discolored patches of varying shapes and sizes, which 
cannot be felt. Purpuric spots, which according to this definition would be macules, are 
considered under a special place (See Hemorrhages into the Skin, page 902). Freck- 
les, birth-marks, and stains are in reality macules but do not require description. 

Measles (Morbilli; Rubeola). Characteristics. In the early stages, small red spots 
like flea-bites appear followed in a few hours by the typical eruption. This comes out 
first on the face and rapidly spreads to the entire body. Dusky red macules which may 
be arranged in crescentic patches constitute the eruption and do not entirely disappear 
on pressure. 

Chief Signs. Incubation 7 to 21 days; occurrence usually in children; initial symp- 
toms of coryza, photophobia, redness and lacrimation, sneezing, cough; appearance 
of the eruption on the third or fourth day; fever 103° to 104° F.; remission on the sec- 
ond day, recrudescence at the time of the eruption, dropping in three or four days; 
branny desquamation after three or four days as the eruption fades; Koplik spots in the 
mouth preceding the eruption; leukopenia. 

Syphilis. Characteristics. Roseolous spots of various sizes and shades of redness 
occur upon the trunk and limbs and less extensively upon the face in secondary syphilis. 
They give no subjective symptoms. They are sometimes annular. . 

Chief Signs. History of primary lesion 3 to 10 weeks previously; joint pains; sore 
throat and mouth; alopecia; more or less glandular enlargement; may be constitutional 
symptoms; positive serology. 

Pityriasis Rosea (Macular Variety). Characteristics. A profuse macular eruption 
appears upon the trunk and upper portions of the arms and legs. The lesions are oval, 
from 2 to | inch in length, and the long axes of the lesion are parallel with the direction 
of the ribs. The color at first is bright rosy red. The lesions are sharply defined and dis- 
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tinctly scaly. In a few days the centers of the patches are yellowish, the edges remaining 
rosy. 

Chief Signs. “Herald patch” usually on the flank; mild sore throat and malaise; sud- 
den spread of the eruption; duration several weeks to a few months. 

Variola (Smallpox). Characteristics. A prodromal morbilliform rash may appear, 
usually limited to the lower abdomen and inner aspects of the thighs. The true eruption 
is first macular; the spots are bright red, 449 of an inch in diameter, and disappear on 
pressure. It appears on the fourth day, first on the forehead, backs of the wrists and 
hands, and often at the same time in the mouth and fauces. It then spreads to the face, 
trunk, and extremities, last on the lower extremities, palms and soles. In a few hours 
the macules become papules. 

Chief Signs. Incubation 9 to 15 days (usually 12); sudden onset with rigors or con- 
vulsions, frontal headache, vomiting, fever (104° F.), rapid pulse, prostration; erup- 
tion on the fourth day, with fever dropping; macular, papular, vesicular, pustular 
stages; fever rising with the formation of pustules; lysis from the tenth day; decrusta- 
tion; may be confluent or hemorrhagic. 

Tinea Versicolor (Pityriasis Versicolor). Characteristics. The disease begins as 
fawn-colored macules covered with furfuraceous scales on the chest and back (some- 
times also on the shoulders, neck, and upper arms ), at first discrete, but soon coalesc- 
ing. The lesions are about 4 to 5 mm. in diameter. 

Chief Signs. Presence of spores arranged like bunches of grapes and the mycelium 
of Malassezia furfur in the scrapings. 

German Measles (Rotheln; Rubella). Characteristics. Discrete numerous rose-pink 
spots appear, first on the face, or face, trunk, and arms simultaneously, spreading to 
the lower extremities in 24 hours. On the trunk and limbs these macules often coalesce 
rapidly. 

Chief Signs. See page 875. 

Less Common Causes. Typhus; Rocky Mountain spotted fever; mycosis fungoides; 
leprosy; erythrasma; dermatitis herpetiformis; rat-bite fever; lupus vulgaris erythema- 
todes; lupus erythematosus (center of the lesion is a patch which is often depressed) ; 
acne rosacea; infectious mononucleosis (sometimes maculopapular rash) ; Haverhill 
fever; adult toxoplasmosis; paratyphoid fever; trench fever; cat-scratch fever; dengue; 
erythema infectiosum (fifth disease); exanthema subitum; vitiligo; anetoderma of 
Jadassohn (early); phenolphthalein dermatitis; pediculosis pubis (maculae caeru- 
leae); postradiation pigmentation; psoriasis (guttate erythematous macules); para- 
psoriasis varioliformis (polymorphous eruption of macules, papules, and occasionally 
vesicles ) ; pityriasis rosea (salmon-colored macular and papular lesions ) ; sarcoidosis; 
incontinentia pigmenti; dyshidrosis congenita; urticaria pigmentosa, miliaria rubra. 


PAPULES 


Papules are circumscribed elevations of the skin, of various sizes and shapes, and 
which are not over 1 cm. in diameter. 

Syphilis. Characteristics. Papules may occur as a secondary eruption in association 
with macules or independently. Miliary or follicular papular syphilids are rough to the 
touch and feel like small shot, varying in size from a pin-head upward, acuminate or 
rounded. The sites of election are the trunk, back, shoulders, and loins. The color is 
that of raw ham. The lesions frequently appear in groups which run into each other; 
they are sometimes disposed in rings. Flat or lenticular papular syphilids, a second va- 
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riety, vary in size from a pin-head to a bean, and the small or large lesions predominate 
in a given case. They are perfectly round, with a flattened top, are but slightly elevated, 
and of a brownish-red color. They affect the whole body with but little tendency to 
agmination; sometimes they form a circlet around the brow at the hair margin (corona 
veneris). In some cases ringlike patches (the circinate or annular syphiloderm ) appear 
on the chin, around the lips or nostrils, or sometimes on the vulva; they are made up 
of small yellowish red papules with fine scales. Papulosquamous syphiloderms occur 
on the palms and soles, often mixed with maculopapular and papulotubercular lesions; 
they have dirty gray scales but are the color of raw ham beneath. 

Chief Signs. See page 878. 

Varicella (Chickenpox). Characteristics. The eruption begins as rose-colored 
papules changing in a few hours into vesicles the size of a match-head. 

Chief Signs. See page 883. 

Variola (Smallpox). Characteristics. The papular stage follows the macular in a few 
hours (fourth day). The papules feel like shot in the skin and become vesicular on the 
fifth or sixth day. 

Chief Signs. See page 879. 

Measles (Morbilli; Rubeola). Characteristics. The lesions may be slightly elevated 
and papular, though usually they are macular. 

Chief Signs. See page 878. 

Acne Vulgaris. Characteristics. The primary lesion is invariably a comedo. The next 
stage is a semiglobular or, more rarely, acuminate papule surrounding the blackhead, 
usually intensely red, deep-seated or superficial, and may be painful on pressure. Pus 
forms in 24 to 48 hours and the papules change to pustules. 

Chief Signs. See page 889. 

Acne Rosacea. Characteristics. Acneform lesions coexist with erythema and telangi- 
ectases of the face and nose. The papules are commonly large and disfiguring. 

Chief Signs. See page 180. 

Papular Eczema. Characteristics. This type may start with very small papules chiefly 
seated around the hair follicles, or the papules may be larger, 2 to 4 mm. in diameter. 
At first they are well-defined and discrete, but usually they soon coalesce, and then the 
papules cannot be distinguished except perhaps around the edges. Some of the papules 
may be surmounted by minute vesicles. The papules are red and there is erythema of 
the neighboring skin. 

Chief Signs. Usual location on the arms, axillae, legs, or back; usually considerable 
scaling; intense itching; resistance to treatment. 

Miliaria (Prickly Heat). Characteristics. Numerous, minute, pointed papules, vesi- 
cles, or vesicopapules, or a combination of the three, are present on the trunk, and es- 
pecially the chest. They are each surrounded by an areola of erythema. 

Chief Signs. Occurrence in summer; may be itching and burning; duration four 
days toa week. 

Keratosis Pilaris. Characteristics. The lesions consist of closely aggregated, pin- 
head-sized, conical, papulosquamous prominences corresponding to the orifices of the 
hair follicles. They are grayish, whitish, or blackish, and are common on the extensor 
surface of the arms and thighs. 

Chief Signs. Absence of itching; chronicity; may be due to vitamin A deficiency 
in some cases; may accompany hypothyroidism; may be of congenital origin. 

Scabies (Itch). Characteristics. Small, intensely itching papules, vesicles, and 
pustules are present commonly on the hands, between the fingers, the wrists, axillae, 
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genitalia, beneath the mammae, and on the inner aspects of the thighs. Among these 
lesions may be found burrows of the female acarus as discolored, dotted, slightly 
elevated lines. 

Chief Signs. History of contagion; itching; distribution; burrows; multiformity of 
lesions. 

Verruca Acuminata (Venereal Wart). Characteristics. Soft, gray, pale yellow, or 
reddish, highly vascular, dry or moist, sessile or pedunculated new growths occur in 
groups about the genitalia associated with an irritating discharge therefrom. 

Benign Fibro-epithelioma (Papilloma, Nonpigmented Mole). Characteristics. A 
semiglobular growth is present usually upon the face, from 4, to /2 inch in diameter, 
from which a bunch of hair may protrude. It is clearly attached to the skin and not to 
the deeper structures. Another type is pedunculated and filiform, while a third is 
large and convoluted and attached by a slender pedicle. 

Chief Signs. Presence from birth. 

Milium. Characteristics. A small concretion is situated at the mouth of a follicle 
and covered by a very thin layer of epidermis. These little lesions are commonly 
situated about the eyelids and adjacent skin and upon the genitalia. 

Verruca (Common Wart). Characteristics. A firm circumscribed elevation, vary- 
ing in size from a millet seed to a pea, occurs generally on the hands and fingers. 

Urticaria Papulosa (Lichen Urticatus). Characteristics. Discrete scattered papules, 
most commonly upon the arms, are seen, from which the tops have usually been 
scratched due to the itching. They are pink or rose-colored. The eruption may last 
for several months, coming out in crops. 

Chief Signs. Occurrence in children; dermographism; presence of scattered wheals 
(may begin as wheals ). 

Lichen Planus. Characteristics. Purplish, angular papules, 1 to 5 mm. in diameter, 
many arranged in rows, are present chiefly on the extensor surfaces of the legs and 
flexor surfaces of the arms, and to a less extent upon the trunk. Papules are often 
found upon the buccal mucous membrane and the male genitalia, but rarely on the 
face and scalp. 

Chief Signs. Sudden appearance; intense itching; protracted course; resistance to 
treatment. 

Typhoid Fever. Characteristics. Small, slightly elevated, rose-colored spots that 
disappear on pressure often appear in successive crops on the seventh to the tenth 
day of the disease, most abundant upon the abdomen, but often also on the chest and 
back. 

Chief Signs. See page 790. 

Drug Rash. Characteristics. Bromides, iodides, arsenic, aspirin, benzoic acid, 
sodium benzoate, bismuth, borax, boric acid, chloral, digitalis, Mesantoin, and sulfon- 
amide derivatives may cause at times a rash of papular or mixed lesions. 

Chief Signs. History of use; disappearance after withdrawal of the drug. 

Lupus Erythematosus. Characteristics. Chronic reddish, slightly elevated patches 
occur usually upon the cheeks, nose, ears, or scalp, roughly symmetrical and few in 
number. They are scaly and spread peripherally, leaving scar tissue behind. The 
periphery of the patch is elevated, the center depressed and atrophied. Frequently a 
butterfly-shaped patch is seen involving the bridge of the nose and adjacent parts 
of both cheeks. Rarely the lesions are widely disseminated. 

Chief Signs. Occurrence in adults; chronicity; absence of subjective symptoms; no 
tendency to ulceration; may be dilatation of the sebaceous glands. 
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Erythema Multiforme (Papular Variety). Characteristics. Papules varying in size 
from % to % of an inch, some round, the rest irregular in shape, sharply circum- 
scribed, varying in color from pale pink to bright red, appear, usually confined to the 
backs of the hands and forearms, but the legs and face may also be affected. This 
constitutes the commonest type of the disease. 

Chief Signs. See page 714. 

Less Common Causes. Anthrax (first stage); antitoxin injection; lichen scrofulos- 
orum; phthiriasis; prurigo; psittacosis; rat-bite fever; sycosis vulgaris (early papular) ; 
German measles (sometimes maculopapular); herpes zoster (abortive type); papu- 
lonecrotic tuberculids; psoriasis (in the beginning); acne varioliformis; lupus vul- 
garis; porokeratosis; keratosis follicularis; glanders; colloid milium; glanders; colloid 
degeneration of the skin; multiple benign cystic epithelioma; lichen striatus; morbus 
moniliformis; parapsoriasis; parapsoriasis varioliformis; pityriasis rosea (papular 
and macular lesions); pityriasis rubra pilaris; lichen nitidus; trichophytids; histo- 
plasmosis; coccidioidomycosis (generalized maculopapular eruption at the onset); 
sarcoidosis; granuloma annulare; leprosy; tularemia; yaws; pinta (first stage ) ; milker’s 
nodes; molluscum contagiosum; dermatitis herpetiformis; adenoma sebaceum; urti- 
caria pigmentosa; leukemia; Hodgkin’s disease; mycosis fungoides (second stage) ; 
poikiloderma atrophicans vasculare (early lesions); purpuric pigmented lichenoid 
dermatitis; oriental sore; leishmaniasis americana; verruga peruana; infectious mono- 
nucleosis (maculopapular eruption); rickettsialpox (papules or papulovesicles) ; 
hypovitaminosis A (keratotic papules). 


VESICLES 
(Little Blisters ) 


Vesicles are pinpoint to small pea-sized circumscribed epidermal elevations which 
contain clear fluid. They may be pale or yellowish from seropurulent matter or red- 
dish from serum mixed with blood, and occasionally they have deep reddish areolae. 
Vesicles may be discrete, irregularly scattered, or arranged in groups or rows. They 
may arise directly or from a macule or papule. They may be unilocular or multilocular. 
When their contents are of a seropurulent character the lesions are known as vesico- 
pustules. As a rule, vesicles are short-lived, since they break spontaneously, coalesce 
and form bullae, or develop into pustules. 

Herpes Simplex (Fever Blisters). Characteristics. A small clump of vesicles ap- 
pears upon the face, lips, or mucous membranes of the mouth or genitalia, mounted 
upon an inflammatory base. Soon their contents become puriform, dry up, and form 
reddish brown crusts that fall off in a few days. Burning and tingling precede and 
accompany the eruption. 

Chief Signs. Acute onset; absence of glandular involvement; duration, a few days. 

Herpes Zoster (Shingles). Characteristics. Clusters of vesicles on an inflammatory 
base may appear on any part of the body but are most frequently observed along 
the course of the intercostal nerves. Only one side, as a rule, is affected. The fluid in 
the vesicles soon becomes turbid, dries up, and forms yellow-brown crusts which 
fall off in a few days. Sharp neuralgic pain accompanies and precedes the eruption. 

Chief Signs. Acute onset; fever and malaise; glandular involvement. 

Poison Ivy (Rhus Poisoning). Characteristics. Numerous vesicles, about pinhead 
size, begin to appear in about 24 hours on the exposed surfaces (backs of the hands 
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and forearms, face, penis), after an initial erythema. These vesicles may coalesce to 
form larger vesicles; they usually rupture in two to four days, leaving a raw surface. 
Intense burning with some itching it complained of, often associated with a feeling of 
great tension. 

Chief Signs. History of exposure; history of previous attacks. 

Miliaria (Prickly Heat; Sudamina). Characteristics. Small clear superficial vesicles 
without inflammatory changes (miliaria crystallina) or discrete erythematous macules 
associated with small papules which may become confluent (miliaria rubra) appear 
chiefly at the bends of the elbows, front and side of the chest, the waistline, and in- 
framammary regions. At times miliaria rubra may be manifested by distinct clear 
vesicles, but these are always surrounded by a halo of erythema. Pustular miliaria 
is always preceded by some other skin damage which has produced injury, destruc- 
tion, or blocking of the sweat ducts. 

Chief Signs. See page 880. 

Eczema (Vesicular Type). Characteristics. Small vesicles develop on an ery- 
thematous patch, become confluent, rupture, and are then covered with yellowish 
crusts and scabs. Itching is usually severe. The condition may develop on any part 
of the body, but is most common on the scalp of infants, face of infants, and around 
the ears or on the hands of children and adults. 

Chief Signs. See page 826. 

Impetigo Contagiosa. Characteristics. The primary lesion is a small vesicle con- 
taining clear fluid with very thin walls and without an inflammatory areola. In a 
short time the contents become purulent, and the vesicle ruptures and leaves a red 
moist surface from which serum is excreted. Soon a yellowish or brownish crust 
forms (“stuck-on crust”). The lesions are apt to predominate around the chin and 
mouth. 

Tinea Circinata (Ringworm of the Body). Characteristics. In many cases small, 
transitory, superficial vesicles are observed about the more active advancing margin 
and contain the trichophyton organisms in greatest abundance. The face, neck, hands, 
and feet are the most frequent sites. 

Chief Signs. See page 888. 

Varicella (Chickenpox). Characteristics. The primary rose-colored papules change 
in a few hours to vesicles, the size of a match-head, containing clear serum. They 
are firm, superficial, and discrete, and appear first on the trunk and mouth, then the 
scalp, and less numerously on the face and limbs. Pustules form in 48 hours, later 
shrivel and form crusts. On successive days successive crops appear, all stages being 
present at once. 

Chief Signs. Incubation 13 to 17 days; acute onset; fever 99° to 101° F., not fall- 
ing with the rash; mild constitutional symptoms; duration one month. 

Variola (Smallpox), Characteristics. Vesicles appear on the fifth or sixth day; 
they have clear summits, are umbilicated, and have a diameter of 5 inch. On the 
eighth day they become pustules. 

Chief Signs. See page 879. 

Dermatophytosis and Dermatophytids. Characteristics. The primary lesion of 
athlete’s foot, which is the commonest location for dermatophytosis, often consists 
of maceration, slight scaling, and occasional vesiculation, and fissures between and 
under the toes, most commonly the fourth and fifth. As a rule, the condition is ex- 
tremely chronic and relatively quiescent. However, if the fungus invades the skin 
of the toes or of the soles either by extension or as a primary infection, an acute 
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vesicular or bullous eruption occurs. The vesicular eruption tends to spread by ex- 
tension and, untreated, may involve the entire sole. The individual vesicles are usu- 
ally 2 to 3 mm. in diameter, but they may coalesce to form tense bullae of various 
sizes. The lesions do not rupture spontaneously, but as the acute stage subsides they 
dry up, leaving yellowish brown crusts. If the vesicles are evacuated they are found 
to contain a clear, tenacious fluid. Infection of the hands with a similar eruption is 
also encountered. At times, as a result of sensitization to the fungus on the feet, the 
hands may develop groups of minute clear vesicles which commonly begin on the 
sides of the fingers and which tend to be symmetrically distributed. Such lesions are 
sterile (dermatophytids). As the disease becomes chronic, the vesicles give way to 
dry scaling patches, moist eczematoid areas, and hyperkeratotic plaques, in which 
painful fissures are present. 

Chief Signs. Athlete’s foot: sweating, burning, and itching of the feet; presence 
of Trichophyton mentagrophytes, Trichophyton rubrum, or Epidermophyton floc- 
cosum in the scrapings. Dermatophytids: intense itching; sterile scrapings. 

Scabies (Itch). Characteristics. Small vesicles, papules, and pustules are present 
in characteristic sites. Burrows may be seen. 

Chief Signs. See page 880. 

Dermatitis Herpetiformis. Characteristics. The vesicular variety is the most com- 
mon form, or if other types of lesions are present (erythema, bullae, papules, pustules), 
vesicles usually predominate. Successive crops of groups of distended translucent 
vesicles appear, usually symmetrically on various parts of the body, especially on 
the extensor surfaces about the elbows, the sacral region, the knees, and the trochan- 
teric and scapular regions. The vesicles are often without inflammatory areolae, and 
tend to coalesce but not to rupture. Herpes gestationis is a form of dermatitis herpeti- 
formis which occurs commonly in the third trimester, characterized by the develop- 
ment of small erythematous papules and vesicles that appear in crops. 

Chief Signs. May be constitutional symptoms; intense itching and burning; chronic 
course with remissions; pigmentation. 

Syringomyelia (Spinal Gliosis). Characteristics. A vesicular eruption in certain 
nerve areas, lasting for a few days, without pain or irritation, and often confined to 
the analgesic zones, is not uncommon. 

Chief Signs. See page 342. 

Drug Allergy. Characteristics. Antipyrine, antihistamines, arterenol, Banthine, 
bromides, formalin, iodoform, mercury, oxyguinoline, penicillin, guinolor ointment, 
salicylic acid, sodium thiosulfate, sulfonamides, and sulfur may at times cause a 
vesicular eruption or mixed lesions. 

Chief Signs. History of use; disappearance after withdrawal of contact. 

Less Common Causes. Dermatitis repens; erythema multiforme (vesicular type) ; 
foot-and-mouth disease; glanders; lichen urticatus; lymphangioma circumscriptum; 
pompholyx or cheiropompholyx (limited to the palms and soles); hydroa aestevale 
(Hutchinson’s summer prurigo); Raynaud’s disease; hydrocystoma; pemphigus; 
pemphigus neonatorum; acrodermatitis perstans; acne varioliformis; dracunculosis; 
grain itch; cerebrospinal fever (herpes labialis); malaria (herpes labialis); lobar 
pneumonia (herpes labialis in 25 per cent of cases); sunburn (early); hydroa vac- 
ciniforme; second degree radiodermatitis; gasserian section; parapsoriasis varioli- 
formis (polymorphous eruption including vesicles); tinea cruris; moniliasis (feet) ; 
moniliids; trichophytids; Kaposi’s varicelliform eruption; generalized vaccinia; 
ecthyma contagiosum; rickettsialpox (papules or papulovesicles) ; Stryker-Halbeisen 
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syndrome; leishmaniasis americana (initial lesion) ; epidermolysis bullosa; familial 
benign chronic pemphigus; insect bites or stings; porphyria. 


BULLAE 
(Large Blisters; Blebs) 


Blebs are rounded or irregularly shaped, tense, or flaccid pea- to egg-sized or 
larger, epidermic elevations, with serous or seropurulent contents; they are, in brief, 
similar to vesicles except as to dimensions. Certain obvious causes may produce 
blistering, such as burns, friction, gangrene, frostbite, edema, vesicating agents. 

Erysipelas. Characteristics. In some cases the affected skin is the site of vesicles 
or bullae which contain seropurulent fluid. The bullous variety of erysipelas is an 
uncommon and severe variety of the disease which may result in local gangrene. 

Chief Signs. See page 877. 

Pemphigus (Pemphigus Malignus; Pemphigus Vulgaris—Acute and Chronic; 
Pemphigus Foliaceus; Pemphigus Vegetans; and Pemphigus Erythematosus). Char- 
acteristics. In pemphigus vulgaris bullae of varying sizes appear in crops from 
apparently normal skin. All portions may be affected, including the mucous mem- 
branes. Some of the blebs are tense and others flaccid, and their contents vary accord- 
ing to the stage of development, being at first clear and later hemorrhagic or sero- 
purulent. Usually the blebs rupture and the raw surfaces become covered with crusts 
or show no tendency to heal. Pemphigus malignus is an acute, rare, rapidly fatal type 
of pemphigus characterized by sudden onset, severe constitutional symptoms, and 
the development of large, often hemorrhagic bullae in the mouth and on the skin 
which soon burst, leaving moist, bloody, denuded areas which become confluent. 
Pemphigus vegetans is characterized by the development of fungoid vegetations on 
the erosions after the bullous lesions have ruptured. Pemphigus erythematosus 
(Senear-Usher syndrome) is a form of pemphigus vulgaris wherein the early lesions 
and their distribution resemble lupus erythematosus. In addition there are crusting 
and impetiginous lesions amid bullae on the chest and extremities and the sporadic 
occurrence of bullae on the trunk. In pemphigus foliaceus bullae are seen in the early 
stages of the disease, but after a time exfoliative characteristics predominate. 

Chief Signs. Pemphigus malignus: sudden onset; severe constitutional reaction 
(fever, prostration) ; usually a history of contact with living or dead animals (butch- 
ers, trappers) or vaccination; rapid, fatal termination. Pemphigus vulgaris: onset 
sudden and severe (acute) or insidious, often in debilitated patients; rapidly fatal or 
taking a chronic, relapsing course; favorable response to ACTH and corticoids; non- 
inoculability of the serum; variable constitutional symptoms. Pemphigus erythe- 
matosus, pemphigus vegetans, and pemphigus foliaceus: skin manifestations as above; 
rare varieties; comparatively benign chronic course. 

Hereditary Syphilis (Syphilitic Pemphigus). Characteristics. Bullae may occur 
soon after birth on any part of the body but most frequently on the soles and palms. 
They are at first small, then may coalesce and form large blebs. The blisters originally 
are pea- to cherry-sized, quickly become purulent and break, leaving exuding areas. 
Such an eruption is far less common than a maculopapular or at times even purely 
papular skin involvement. 

Chief Signs. See page 244. 

Impetigo Contagiosa. Characteristics. The lesions are occasionally frankly bullous 
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(bullous impetigo). These often become pustular, dry up, and crust over. The con- 
tents are inoculable. 

Chief Signs. See page 883. 

Impetigo Neonatorum (Pemphigus Neonatorum ). Characteristics. This is a variety 
of bullous impetigo which occurs in newborn infants. Blebs appear usually between 
the fourth and tenth day of life on any part of the body but most commonly on the 
face, hands, and other exposed parts. The bullae rupture early and form crusts and 
new blebs develop. Coalescence may occur with the eventual involvement of large 
surfaces. The base of the bleb is a moist, bright red surface. 

Chief Signs. Great infectivity; absence of early constitutional symptoms, later 
weakness and fever or subnormal temperature; diarrhea; may be bacteremia, pneu- 
monia, or meningitis. 

Drug Effect. Characteristics. Sulfonamides, iodides, quinine, antipyrine, phenol- 
phthalein, phenobarbital, the salicylates, the bromides, antitoxin injections, arsenic, 
antihistamines, chloral, cinchophen, ergot, Mesantoin, and sodium thiosulfate may 
at times cause bullae. 

Chief Signs. History of exposure; response to cessation of exposure. 

Less Common Causes. Anthrax; dermatitis herpetiformis; pompholyx (limited to 
the hands and feet); epidermolysis bullosa; erythema multiforme bullosum (or 
pemphigoides); leprosy; Raynaud’s disease; cerebrospinal fever; scurvy; syringo- 
myelia; urticaria bullosa; trade eruption (turpentine, chrysarobin, varnish, aniline 
dyes, tar, resins, volatile oils); dermatitis factitia; psoriasis; pediculosis pubis; fa- 
milial benign chronic pemphigus; bullous pemphigoid; epidermodysplasia hystri- 
coidis bullosa; hereditary bullous disease of the feet (Weber-Cockayne) ; incontinentia 
pigmenti; hydroa aestivale; deficiency state (hemorrhagic bullous stomatitis ) ; pachy- 
onychia congenita; dermatophytosis; thyroid tumor (bullous dermatitis herpeti- 
formis); ovarian tumor (bullous dermatitis herpetiformis); lichen sclerosus et 
atrophicus; porphyria. 


SCALES 


The squames, or scales, one of the secondary cutaneous lesions, are dry or greasy, 
and, as a rule, laminated exfoliations of the epidermis. They vary in size, some being 
fine, delicate and branny, others being coarse, and still others being stratified. As a 
rule, the exfoliations are thin, dry, brittle, shiny flakes, but sometimes they are dull 
and greasy, from sweat and sebum. Scales vary in color from whitish gray to yellowish 
brown, and occasionally they have a silver sheen. They may be adherent or loose. 
Scaling occurs in most forms of erythema (q.v.). Peeling commonly follows sunburn. 

Scarlet Fever (Scartatina). Characteristics. As the rash subsides, a flaky desqua- 
mation begins (sixth to eighth day), which is most marked in the second week and 
usually complete in four weeks except for the soles, though it may take many weeks. 
The peeling commences on the neck and follows the order of the rash. On the face 
it begins at numerous foci and separates as powder, on the abdomen as scales, on 
the soles as large flakes. 

Chief Signs. See page 875. 

Measles (Morbilli; Rubeola). Characteristics. A fine branny desquamation follows 
the fading of the rash, lasting up to 10 days. 

Chief Signs. See page 878. 

Seborrheic Dermatitis. Characteristics. The disease is characterized by the pres- 
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ence of dry, moist, or greasy scales, and by crusted yellowish, or yellowish brown 
patches, of various shapes and sizes. It tends to run a chronic course. On the scalp 
there may be a dry, flaky, branny desquamation, which begins discretely and there- 
after rapidly spreads to involve the entire scalp with an abundant amount of fine 
powdery scales (pityriasis sicca), or there may be pityriasis steatoides, an oily type 
of dandruff wherein the scales are more coarse and of a yellow or yellowish brown 
color associated with erythema and crust formation; or there may be greasy, scaling, 
configurate patches, or psoriasiform eruptions. In infancy, yellow or brown scaling 
lesions on the scalp are called cradle cap. On the face the supra-orbital ridges may 
exhibit a dry, flaky, branny desquamation, with the underlying skin being erythem- 
atous, or there may be coarser, yellowish, scaling patches; the nasolabial creases and 
alae nasi present yellowish or reddish-yellow scaling; the ears (canals, auditory 
meatus, and postauricular area) exhibit scaly pruritic patches with underlying ery- 
thema and at times fissuring; the lips, if involved, are dry, red, scaly, and fissured 
(cheilitis exfoliativa). In the axillae there may be simple scaling with underlying 
erythematous skin or coarser squames or discoid patches. In the groin and gluteal 
crease, which are common locations for the disease, there may be fine scaly patches 
or there may be psoriasiform patches with thick scales. On the upper and lower ex- 
tremities the patches are more eczematoid with coarser scales and a lack of charac- 
teristic color. In acute and subacute types there are intense inflammation, moist 
exudation, and papulovesiculations, rather than actual scaling. 

Chief Signs. See page 893. 

Pityriasis Versicolor (Tinea Versicolor). Characteristics. The disease begins as 
fawn-colored macules covered with furfuraceous scales, which, at first discrete, may 
coalesce to form large areas. The typical lesions are 4 to 5 mm. in diameter. The 
chest and back are chiefly affected. 

Chief Signs. Finding of spores and mycelia of the Malassezia furfur. 

Pityriasis Rosea. Characteristics. The essential lesions are patches or circles, very 
slightly raised, and thinly covered with small scales. 

Chief Signs. See page 878. 

Dermatophytosis (Athlete’s Foot). Characteristics. Small irregular patches of 
branny scales are found on the soles, sides, dorsa, and toes in the squamous-hyper- 
keratotic form. Fungi are easily found. 

Chief Signs. See page 883. 

Psoriasis. Characteristics. The disease begins as a guttate erythematous macular 
or maculopapular eruption which from the beginning is covered by dry, silvery scales. 
The spots are at first small, but by peripheral extension and coalescence they increase 
in size and through the accumulation of scales become thicker. Eventually the patches 
are covered thickly with imbricated, glistening, whitish scales, which when removed, 
leave a dry, smooth, shining, hyperemic surface, with minute bleeding points. The 
lesions, which are often coin-shaped, sharply defined, and from 4¢ inch to many 
inches in diameter, occur mainly on the extensor surfaces of the limbs, especially 
the elbows and knees, the scalp, and to a lesser extent on the trunk. 

Chief Signs. Chronicity; rarely itching or burning; predilection for the extensor 
surfaces and scalp; improvement in the summer. 

Squamous Eczema. Characteristics. The scales are usually associated with papules, 
the underlying skin is red and thickened, and there is often intense itching. This 
form is more common upon the hands, arms, feet, and legs. 

Chief Signs. See Papular Eczema, page 880. 
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Tinea Capitis (Ringworm of the Scalp). Characteristics. One or more rounded, 
scaly, elevated, grayish colored patches are present on the scalp, through which 
project dry, brittle, lusterless, broken-off hairs. 

Chief Signs. Occurrence in children; spontaneous termination at puberty; chro- 
nicity; fluorescence (Wood’s light); presence of the microsporon or trichophyton in 
the scrapings. 

Tinea Corporis (Tinea Circinata; Ringworm of the Body). Characteristics. The 
small, red, slightly raised spot which is the initial lesion gradually spreads at the 
edge and becomes scaly. It fades away at the center as the circle enlarges, leaving a 
slightly discolored branny area which forms the inside of a red ring. In other cases 
the lesions appear as patches rather than as rings. There may be several areas affected. 

Chief Signs. May be considerable itching and some inflammation; presence of the 
trichophyton or microsporon in the scrapings. 

Tinea Sycesis (Ringworm of the Bearded Region; Tinea Barbae; Sycosis Para- 
sitica). Characteristics. The superficial variety begins as one or more rounded, slightly 
scaly, hyperemic patches in the bearded region of men, the areas enlarging and 
clearing up somewhat centrally, the border being usually quite distinctly elevated. 
Several nearby patches may coalesce and give rise to a large, irregular area. The 
hairs are readily extracted. Deep-seated nodules may develop (kerion). 

Chief Signs. Presence of the ringworm fungus in the scrapings. 

Syphilis. Characteristics. When lenticular syphilitic papular eruptions become an- 
nular they may become covered by thick, whitish scales. The pure squamous variety 
of syphiloderm is rare. The discoid lesions are also prone to be scaly. A psoriasiform 
syphilid may resemble early generalized psoriasis. 

Chief Signs. See page 878. 

Dermatitis Exfoliativa (Pityriasis Rubra). Characteristics. The skin peels in 
either large or small scales, usually of a dirty gray color, after a short period (several 
days to a week) of a generalized erythematous dermatitis. The scales are usually 
patched at one edge but sometimes centrally. 

Chief Signs. See page 875. 

Lupus Erythematosus. Characteristics. The chronic, circumscribed, slightly ele- 
vated, reddish patches occurring upon the cheeks, nose, ears, or scalp are more or 
less covered with yellowish gray, adherent scales. 

Ichthyosis. Characteristics. The character of the scaling depends upon the severity 
and extent of the disease. The mildest form (xeroderma) has only branlike scaling 
with harsh, dry skin on the extensor surface of the limbs. The more pronounced cases 
may involve the body and limbs and to a less degree the face, and the skin is dry and 
rough and covered with thin, fishlike scales. There may be considerable shedding, 
and fissures around the joints. In very severe cases the surface consists of heavy, 
horny plates and is divided by deep fissures; the scales are of a dark, dirty color. 

Chief Signs. Congenital, or appearance in early life; chronicity; lack of inflam- 
matory phenomena and subjective symptoms. ‘ 

Less Common Causes. Ariboflavinosis (lips, eyelids); dengue; dermatitis exfoli- 
ativa neonatorum; desquamatio periodica; gout; herpes; pellagra; pemphigus foli- 
aceus; scurvy; B-complex deficiency; keratosis pilaris (xeroderma) ; erythrasma; ery- 
sipelas; local use of carbolic acid, acetic acid, borax and boric acid, iodine, etc.; internal 
use of quinine, belladonna, antipyrine, morphine, opium, iodides (eyelids), digitalis, 
codeine, penicillin, phenolphthalein, salicylates, serum, etc.; pityriasis rubra pilaris; 
pityriasis rubra (hebra); parapsoriasis; mycosis fungoides (premycotic stage) ; lichen 
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scrofulosus; pinta; erythema scarlatiniforme; erythroderma ichthyosiforme congeni- 
tum; lupus vulgaris; Stryker-Halbeisen syndrome; erythema annulare centrifugum; 
erythroderma desquamativum; lichen planus (papules with tendency to scaling sur- 
face of lesions) ; lichen nitidus; tinea cruris; dermatophytosis (Trichophyton rubrum, 
Epidermophyton fluccosum) ; dermatophytid (chronic lesions); candidiasis; tricho- 
phytids; achromia parasitica (intermediate stage); sarcoidosis; morphea guttata; dif- 
fuse infiltrative lymphadenomatosis; erythroderma. 


PUSPUEES 


Pustules are discrete lesions in which the upper portion of the skin is elevated by 
a purulent exudate. They are either rounded or acuminate and may be superficially 
or deeply seated. They frequently develop from either papules or vesicles. The hair 
follicle is often the seat of origin. 

Impetigo Contagiosa. Characteristics. In a short time the contents of the primary 
vesicle become milky or frankly purulent. Soon these rupture and a yellowish or 
brownish crust forms on the surface (‘“‘stuck-on” crust). 

Chief Signs. See page 883. 

Pustular Eczema. Characteristics. Small pustules aggregated in a patch are present, 
usually upon the face, scalp, or ears, often in poorly nourished children. They are 
generally associated with minute vesicles; the intervening skin is red and thickened; 
and there are marked burning and itching. 

Chief Signs. See Papular Eczema, page 880. 

Variola (Smallpox). Characteristics. About the eighth day the vesicles change 
into pustules which now lose their umbilication. There is swelling and redness about 
the pustules. The secondary fever develops. The pustules rapidly dry, forming scabs 
which drop off by the fourteenth or fifteenth day, leaving dark scars or pits. 

Chief Signs. See page 879. 

Furunculosis (Boils). Characteristics. Areas of deep induration and tenderness 
appear, become localized, and form a definite red, tender, hot mass, which by the 
fifth day fluctuates and later ruptures. 

Chief Signs. Occurrence upon areas subjected to friction (see also Boils, page 897.) 

Acne Vulgaris. Characteristics. Pustules superficially or deeply seated develop 
from papules in 24 to 48 hours, usually confined to the face, back, and shoulders. 
They contain thick white pus and usually rupture spontaneously. They are usually 
associated with papules and comedones and excite no itching. 

Chief Signs. Onset usually at puberty; chronicity; involvement of sebaceous glands. 

Varicella (Chickenpox). Characteristics. Pustules form from the first crop in 48 
hours and later shrivel and form crusts. On subsequent days, usually three in all, suc- 
cessive crops develop, so that all stages of the eruption are simultaneously present, 
even among those of similar date. 

Chief Signs. See page 883. 

Syphilis. Characteristics. Pustular syphilids occur in two forms, the acuminate 
and the flat, each form being small or large. The small acuminate or miliary type 
begins as a papule and dries, forming crusts. The large acuminate pustules may or 
may not begin as papules, may be superficial or deep, and affect all portions of the 
body, but are more common on the thighs. The small, flat pustular syphilids may be- 
gin as such or develop from macules or papules. They are discrete, generalized, with 
a preference for the genitals, scalp, or face. Crusts quickly form. The large, flat 
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pustular syphilids differ from these only in size. Pustular syphilids are much less 
frequent than papular. 

Chief Signs. See page 878. 

Sycosis Vulgaris (Sycosis Nonparasitica; Simple Sycosis). Characteristics. Small 
pustules develop from conical reddish papules in the bearded area of men. Each is 
pierced by a hair which becomes lusterless. The pustules show but little tendency to 
rupture. There may be considerable crusting. The lesions are at first discrete but 
may become confluent and cause infiltration; the disease is, however, relatively super- 
ficial, and there is little tendency for the hairs to fall out. 

Drug Eruptions. Characteristics. Bromides, iodides, antimony, antipyrine, arsenic, 
chloral, salicylates, and occasionally other drugs may cause pustular or acnelike 
eruptions. 

Ecthyma. Characteristics. A few deep-seated pustules surrounded by inflammatory 
areolae and indurated skin occur, most commonly upon the legs, sometimes upon 
the shoulders, abdomen, or upper arms. They may be a centimeter in diameter, and 
in five or six days they rupture, forming a heavy brown crust, beneath which ulcera- 
tion and suppuration proceed. 

Chief Signs. Acute course; absence of subjective phenomena. 

Less Common Causes. Glanders; anthrax; sporotrichosis; croton oil (locally); 
pustular scrofuloderm; pyodermatitis vegetans; straw itch; acne varioliformis; fol- 
liclis; postmortem pustule; rosacea; pyoderma faciale; folliculitis keloidalis; strep- 
tococcus acrodermatitis; dermatitis nodularis necrotica; Kaposi’s varicelliform erup- 
tion; generalized vaccinia; ecthyma contagiosum; herpes zoster; pustular bacterid; 
pustular psoriasis of the extremities; keratosis blenorrhagica; trichophytids (may 
be pustules surrounding the papules); tinea barbae (superficial type); lichen scrofu- 
losus; cutaneous diphtheria; chancroid (early lesion) ; solitary chancriform pyoderma. 


NODULES OR TUBERCLES 


Nodules are circumscribed, solid, rather deeply seated lesions of the skin over 
1 cm. in diameter. Nodules extend deeper than papules. 

Verruca Vulgaris and Plantaris (Warts). Characteristics. Over a period of several 
weeks or months the common wart gradually grows to a pea-sized, or larger, rough, 
papillary, dirty brown, gray, or black nodule. They appear chiefly in children anywhere 
on the skin but more commonly on the dorsa of the hands and on the fingers, where they 
may be very numerous. In adults there are rarely more than two or three such lesions. 
Verruca plantaris, also called papilloma of the sole, generally forms at points of pres- 
sure on the ball of the foot and is characterized by a nodular growth with a soft pulpy 
core which is surrounded by a firm horny ring. 

Chief Signs. See page 364. 

Sebaceous Cyst (Wen; Steatoma). Characteristics. One or more rounded or oval 
elevations, varying in size from a pea to a large walnut, slowly appear on the scalp, face, 
or back. They are painless, rather soft, and when epened are found to contain a yellow- 
ish or white caseous mass. 

Lupus Vulgaris. Characteristics. Small reddish brown nodules, indurated and deeply 
seated, appear and spread peripherally, forming a patch of reddish color, composed of 
“apple jelly” nodules (seen under pressure with a glass slide). After a time the older 
tubercles break down, and shallow, irregular ulceration results, with soft red edges. 
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The ulcers spread slowly and may heal as a scar in the center. The most common site 
is on the face near the nose and the hands. 

Chief Signs. Occurrence in childhood or early adult life; biopsy. 

Syphilis. Characteristics. Nodular syphilids are usually tertiary lesions and are more 
localized than the early lesions. Agminate lesions are rounded or conical papules or 
nodules, at first discrete, but later running together to form a patch or raised nodule. 
They are most common on the face, limbs, and trunk. Circinate and serpiginous nodu- 
lar syphilids are agminate nodules that extend peripherally to form round or serpentine 
patches which clear up in the center. They are most common on the limbs and body. 
Gummas of the skin occur from one to a dozen or more, beginning as deep-seated 
nodes, which in a few days undergo central necrosis with the formation of deep, 
punched-out ulcers. 

Chief Signs. See page 878. 

Xanthelasma Palpebrarum (Xanthoma of the Eyelids). Characteristics. This con- 
sists of smooth, circumscribed, slightly elevated, buff-colored or yellowish patches, 
occurring on the eyelids. 

Acute Rheumatic Fever. Characteristics. Small, deep-seated, fixed, subcutaneous 
nodules, attached to the tendons, fascia, and periosteum, occur more commonly in 
children than in adults. The lesions are nontender, dusky red, and vary in size from a 
small shot to a large pea, and are most numerous on the fingers, hands, and wrists but 
may occur about the elbows, knees, vertebral spine, and scapulae. They grow very 
rapidly, and disappear spontaneously after three or four weeks. They usually are as- 
sociated with endocarditis and the more severe forms of rheumatic fever and are more 
common after the decline of the pyrexia. 

Chief Signs. See page 836. 

Tinea Sycosis (Ringworm of the Bearded Region; Tinea Barbae; Sycosis Para- 
sitica). Characteristics. In the deep-seated variety the affected parts assume a lumpy 
and nodular condition. The overlying skin is usually considerably reddened and 
studded with few or numerous follicular pustules. The nodules tend to soften and dis- 
charge at one or more of the follicular openings a glutinous material which may dry to 
thick, adherent crusts. The hairs usually fall out. 

Chief Signs. Presence of the ringworm fungus in the scrapings. 

Erythema Nodosum. Characteristics. Bright red nodules varying in size from a pea 
to an egg suddenly appear bilaterally upon the tibial aspects of the legs. They may 
appear to fluctuate but are not very painful and never suppurate. The lesions occur also 
on other parts of the extremities, on the buttocks, and rarely on the face. The nodules 
last a few days or weeks, appearing in crops, and then slowly undergo involution. They 
gradually turn yellow, blue, and green, like a bruise, as involution occurs. 

Chief Signs. Occurrence usually in young females during the spring or autumn; 
acute onset with mild constitutional symptoms and joint pains; may be associated 
rheumatic fever, endocarditis, septic sore throat, tuberculosis, meningococcemia, scar- 
let fever, lymphogranuloma venereum, gonorrhea, leprosy, coccidioidomycosis, 
pericarditis, or the ingestion of drugs (iodides, bromides, and sulfonamides ) ; duration 
rarely more than a month. 

Erythema Induratum (Bazin’s Disease; Tuberculosis Indurativa). Characteristics. 
In this chronic benign tuberculous vasculitis there are soft, recurrent nodules about the 
subcutaneous vessels of the lower part of the leg, especially the calves, which are usu- 
ally symmetrically located. At first the lesions are slightly tender erythematous indura- 
tions, which gradually become deeper nodules. The nodules usually persist for three or 
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four months, with the overlying skin assuming a dusky or bluish color, and on palpation 
there is noted some central softening which frequently progresses to deep irregular 
ulcerations. Healing occurs with the formation of a depressed white scar. Recurrences 
are the rule, with the disease persisting for many years. 

Chief Signs. Occurrence in young women with lymph node tuberculosis and acro- 
cyanosis; chronicity; biopsy; absence of signs of syphilis. 

Fibroma. Characteristics. One or many soft or firm, sessile or pedunculated tumors, 
varying in size from a pea to a cherry or larger, are present in the corium and subcu- 
taneous tissue. They are painless. 

Less Common Causes. Leprosy; neurofibromatosis; adenoma sebaceum; acne ke- 
loid; dermoid cyst; sarcoid; brominism; sporotrichosis; tuberculosis varrucosa cutis; 
keratosis follicularis; lymphadenoma; yaws; xanthoma tuberosum; melanotic carci- 
noma; carcinoma tuberosum; leukemia; urticaria pigmentosa; acnitis; angiokeratoma; 
prurigo nodularis; mycetoma; prosector’s wart; papillary epithelioma; neuroma; my- 
oma; lymphangioma; rhinoscleroma; keloid; polyarteritis nodosa; gout; rheumatoid 
arthritis; granuloma pyogenicum; basal-cell epithelioma (early ) ; lupus erythematosus; 
verruca peruana; Heberden’s nodes; blue nevus; coccidioidomycosis (erythema nodo- 
sum); chromoblastomycosis; actinomycosis (early); rhinosporidiosis (conjunctival 
lesions); dermatofibrosis lenticularis disseminata; chondrodermatitis nodularis 
chronica helicis; calcinosis cutis circumscripta; epithelial cyst; Hand-Schiiller-Chris- 
tian disease; localized amyloidosis; squamous cell epithelioma; metastatic tumors; 
nodular subepidermofibrosis; nodular vasculitis; psammoma; pseudoxanthoma elasti- 
cum; relapsing febrile nodular nonsuppurative panniculitis (Weber-Christian disease ) ; 
cysticircosis cutis; eosinophilic granuloma of the skin; Kaposi’s multiple hemorrhagic 
sarcoma. 


CRUSTS AND SCABS 


The scab, or crust, one of the secondary cutaneous lesions, is a more or less irregular, 
dried-up mass of exudation on the surface of the skin. 

Eczema. Characteristics. Either crusts or scales are formed sooner or later in every 
case of eczema. In the vesicular type of eczema the vesicles become confluent and rup- 
ture, and the surface is covered by a dry mass of yellowish crusts. Eczema pustulosum 
may also have similar crusts. 

Chief Signs. See page 880. 

Impetigo Contagiosa. Characteristics. The vesicopustular lesions dry up in a few 
days and form thin, soft, friable, yellow, laminated crusts that, separating, leave a 
slightly excoriated surface. 

Chief Signs. See page 883. 

Varicella (Chickenpox ). Characteristics. In two or three days the vesicles begin to 
desiccate, become irregularly puckered at the periphery, and present a Gepiessed, thin, 
friable, blackish crust in the center. 

Chief Signs. See page 883. 

Variola (Smallpox). Characteristics. The pustules of smallpox dry up or break in 
three or four days, forming reddish brown crusts which emit a sickening odor and excite 
intense itching. In the course of two or three weeks the crusts or scabs separate and may 
leave permanent pits or pockmarks. 

Chief Signs. See page 879. 
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Herpes Simplex and Herpes Zoster. Characteristics. In herpes simplex the sero- 
purulent vesicles rupture after a few days and the dried serum forms a flaky, yellowish 
brown crust that falls off in a few days. The lesions tend to heal without scarring. In 
herpes zoster the same thing may occur, but not infrequently there is deeper secondary 
infection which may give rise to pustules and ulcers, the latter being covered with rather 
thick yellow-brown or brown crusts. Such lesions may be followed by considerable 
scarring. 

Chief Signs. See page 882. 

Syphilis. Characteristics. The pustular or ecthymoid secondary form of eruption 
dries up, forming yellowish brown crusts. When the crusts form in layers, making a 
pyramid and resembling an oyster shell, they are spoken of as rupia. When the crusts 
are removed a rather superficial ulceration is seen, except in ecthymatous lesions, in 
which ulceration is deep. Nodular and tubercular syphilis and tertiary lesions also 
develop crusts which on removal reveal superficial ulcerations. The scabs are dark, 
stratified, conic crusts, and the underlying ulcers pour forth a thick, purulent fluid. 

Chief Signs. See page 878. 

Sycosis Vulgaris (Sycosis Nonparasitica; Barber’s Itch). Characteristics. At times 
there is considerable crusting, brownish or yellow, thin, and adherent, especially 
around the mouth. 

Chief Signs. See page 890. 

Basal-Cell Epithelioma (Rodent Ulcer). Characteristics. The tumors often begin in 
actinic skin which is the site of an actinic keratosis. In this area there develops a nodular 
thickening and a surrounding zone of erythema. Removal of the keratotic crust reveals 
a superficial, bleeding, granulating ulcer. Basal-cell epitheliomas run a chronic course, 
during which time new nodules develop, crusts form and fall off, and ulceration en- 
larges. The floor of the ulcer is covered by a viscid necrotic material, some serosaguine- 
ous discharge, and crusts, the latter at times hiding the unevenly nodular border of the 
crater which is so characteristic of the lesion. 

Chief Signs. See page 896. 

Squamous-Cell Epithelioma (Prickle-Cell Carcinoma). Characteristics. A scab 
covers the ulceration and from time to time falls off or is removed, after which it is 
noticed that the area of ulceration is a little larger. 

Chief Signs. See page 896. 

Seborrheic Dermatitis. Characteristics. The disease usually begins upon the scalp in 
the form of small papules, which may be discrete or coalescent and are covered by soft, 
loosely adherent, yellow crusts, the skin beneath being markedly inflammatory. The 
adjacent skin of the face may be affected, and also the body and limbs. 

Senile Keratosis. Characteristics. An oval yellowish patch, about 1 inch in diame- 
ter, containing a few punctate black spots appears most commonly upon the face. It be- 
comes darker and larger and very thin scales develop. The color becomes almost black 
and the scales form into crusts. Several patches may coalesce. 

Chief Signs. Senility. 

Lupus Vulgaris. Characteristics. In the hypertrophic variety there is a warty vege- 
tative growth, often crusted, and slightly exudative. In the ulcerative type which may 
be associated with either atrophic or hypertrophic lupus vulgaris the ulcerations are 
ragged, dirty, deep, and indolent, with poor vascularity, and occasionally much tender- 
ness, pus formation, vegetations, and crusting. 

Chief Signs. See page 896. 

Ecthyma. Characteristics. The flat yellow pustules appearing in crops, especially on 
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the legs, and surrounded by distinct red areolae soon dry up, forming thick reddish 
brown crusts. Slight excoriation and pigmentation sometimes remain after the separa- 
tion of the crusts. 

Chief Signs. See page 890. 

Favus. Characteristics. Yellow, saucer-shaped crusts (concave side uppermost), 
called scutula, having a peculiar musty odor, surround the bases of the hairs, which 
break off, split or fall, causing areas of baldness. The disease may affect the scalp, body 
or nails. At first the small crusts are discrete but later become confluent. 

Chief Signs. Occurrence in Italian and Russian immigrant children; chronicity; 
presence of mycelia and spores of Trichophyton schoenleinii. 

Less Common Causes. Leprosy; mycosis fungoides; pemphigus vulgaris; psoriasis 
rupioides; ringworm; thromboangiitis obliterans; yaws; tenia tonsurans (in neglected 
cases); scabies (in neglected cases); erythema multiforme; pityriasis steatoides (se- 
borrhea oleosa); Paget’s disease of the nipple; scrofuloderma; acne varioliformis; 
urticaria papulosa (sometimes impetiginous crusts if secondarily infected); erythro- 
derma desquamativa; exfoliative dermatitis (scalp, composed of scales, sebum, and 
the products of secondary infection ) ; impetigo neonatorum; streptococcus acroderma- 
titis; acrodermatitis continua; dermatitis nodularis necrotica; dermatitis vegetans; 
keratosis blennorrhagica; tinea cruris; dermatophytosis; generalized candidiasis; tinea 
barbae; blastomycosis; milkers’ nodules (small crust in the center of the lesion) ; pom- 
pholyx; trombidiiasis; pediculosis capitis; chigo disease (secondary infection); Ka- 
posi’s varicelliform eruption; generalized vaccinia. 


WHEALS 


(Hivelike Eruptions ) 


Wheals are edematous, more or less circumscribed, irregular, pinkish or whitish ele- 
vations of the skin that are transitory in character. When wheals are due to such local 
and accidental causes as the bites of insects or the contact of the stinging nettle, the 
diagnosis is furnished by the history, and the insect bite by the central punctum. 

Urticaria (Hives; Nettle Rash). Characteristics. Slightly elevated, pinkish, circum- 
scribed wheals, usually not over one cm. in diameter, appear, especially where the skin 
is irritated, last but a short time and then fade without leaving any trace. They begin by 
more or less violent itching and can be produced by scratching and rubbing. Linear 
wheals may be produced during an attack by drawing a blunt instrument firmly over the 
skin. The lesions are surrounded by ared areola. They may be localized or more or less 
general. Giant urticaria is a large circumscribed wheal, most common upon the lip. 
The wheals may become hemorrhagic and are then purple. A papular variety may 
occur. 

Chief Signs. History of an exciting factor (certain foods) as shellfish and straw- 
berries, or evidence of vagotony, as asthma, hay fever, etc.; evanescent character; in- 
tense itching; irregular and general distribution, especially on covered parts; may be 
constitutional symptoms; may be a mental complex. 

Serum Sickness (Anaphylaxis). Characteristics. Horse serum and various antitoxins 
may produce an urticaria. This occurs usually in those who have had a previous serum 
injection more than 10 days prior (may be many years ) ; or it may occur after the first 
injection. Pure urticaria, more or less generalized, with maximum intensity around the 
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site of inoculation, appears with intense itching; or there may be a generalized ery- 
thema, with multiple wheals among the erythema. 

Chief Signs. Onset 7 to 14 days after the injection or within a few hours after the 
second injection (anaphylaxis ) ; may be rigor, dyspnea, cyanosis, vomiting, fever, joint 
pains, prostration, or collapse; duration of rash only a few days. 

Drug Rash. Characteristics. Certain drugs as ACTH, antipyrine, anidopyrine, 
aspirin, barbital, cinchophen, ephedrine, eucalyptus, insulin, iodides, mercury, mor- 
phine and opium, para-aminosalicylic acid, penicillin, phenacetin, pilocarpine, potas- 
sium sulfocyanate, procaine, quinidine, salicylates, stilbestrol, sulfonamides, thiamine 
chloride, vitamin-B complex, and others may cause an urticaria. 

Chief Signs. History of use; disappearance after withdrawal. 

Angioneurotic Edema (Quincke’s Disease). Characteristics. Rather sharply cir- 
cumscribed, acute areas of edema appear, usually in regions where the tissues are 
readily distensible, as the eyelid, ear lobe, lip, etc., also the hands, feet, and genitals. 
They disappear in a few hours. 

Chief Signs. History of preceding attacks, often at a different site; transient dura- 
tion; may be gastroenteric disturbances. 

Less Common Causes. Eczema (infancy); erythema (urticaria often associated) ; 
erythema infectiosum (fifth disease); erythema multiforme; urticaria papulosa; pru- 
rigo; gonococcal septicemia (may be urticaria); harvest mite itch; fowl mite itch; 
grain mite itch; pediculosis corporis; dermatomyositis; polyarteritis nodosa; derma- 
titis herpetiformis; lichen myxedematosus; urticaria pigmentosa; carcinoma of the 
prostate; postirradiation of malignant tumors; leukemids (nonspecific eruption); 
Hodgkin’s disease (nonspecific eruption); mycosis fungoides (secondary stage); 
loiasis (calabar swellings); dracunculiasis (invasion stage); echinococcosis (leak- 
age of cyst fluid) ; tapeworm; filariasis. 


EG IER:S 
(See also Ulcers of the Leg, page 712; and Ulcers of the Foot, page 725; etc. ) 


Ulcers are rounded or irregularly shaped and sized losses of cutaneous tissues, some- 
times extending into the subcutaneous structures, resulting from disease. 

Chancre. Characteristics. The typical chancre begins as a red papule or a crusted 
superficial erosion, which loses its epithelial covering, becoming eroded. When sub- 
jected to irritation or maceration it ulcerates (hunterian or ulcerative chancre), then 
becoming an oval or round, superficially ulcerated, deeply indurated, slightly raised, 
painless lesion, a centimeter or so in width with sloping edges. It is usually single and 
heals in three to four weeks. 

Chief Signs. See page 631. 

Chancroid. Characteristics. It begins as an inflammatory macule, pustule, or ulcer 
on the glans penis, prepuce, or frenulum in men, or the vulva, especially the four- 
chette, and the portio and urethra of women, and is frequently multiple and auto- 
inoculable. 

Simple Ulcer (Traumatic) . Characteristics. The ulcer is usually acute and character- 
ized by rapid progress and intense inflammation. Its character is usually dependent 
upon the etiology, which is obvious. 

Chief Signs. History of mechanical, chemical, or thermic trauma. 

Tertiary Syphilis (Ulcerative Gummous Syphilid), Characteristics. The ulcers are 
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round, have a punched-out appearance, the walls do not overhang, and they extend 
rapidly. They are painless. The base is fairly clean, but when secondary infection 
occurs there is an abundant fetid discharge. They may involve bone. Perhaps the most 
frequent site of isolated gummata are the lower legs, where deep, punched-out ulcers 
are found, often in large infiltrated areas, simulating varicose ulcers. 

Chief Signs. See page 204. 

Squamous-Cell Epithelioma (Prickle-Cell Carcinoma). Characteristics. The fully 
developed lesion is characteristic. It is irregular in shape with a surface which is irregu- 
lar and more or less verrucose, resembling friable granulation tissue which bleeds 
easily. The edges are thickened and of a stony hardness. The secretion is scanty and 
bloody. There may be pain. As the ulcer develops it may be covered by a scab. 

Chief Signs. Occurrence in later life; sooner or later metastasis to the lymph glands, 
the nearest first; chronicity; biopsy. 

Basal-Cell Epithelioma (Rodent Ulcer). Characteristics. The ulcer has a prominent 
indurated margin, an irregular outline with an uneven and glazed base, and exudes a 
sanious, viscid secretion. It begins as a papule which becomes scabby and later de- 
velops into an excoriation covered by a crust. 

Chief Signs. Occurrence in later life; development on a keratosis, scar, or papilloma; 
occurrence usually on the face; slow growth; absence of metastasis; biopsy. 

Decubitus Ulcer. Characteristics. The ulcer begins as a small blister which is soon 
rubbed off, leaving a little sore. The ulcer spreads into the surrounding tissues, or a 
large slough forms. 

Chief Signs. Prolonged bed rest in a debilitated patient. 

Varicose Ulcer (Indolent, Chronic, or Callous Ulcer). Characteristics. It is most 
frequently seen on the lower third of the leg in the latter half of life. It is oval in shape, 
usually painless and may last for years. It has humped-up, hard, and congested edges, 
and a smooth, glistening, dirty yellow floor with a few feeble granulations. 

Chief Signs. See page 712. 

Lupus Vulgaris. Characteristics. The ulcer is deep, dirty, irregular, and indolent, and 
overhung by the borders of the skin. Growth is always slow, taking from three to six 
months to reach an inch in diameter. At the borders the individual tubercles appear as 
“apple jelly” nodules under pressure of a glass slide. A crust soon forms and after a year 
or more the center of the lesion heals, ulceration advancing at the edges. There may be 
several centers of ulceration. Bones are never involved and there is very little secretion. 
The most common site is the face near the nose. 

Chief Signs. Occurrence in early life; absence of signs of syphilis; biopsy. 

Diabetes Mellitus. Characteristics. Perforating ulcer of the foot is an occasional 
complication of diabetes mellitus, but gangrene is more common. 

Chief Signs. See page 759. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Perforating ulcer of the foot is 
not uncommon, arising most frequently on the plantar surface at the base of the great 
or little toe. 

Chief Signs. See page 696. 

Herpes Progenitalis. Characteristics. A superficial, irregular, painful, nonindurated 
ulceration is present on the genitals; it commences as a number of vesicles which run 
together to form the ulcer, the edges of which are made up of segments of circles. The 
discharge is purulent but not abundant, and vesicles which have not burst may be 
found, 
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Chief Signs. Absence of a bubo; healing under local treatment; absence of the spiro- 
chete in the dark-field examination. 

Ecthyma. Characteristics. A crust forms on the primary deep-seated vesicopustule, 
and beneath the crust a superficial ulcerative process proceeds, the elevation of the 
margin causing the shallow ulcer to appear deep. The lesions usually occur on the legs 
or buttocks. 

Chief Signs. See page 890. 

Erythema Induratum. Characteristics. The deep-seated nodosities, occurring usu- 
ally on both calves, gradually extend to the surface and undergo necrosis, producing 
ulceration, or after absorption, atrophy. The ulcers are irregular, ill-conditioned, with 
puriform contents, and tend to heal slowly, leaving scars. 

Chief Signs. See page 891. 

Scrofuloderma. Characteristics. Tuberculous nodes, usually about the face and 
neck, discharge through the skin, with ulcer formation about the sinuses. The ulcers 
are usually almond-shaped, with thin, violaceous, undermined edges, and an uneven 
base made up of pale, flabby granulations. 

Chief Signs. See page 313. 

X-ray Burn. Characteristics. If x-ray dermatitis goes beyond the stage of a third- 
degree burn there occurs necrosis of the corium and subcutaneous tissue, in some 
cases involving everything down to bone. There develops a hard, leathery, dark gray 
mass of mummified tissue which is closely adherent and persistent and surrounded by 
an inflamed border. It is associated with intense pain. 

Chief Signs. History of recent massive x-ray therapy or repeated small doses. 

Less Common Causes. Anthrax; eczema; glanders; sarcoma; mycosis fungoides; 
sarcoma cutis; carcinoma of the breast (late); lenticular carcinoma (recurrence in 
the neighborhood of scar following breast amputation); acute tuberculous ulcer (at 
the mucocutaneous junction from internal tuberculosis); chronic gout (ulcerating 
tophi or joints); pediculosis (multiple ulcers from scratching); oriental sore (Delhi 
boil); sporotrichosis; blastomycosis; actinomycosis (granulomas); lymphogranu- 
loma inguinale; granuloma venereum; postphlebitic ulcer (leg) ; ischemic ulcer (leg) ; 
indurated cellulitis (leg); Raynaud’s disease (tips of the fingers); sclerodactylia (tips 
of the fingers); chronic pernio (legs); sickle cell anemia (legs); congestive heart 
failure with marked edema (legs); peripheral neuritis; lesions of the spinal cord; 
syringomyelia; factitial ulcer; hypertension (legs); xeroderma pigmentosum (ulcer- 
ated epithelial neoplasms); leishmaniasis americana; neurotic excoriations; beryl- 
lium granuloma; chromium dermatitis (chrome hole); arterenol (subcutaneous 
injection); Stevens-Johnson disease; erythema nodosum (very rare); chronic strep- 
tococcal ulcer; dermatitis nodularis necrotica; pyoderma gangrenosum; histoplasmo- 
sis; erythema induratum; leprosy; rhinoscleroma (nose, upper lip); cutaneous diph- 
theria; tularemia (site of infection); yaws; chigo disease (secondary infection) ; 
amebiasis cutis; polyarteritis nodosa; malignant granuloma of the face; desert sore; 


cryptococcosis . 


BOILS OR PHLEGMONS 


A boil or furuncle is an acute inflammation of a limited portion of the skin and 
subcutaneous tissue around a hair follicle, or a sweat or sebaceous gland, commonly 
due to infection with the Staphylococcus aureus. Certain constitutional conditions 
predispose especially to crops of boils (furunculosis). In general, the lowered resist- 


898 General Symptoms 


ance during the convalescent period of febrile diseases favors their occurrence. Pa- 
tients with obstructive jaundice also seem more disposed to have them. 

Diabetes Mellitus. Characteristics. Boils and carbuncles are extremely common. 

Chief Signs. See page 759. 

Typhoid Fever. Characteristics. Boils and superficial abscesses constitute a com- 
mon and troublesome sequel. 

Chief Signs. See page 790. 

Variola (Smallpox). Characteristics. During convalescence boils are very frequent 
and may be severe. 

Chief Signs. See page 879. 

Less Common Causes. Cushing’s syndrome; hidradenitis suppurativa; chronic al- 
coholism; anemia; chronic arsenic poisoning; chronic nephritis; Hodgkin’s disease; 
ulcerative colitis. 


SKIN, PIGMENTATION OF, INCREASED AND DECREASED 


(Including Abnormal Coloration ) 


Abnormal pigmentation of the skin may be local or general and due to local or 
constitutional causes. Increased pigmentation of the skin may result from the pres- 
ence of excessive amounts of physiologically normal pigments (hemoglobin, melanin, 
or carotene) or from a deposition of other pigments of endogenous or exogenous 
origin. Decreased pigmentation of the skin may result from a diminution in the 
amount of one or more of the normal pigments or occur as a result of a modification 
in their appearance by some anatomic or physiologic factor. Increased pigmentation 
of the skin may take the form of yellow pigmentation, hemoglobin pigmentation, 
melanin pigmentation, metallic pigmentation, or miscellaneous pigmentations. 
Chromidrosis, or colored sweat, may be mistaken for pigmentation, but it may be 
washed off with ether or chloroform. Any chronic itching dermatosis causes pigmen- 
tation. Freckles (lentigo) are so common as to deserve little mention. Some of the 
conditions given below are not true pigmentations. 

Jaundice. Characteristics. This is the commonest cause of yellow skin pigmenta- 
tion and is detectable clinically in bright light when the icterus index reaches 20 to 
25. Bilirubin in excessive amounts imparts a yellow color to the skin, which varies in 
intensity according to the degree of bilirubinemia and consequent tissue staining. The 
basic yellow skin color of jaundice may be modified to a greenish tint when there 
are significant amounts of biliverdin present (over 0.3 mg. per cent of serum), or there 
may be a bronze color in addition to the yellowish skin color in persons who suffer 
from chronic jaundice. The yellow skin color of jaundice has certain areas of accentu- 
ation, namely, the scleras, mucous membranes, and certain portions of the skin in 
the upper part of the body. 

Chief Signs. For causes see page 829. 

Carotenemia (Carotenodermia; Xanthosis). Characteristics. The palms, soles, 
and alae nasi are an orange or lemon yellow as a result of an excess of carotene 
which stains the serum and skin. At times the pigmentation is diffuse, but it spares 
the scleras and the mucous membranes. 

Chief Signs. History of excessive ingestion of foods rich in carotene; may be asso- 
ciated with lowered body metabolism wherein there is a hindrance of liver conversion 
of carotene to vitamin A; may be associated with diminution of androgen; no symp- 
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toms per se; gradual disappearance when excessive intake or underlying metabolic 
cause is corrected. 

Cyanosis. Characteristics. The blue skin color of cyanosis varies in hue from deep 
purplish blue to heliotrope as a result of excessive amounts of circulating reduced 
hemoglobin. 

Chief Signs. For causes see page 776. 

Chloasma. Characteristics. The skin has multiple, nonelevated, brownish or black- 
ish patches, often symmetrical and poorly demarcated and generally located on the 
face. In addition to facial involvement there is increased pigmentation in the areolae 
of the nipples and about the external genitalia. 

Multiple Comedones. Characteristics. The face may seem to be pigmented and 
resemble argyria. 

Chief Signs. Presence of blackheads. 

Addison’s Disease. Characteristics. The skin is bronzed and this at first may be 
confined to the face and hands but usually becomes general. It ranges from light 
yellow to a deep brown or black slate color and is more marked on exposed parts 
and parts normally more deeply pigmented (areolae of the nipples, genitalia) and on 
parts exposed to pressure and irritation (waistband). The mucous membranes are 
also pigmented, usually of patchy distribution. The depth of pigmentation often 
varies from time to time. Occasionally there are, in addition to the general bronzing, 
deeply pigmented spots. 

Chief Signs. Occurrence usually between 20 and 40 years; insidious onset; progres- 
sive weakness; low blood pressure; cardiac weakness; anorexia; crises of vomiting and 
diarrhea; decreased serum sodium; increased serum potassium; diminished urinary 
17-ketosteroids. 

Pellagra. Characteristics. The skin becomes a deep red color, some pigmentation 
remaining after the acute eruption, usually on exposed surfaces. 

Chief Signs. Diarrhea; dementia; erythema (backs of the hands, face, neck, and 
feet) ; red tongue. 

Tuberculous Peritonitis. Characteristics. Bronzing of the skin is an occasional 
symptom and may be especially marked on the abdomen. 

Chief Signs. Slow onset; abdominal tenderness; tympanites; ascites; fever; consti- 
pation; presence of a tuberculous focus elsewhere; guinea-pig inoculation. 

Nevus (Birthmark). Characteristics. Occasionally the yellowish moles and the 
verrucose moles cover a large extent of the cutaneous surface. They may cover the 
lower part of the trunk and upper part of the thighs (“bathing trunk” nevi). 

Chief Signs. Presence from birth. 

Varicose Veins. Characteristics. The skin in the neighborhood of the veins often 
becomes pigmented in places and there may be a large area so discolored. 

Chief Signs. Presence of the veins. 

Vagabond’s Discoloration. Characteristics. A deep bronzing of the skin may occur 
from irritation of lice and dirt. 

Chief Signs. History; elimination of other causes; finding of lice. 

Pregnancy (Chloasma Gravidarum). Characteristics. The face may show a brown- 
ish discoloration. The trunk and limbs may be involved. The condition usually dis- 
appears after delivery. 

Chief Signs. Amenorrhea; morning sickness; tingling of the nipples; enlargement 
of the breasts; enlarged uterus with softened cervix. 
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Argyria. Characteristics. The skin is a bluish gray or slate color. It is general over 
the surface and mucous membranes but most marked on the face and hands. 

Chief Signs. History of prolonged administration of silver salts. 

Hemochromatosis (Bronzed Diabetes; Diabéte Bronzé). Characteristics. The skin 
varies in color from a dark brown to a leaden or bluish black. Biopsy of the skin re- 
veals hemosiderin. 

Chief Signs. Weakness; enlarged liver; diabetes mellitus; often evidence of heart 
disease; may be evidence of hypogonadism; elevated plasma iron level; liver biopsy. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. A patchy or generalized 
pigmentation is not uncommon. 

Chief Signs. Exophthalmos; thyroid enlargement; tremor; tachycardia; elevated 
basal metabolic rate; increased protein-bound serum iodine. 

Tinea Versicolor (Pityriasis Versicolor). Characteristics. The yellowish-brown 
patches may coalesce and cover large portions of the body. The chest and back are 
chiefly affected, but the shoulders, neck, and upper arms may be involved. 

Chief Signs. History of appearance of small, fawn-colored macules which have 
coalesced; presence of some of the isolated patches; presence of furfuraceous scales 
when the skin is dry; finding of the Malassezia furfur in the scrapings. 

Chronic Arsenic Poisoning. Characteristics. Intense pigmentation of the skin may 
occur from prolonged use of arsenic. An exfoliative dermatitis occurs in intensive 
salvarsan therapy. Keratosis of the palms and soles is usually present. 

Chief Signs. History; depression and irritability; flushing and hyperemia of the 
skin; puffiness of the eyelids; may be redness or bleeding of the gums, or salivation; 
nausea, vomiting, diarrhea; may be peripheral neuritis or cirrhosis of the liver. 

Phenolphthalein Therapy. Characteristics. A dark bluish pigmentation of the ex- 
ternal genitals may occur. 

Chief Signs. History of use. 

Acanthosis Nigricans. Characteristics. There is first an excess of pigment in the 
axillary and inguinal regions and perhaps beneath the breasts as well as on some of 
the flexor surfaces. The pigment is a dirty yellow, grading up to various shades of a 
deep brown. At times it may be almost general. There may be some cutaneous hyper- 
trophy of a papillary nature. 

Chief Signs. Chronicity; presence of abdominal malignancy in adult cases. 

Hodgkin’s Disease (Lymphadenoma). Characteristics. Bronzing with marked 
cachexia may occur. 

Chief Signs. Lymph node enlargement; sometimes splenic enlargement; may be re- 
lapsing fever; anemia, otherwise negative blood picture; biopsy. 

Ochronosis. Characteristics. There is a grayish, bluish, brownish, or blackish pig- 
mentation of the cartilaginous structures, ligaments, tendons, skin, and nails. Changes 
are most easily seen in the aural cartilages. There may be symmetrical black patches 
on the sclerotics. 

Chief Signs, Alcaptonuria; x-ray examination of the spine. 

Albinism. Characteristics. The entire skin, hair, and eyes of individuals suffering 
from this condition are completely lacking in melanin. The skin is delicate, thin, and 
pinkish, the hair silky white, and the eyes pink. 

Chief Signs. Congenital history; thin, soft, light hair; red pupils; photophobia. 

Vitiligo (Leukoderma). Characteristics. In this pigmentary alteration of the skin 
there are white patches surrounded by normal or increased pigmentation. The patches 
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are of various sizes, and the condition at times may become total. The affected skin 
is not changed in any other way, but the hairs may become white. 

Chief Signs. History of gradual development; frequency in the tropics and in the 
Negro. 

Leprosy. Characteristics. Sooner or later milk-white patches (lepro-alba) may 
occur with areas of pigmentation or other trophic changes. 

Chief Signs. Incubation, a few weeks to a few years; prodromal symptoms (head- 
ache, malaise, irregular fever, joint pains); dusky red nodules, especially on the face 
or extensor surfaces of elbows, knees, and hands, breaking down and forming ulcers 
and cicatrices; or anesthetic areas, beginning with pain and hyperesthesia, followed 
by yellow macules which spread peripherally and eventually become anesthetic; loss 
of the eyebrows; deformity of the nails; atrophy of the muscles; finding of lepra 
bacilli in the nodules; chronicity. 

Scleroderma. Characteristics. In some instances there may be a decrease in the 
pigmentation of the skin of the affected area. 

Chief Signs. Usual gradual development over months or years; rigid, indurated, 
hidebound, dry, smooth condition of affected skin areas; lack of expression if the 
face is involved; feeling of stiffness; muscular atrophy; joint stiffness. 

Morphea (Addison’s Keloid; Morphea Guttata). Characteristics. Ivorylike, sharply 
circumscribed patches appear upon the trunk, which are at first slightly hyperemic. 
The surfaces are smooth and resistant to touch. As the patch grows its center becomes 
pale and ivorylike, while the periphery remains hyperemic or becomes pigmented. 
This disease is a localized scleroderma (see above). 

Syphilitic Leukoderma. Characteristics. Whitish macules develop upon the neck 
of women, surrounded by a pigmented area, varying from 1 to 4 cm. in diameter and 
not very well defined. 

Chief Signs. See page 878. 

Facial Hemiatrophy. Characteristics. The skin over the cheek, chin, or forehead 
becomes white or whitish yellow. 

Chief Signs. Occurrence before puberty, rarely after 30; greater frequency in fe- 
males; falling out of the hair; gradual casting of the skin and muscles on the affected 
side of the face. 

Melanotic Cancer. Characteristics. The skin may be deeply pigmented in rare 
cases. The metastatic growths appear first as widely disseminated moles which rapidly 
become larger. The pigmented areas are really nodules. 

Chief Signs. Middle age; cachexia; physical signs of a new growth; presence of a 
primary node (may become enlarged). 

Less Common Causes. Quinacrine hydrochloride therapy (diffuse yellow skin 
color); myxedema (carotenemia); Simmonds’ disease (carotenemia); chronic ure- 
mia (yellow to tan pallor) ; industrial staining (exposed surfaces); picric acid inges- 
tion or absorption (yellow pigmentation); dinitrophenol (yellow pigmentation) ; 
generalized xanthomatosis of the skin (orange-yellow pigmentation); polycythemia 
rubra vera (reddish blue) ; carbon monoxide poisoning (cherry red); methemoglobi- 
nemia (chocolate brown); sulfhemoglobinemia (lead blue); prolonged and repeated 
exposure to heat (localized melanosis, e.g., erythema ab igne); severe prolonged 
pruritus (melanosis from repeated scratching); mechanical irritation of the skin 
(localized melanosis); erythrose peribuccale pigmentaire (diffuse brownish or 
brownish red pigmentation of the perioral region) ; dermatitis herpetiformis (late 
stages of the disease over the sites of predilection) ; urticaria pigmentosa (yellowish, 
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brownish, or slate colored skin pigmentation eventually developing in the area of 
the lesions); xeroderma pigmentosum; war melanosis (vitamin A deficiency—dry, 
firm, pigmented papules containing a central intrafollicular keratotic plug); scurvy; 
acromegaly; arrhenoblastoma; chrysiasis; bismuthia; poikiloderma of Civatte; kwashi- 
orkor (hyperpigmented areas); intestinal lipodystrophy; Gaucher’s disease; perni- 
cious anemia; malarial cachexia (yellowish brown to black) ; neurofibromatosis; pig- 
mentation-polyposis syndrome (Peutz-Jeghers); Riehl’s melanosis; phenylpyruvic 
oligophrenia (pale or light-colored skin); edema of the skin (pallor); scar tissue 
(white); Niemann-Pick disease; Cushing’s disease; chronic porphyria; kala-azar; 
cachexia due to malignancy; cirrhosis of the liver; polyostotic fibrous dysplasia (Al- 
bright’s syndrome); Leschke’s syndrome; occupational leukoderma; powder stains; 
Kaposi’s disease; Mongolian idiocy; nodular leprosy; rheumatoid arthritis; Stull’s 
disease; progressive pigmentary dermatosis (Schamberg’s disease ) ; dermatitis hemo- 
statica; disseminated lupus erythematosus; pigmentary syphiloderm; pancreatitis; 
acrodynia; Whipple’s disease; cystic fibrosis of the pancreas; hypoparathyroidism. 


SKIN, HEMORRHAGES INTO 


(Petechiae; Purpuric Spots; Ecchymoses) 


Hemorrhage into the skin causes lesions of various sizes, spoken of as puncta or 
spots, vibices or lines, petechiae or small patches, ecchymoses or bruises, purpuric 
or purplish spots. They cannot be made to disappear by pressure. The lesions gradu- 
ally change color and disappear. In general, hemorrhagic diseases may occur as a 
result of: 1, defective coagulation, which appears to be a three-stage process, any 
stage of which may be deficient; 2, defective coagulation plus vascular abnormali- 
ties; 3, vascular abnormalities, and 4, a miscellaneous group of purpuric conditions 
where etiology and pathogenicity are at present poorly understood. 

In the case of defective coagulation, purpuric manifestations may occur as a result 
of deficient thromboplastin formation, deficient thrombin formation, or defective 
fibrin formation. There are two forms of thromboplastin, blood thromboplastin and 
tissue thromboplastin. Blood thromboplastin is produced as a result of the disinte- 
gration of platelets following contact with a foreign surface, with a release of platelet 
thromboplastic factor (thromboplastinogenase), which causes activation of the 
plasma thromboplastin component (PTC, Christmas factor, Factor IX), Factor VII 
(stable factor), and plasma thromboplastin antecedent (PTA), all of which are 
present in the circulation in an inactive form. In the blood the platelet factor and 
antihemophilic globulin (AHG, AHF, thromboplastinogen, prothrombinase, Factor 
VIII), as well as the activated PTC and PTA, interact in the presence of calcium to 
form blood thromboplastin. Tissue thromboplastin is derived from injured tissues, 
where it has been present as an intracellular substance. Thromboplastin, however 
derived, and Factor VII combine in the presence of calcium to bring about a mini- 
mal conversion of prothrombin to thrombin. Thrombin so formed sets in motion 
an “accelerator system,” Factor V (labile factor), which is activated and interacts 
with Factor VII in the presence of calcium to form “prothrombinase,” which sub- 
stance in the presence of calcium accelerates the conversion of prothrombin to throm- 
bin. Thrombin so available is now present in sufficient quantities to convert fibrinogen 
to fibrin. Thus it is obvious that purpuric manifestations may occur as a result of de- 
ficiency of the antihemophilic factor, deficiency of plasma thromboplastin compo- 
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nent, deficiency of plasma thromboplastin antecedent, deficiency in thrombin forma- 
tion (true hypoprothrombinemia, or pseudohypoprothrombinemia—deficiency of 
Factor V or Factor VIL), and defective fibrin formation (hypofibrinogenemia). The 
more important disease entities wherein these deficiencies are operable will be de- 
scribed in greater detail below. 

In the case of defective coagulation plus vascular abnormalities, one is concerned 
chiefly with primary and secondary thrombocytopenic purpura and thrombasthenia. 
Symptomatic or secondary forms of thrombocytopenic purpura may occur as a re- 
sult of a wide variety of etiologic factors such as: 1, the use of myelosuppressive medi- 
cations or agents, e.g., nitrogen mustard, TEM, urethan, myeloran, antimetabolites, 
etc.; 2, exposure to certain drugs wherein individual sensitivity is a factor, €.g., ar- 
senicals, Sedormid, quinidine, quinine, sulfonamides, gold, Tridione, dinitrophenol, 
phenylbutazone, oxytetracycline, etc.; 3, contact with various poisons, e.g., snake 
venoms, vaccines, insect bites, foods, radiation, etc.; 4, blood disorders, e.g., leu- 
kemia, aplastic anemia, myelophthisic anemia, splenic disorders, thrombotic thrombo- 
cytopenia, etc., and 5, infectious or other conditions, e.g., septicemia, subacute 
bacterial endocarditis, typhus, measles, vaccinia, infectious mononucleosis, dissemi- 
nated lupus erythematosus, sarcoidosis, etc. In all such cases, as a result of deficient 
platelets and possibly also vascular derangement, purpura occurs, associated with 
prolonged bleeding time, poor clot retraction, and a positive tourniquet test. Some 
of the more important specific disease entities under this general classification will 
be described below. 

Bleeding, as a result of direct alteration of the blood vessel walls without demon- 
strable abnormality in the blood, occurs in a variety of well defined as well as certain 
vaguely differentiated conditions. In this latter category is included the so-called 
nonthrombocytopenic purpuras, the classification of which may be grouped under 
four general headings: 1, allergic purpura, 2, symptomatic purpura, 3, von Wille- 
brand’s disease, and 4, miscellaneous. Symptomatic nonthrombocytopenic purpura 
has in general the same etiologic background as symptomatic thrombocytopenic 
purpura, and cutaneous manifestations are thus essentially the same, but in the 
former condition the platelet count is normal as are the bleeding time and clot re- 
traction. 

Bruises and other hemorrhagic cutaneous areas due to local tissue injury (flea- 
bites, sprains, muscle rupture, needle injections, etc.) usually cause no confusion, 
in the light of history and close inspection of the skin. 

Primary Thrombocytopenic Purpura (Essential Thrombocytopenic Purpura; Pur- 
pura Hemorrhagica; Werlhof’s Disease). Characteristics. The skin lesions consist of 
minute red hemorrhages which do not blanch on pressure. In addition, ecchymoses 
are often found. In severe cases bleeding, which may occur into any tissue or from 
any orifice, may be extreme and lead to serious blood loss. 

Chief Signs. May be mild fever; may be palpable spleen; anemia in proportion to 
blood loss; exclusion of causes of symptomatic thrombocytopenic purpura (see 
above); often alteration in morphology of the visible platelets; thrombocytopenia; 
prolonged bleeding time; poor clot retraction and positive tourniquet test; normal 
coagulation time and prothrombin time. 

Allergic Purpura, including Schénlein’s Disease (Purpura Rheumatica; Peliosis 
Rheumatica; Henoch’s Purpura; Purpura Simplex). Characteristics. The skin mani- 
festations may appear in crops and at times may be extensive; at other times, how- 
ever, cutaneous lesions may not be present or obvious, thus making diagnosis diffi- 
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cult. There are usually associated signs of allergy, such as erythema, urticaria, or 
serous effusions. Hemorrhage from the mucous membranes may occur. When ar- 
thritic manifestations occur, the condition is referred to as Schénlein’s disease. When 
crises of colicky abdominal pain occur, due to an urticarial and serohemorrhagic effu- 
sion into the intestinal wall, the condition is designated as Henoch’s purpura. Purpura 
simplex is the term generally applied to cases of allergic purpura wherein there are 
mild purpuric skin manifestations without well-defined blood abnormalities which 
may have a hereditary, familial basis. 

Chief Signs. Occurrence in children and young adults; duration one to six weeks; 
may be recurrences at intervals of months or years; may be hematuria and protein- 
uria; usually symptoms of allergy (urticaria, erythema, etc.); SchGnlein’s disease: 
may be history of previous upper respiratory tract infection; joint pains (usually 
many joints); Henoch’s purpura: abdominal colic, often severe (may precede the 
rash); diarrhea, vomiting, or constipation; may be melena. 

Hypoprothrombinemia. Characteristics. When prothrombin deficiency is severe, 
spontaneous bleeding is apt to occur, especially from the mucous membranes of the 
respiratory, alimentary, or genitourinary tracts, with, however, often accompanying 
areas of hemorrhage into the skin and subcutaneous tissues. In less severe states 
spontaneous hemorrhage is rare in the absence of additional pathology, but, should 
such exist with complicating hemorrhage, there will be an aggravation of the hypo- 
prothrombinemia, and bleeding into other parts of the body may occur: ecchymoses, 
epistaxis, hematuria, menorrhagia, etc. 

Chief Signs. May be evidence of liver or biliary tract disease; may be vitamin K 
deficiency (disturbances in fat absorption, inadequate intestinal biosynthesis); may 
be a history of administration of certain anticoagulants; may be a history of excessive 
use of salicylates; may be a congenital condition; demonstration of decreased plasma 
prothrombin in the absence of inadequacy of nonprothrombin accessory substances 
or fibrinogen; usually normal clotting time, platelet count, bleeding time, and capil- 
lary fragility. 

Subacute Bacterial Endocarditis. Characteristics. Petechiae are often present at 
one time or another, most commonly and profusely on the legs. Such skin manifesta- 
tions may occur as a result of thrombocytopenia, emboli, or capillary damage. Pete- 
chiae may also be present in the throat and in the retina. 

Chief Signs. See page 757. 

Cerebrospinal Meningitis. Characteristics. Petechiae and purpuric spots are com- 
mon, though variable in different epidemics. The petechiae may be numerous and 
cover the entire skin (spotted fever). This type of skin lesion belongs in the group 
of symptomatic nonthrombocytopenic purpuras. In cases with sudden collapse and 
exodus extensive internal hemorrhages are found, especially in the medullary portions 
of the adrenal glands, at times in the absence of meningeal signs (Waterhouse-Fri- 
derichsen syndrome). 

Chief Signs. See page 858. 

Variola (Smallpox). Characteristics. Hemorrhagic smallpox occurs in‘two forms, 
purpura variolosa and variola pustulosa hemorrhagica. In the former a diffuse hy- 
peremic rash, particularly in the groins, develops on the evening of the second or 
third day, with small punctiform hemorrhages; the rash extends, becoming more 
distinctly hemorrhagic, and the spots increase in size. Ecchymoses appear on the 
conjunctivae and there may be hemorrhages from the mucous membranes. The skin 
may have a uniformly purplish hue, and the victim may even look plum colored. 
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Death may occur before the papules appear. In the second form the hemorrhages do 
not appear until the vesicular or pustular stage. The first indication is hemorrhage into 
the areolae of the pocks, and later the maturated pustules fill with blood. 

Chief Signs. Occurrence in an epidemic (first form); typical course but more 
severe (second form); see page 879. 

Measles (Morbilli). Characteristics. Hemorrhages occur in the skin and from the 
mucous membranes (malignant or black measles). At times these ecchymoses are 
due to a thrombocytopenia, at other times to capillary damage. 

Chief Signs. See page 878. 

Typhus Fever. Characteristics. The eruption is a subcuticular mottling with dis- 
tinct papular rose spots which change to petechiae (mulberry rash) on the abdomen, 
chest, and extremities. The cutaneous manifestations are commonly due to capillary 
damage from toxins, but at times there may also be a thrombocytopenia. 

Chief Signs. Abrupt onset with chill, general pains, marked prostration, and fever; 
fever maximum in two to three days, remaining high until the end of the second week, 
falling by crisis; appearance of the rash on the fourth or fifth day; nervous symptoms 
usually marked; leukocytosis; agglutination tests (proteus X 19). 

Scarlet Fever (Scarlatina). Characteristics. Hemorrhages may occur into the skin, 
with hematuria and epistaxis. In the erythematous rash scattered petechiae appear, 
become more extensive, and may inyolve the whole skin surface. Purpuric manifes- 
tations when present represent a form of symptomatic nonthrombocytopenic purpura. 

Chief Signs. See page 875. 

Septicopyemia. Characteristics. Extensive purpura may occur either of a thrombo- 
cytopenic or a nonthrombocytopenic nature. 

Chief Signs. See page 756. 

Jaundice. Characteristics. Jaundice of the obstructive types may produce purpura. 
Spontaneous hemorrhage into the skin is less common than hemorrhage from trivial 
causes. There is a hypoprothrombinemia (see above) and there may be deficiency 
of prothrombin accessory factors (pseudohypoprothrombinemia). 

Chief Signs. For causes see page 829. 

Scurvy (Scorbutus). Characteristics. Ecchymoses soon appear, first on the legs, 
then on the arms and trunk, particularly into and about the hair follicles. They are 
petechial, but may become larger, and when subcutaneous may form distinct swell- 
ings. The slightest bruise or injury causes hemorrhage. The bleeding is attributed to 
increased capillary permeability due to a lack of intercellular cement or ground sub- 
stance. 

Chief Signs. See page 209. 

Lymphatic Leukemia. Characteristics. Hemorrhages occur early, usually into the 
skin. In children, particularly, extensive purpura may be the first symptom that any- 
thing is wrong. 

Chief Signs. See page 840. 

Thrombasthenia (Pseudohemophilia; Hereditary Hemorrhagic Thrombasthenia of 
Glanzmann). Characteristics. Spontaneous ecchymoses are common in addition to the 
presence of persistent bleeding following minor trauma, and frequent bleeding from 
the nose, gums, uterus, and gastrointestinal tract. 

Chief Signs. Familial history; variable bleeding time; normal or increased capillary 
fragility; normal platelet count with, however, at times morphologic abnormalities; 
usually poor clot retraction; normal or increased clotting time. 

Less Common Causes, Hemophilia (bleeding follows trauma though the injury 


906 General Symptoms 


may be trivial); Christmas disease (plasma thromboplastin component deficiency ) ; 
‘“hemophilioid” disease; hemorrhagic disease of the newborn (melena neonatorum ) ; 
afibrinogenemia (congenital and acquired); hereditary multiple telangiectasia 
(Rendu-Osler-Weber disease ); infantile scurvy (Barlow’s disease ); mechanical pur- 
pura; orthostatic purpura; purpura fulminans; Majocchi’s disease; Schamberg’s 
disease; purpura senilis; David’s disease; hyperheparinemia; rupture of a muscle; rup- 
ture of a vein; Kaposi’s disease; polycythemia rubra vera; arteriosclerosis (sympto- 
matic nonthrombocytopenic purpura); hypertension (symptomatic nonthrombo- 
cytopenic purpura); antityphoid vaccine (nonthrombocytopenic purpura); easy 
bruising of women; suffocation; symptomatic thrombocytopenic purpura and sympto- 
matic nonthrombocytopenic purpura (see above); constitutional thrombopathy or 
hereditary pseudohemophilia (von Willebrand) ; thrombotic thrombocytopenic pur- 
pura. 


SKIN, CRACKLING ON PRESSURE 


(Subcutaneous Emphysema) 


Wound of the Lung. Characteristics. Gas may spread rapidly beneath the skin, 
may extend over the greater part of the trunk in a short time, and disappears in the 
course of a few days. 

Chief Signs. Recent trauma (broken rib, stab wound, bullet wound, tracheotomy ). 

Interstitial Emphysema. Characteristics. The air may make its way upward into 
the root of the neck and appear subcutaneously, producing a crackling protrusion. 

Chief Signs. Occurrence after violent coughing or strain; may be pleural friction 
sound. 

Less Common Causes. Wound of the mouth; wound of the larynx; wound or per- 
foration of the esophagus, stomach, or intestine; fracture of the pelvis; extravasation 
of urine; gas phlegmon; gangrene of the skin; caisson disease; glanders; bronchopneu- 
monia; phthisis; pneumothorax; sneezing or blowing of the nose (sudden and uni- 
lateral of the face). 


SKIN, DRYNESS OF 
(Anidrosis ) 


The skin is normally drier in winter than in summer. Certain obvious causes may 
produce this condition, such as severe vomiting and diarrhea. In certain skin dis- 
eases dryness of the skin may be marked, as in ichthyosis, scleroderma, eczema, 
psoriasis, pityriasis rubra pilaris, anesthetic leprosy, prurigo. Febrile states are gen- 
erally accompanied by a dry skin. Overstretching of the skin as in anasarca may lead 
to dryness. In senility the skin is dry and scaly. 

Diabetes Mellitus. Characteristics. The skin is dry and harsh in the uncontrolled 
state and sweating rarely occurs except when phthisis coexists or an insulin reaction 
occurs. 

Chief Signs. See page 759. 

Diabetes Insipidus. Characteristics. Perspiration is naturally slight and the skin is 
harsh. 

Chief Signs. See page 954, 


Skin, Telangiectases of 907 


Chronic Glomerulonephritis. Characteristics. The skin is dry and pale and sweats 
are not common when polyuria is marked. 

Chief Signs. See page 738. 

Atropine or Belladonna Action. Characteristics. Dryness and flushing of the skin 
accompany the general diminution in the secretion of all the glands. 

Chief Signs. History of ingestion of an overdose of belladonna or atropine; nervous 
excitation, followed by depression; diminished gastric juice, sweat, tears, saliva; dila- 
tation of the pupils; sedation of gastric and intestinal peristalsis; increase of the heart 
rate; may be pyrexia. 

Cretinism. Characteristics. The skin is very dry. 

Chief Signs. See page 43. 

Myxedema of Adults (Gull’s Disease). Characteristics. Dryness and roughness of 
the skin are marked, with inelastic swelling (puffiness) which does not pit on pressure. 

Chief Signs. See page 786. 

Scurvy (Scorbutus). Characteristics. The skin early becomes dry and rough and 
at times looks dirty. 

Chief Signs. See page 209. 

Less Common Causes. Tabes dorsalis; syringomyelia; cerebral tumor; paralysis 
of the cervical sympathetic (unilateral); chronic peritonitis; depressive psychosis; 
cirrhosis of the liver; adiposis dolorosa; chronic arthritis; trypanosomiasis; sclero- 
derma; anorexia nervosa (hysteria); Simmonds’ pituitary cachexia; ectodermal de- 
fects: heat stroke; carcinoma of the liver. 


SKIN, TELANGIECTASES OF 


(Telangiectasia ) 


This is an abnormal dilatation, not only of capillaries but also of arterioles and 
venules. The commonest form appears as linear red streaks on the face of old people. 
The color is due to the blood in the dilated vessels. Telangiectasia occurs in many 
cutaneous lesions, such as epitheliomas and acne rosacea. Pressure with a glass slide 
causes the lesions to disappear. 

Senile Angiomas (Ruby Spots; De Morgan’s Spots; Capillary Angiomas). Char- 
acteristics. These are small telangiectases which are very common in old people but 
may occur in anyone past the age of thirty. They are small red masses composed of 
numerous dilated vascular loops. They are sharply circumscribed and have no arbo- 
rescent branching. They are most common on the trunk. 

Spider Nevi (Arterial Spider; Nevus Araneus). Characteristics. These are arbo- 
rescent, erythematous lesions with a central enlargement and finger-like processes 
and blanch on pressure, filling with blood from the center on removal of the pres- 
sure. They are most common on the face, neck, shoulders, and upper portions of the 
chest. 

Chief Signs. Occurrence almost entirely in cases of cirrhosis of the liver, but some- 
times in pregnancy. 

Venous Stars. These are small telangiectatic veins, ordinarily of blue color. They 
are related to an increase in venous pressure. They may occur on any part of the 
body but are most common on the lower extremities. 

Hereditary Hemorrhagic Telangiectasia (Rendu-Osler-Weber Disease). Charac- 
teristics. There are small, sharply outlined, red macules appearing on any part of 
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the body. Common locations are the mucous membranes of the nose, tip of the 
tongue and palate, but the lesions may be in the stomach, bowels, lung, brain, bladder, 
liver and kidney. They may bleed. 

Chief Signs. Familial history; may be pulmonary arteriovenous fistulae with a 
bruit over them and demonstrable on x-ray and angiography. 

Telangiectasia Macularis Eruptiva Perstans. Characteristics. There are telangiec- 
tases over the entire body. This condition may represent an adult type of urticaria 
pigmentosa with urticaria resulting from stroking of the skin. Numerous reddish 
macules may also be seen. 

Chief Signs. May be evidence of liver or bone marrow damage; biopsy, showing 
mast cells congregated around the dilated small blood vessels. 

Less Common Causes. Actinodermatitis (poikiloderma, etc.) ; angioma serpigi- 
nosum; purpura annularis telangiectodes; carcinoid syndrome; ataxia-telangiectasia 
of children. 


SKIN, THICKENING OR INDURATION OF 


Induration of the skin accompanies all local inflammatory conditions, as cellulitis, 
abscess, boils, chronic ulcers. Scars and keloids are localized thickenings of the skin. 

Lichenification (Neurodermite ). Characteristics. This is a lichenified plaque upon 
the leg, neck, arm, or scrotum due to scratching. There is an oval or irregular patch 
of darkened and thickened skin, the surface being divided into more or less elevated, 
triangular, or irregular flat papular areas, presenting a mosaiclike appearance and 
covered by the lesions of scratching. 

Myxedema. Characteristics. A generalized firm, inelastic nonpitting swelling of 
the skin is present. 

Chief Signs. See page 786. 

Scurvy (Adult Form). Characteristics. A remarkable infiltration of the skin, sub- 
cutaneous tissues, and muscles (“scurvy sclerosis”), forming a brawny induration, 
may be noted, most often in the legs. 

Chief Signs. See page 209. 

Acquired Lymphangiectasis. Characteristics. The skin and subcutaneous tissues 
in the area drained by the obstructed lymph vessels are greatly thickened (hard 
edema, lymphedema). There is no pitting on pressure, and the skin has a coarse, 
corrugated surface (lymphatic warts), or the lymph vessels have a tortuous outline 
like varicose veins. 

Chief Signs. Presence of lymph obstruction (tumor, scar); tuberculosis, neoplasm, 
or removal of a group of glands; periodic pains and redness in the affected area, with 
fever; may be lymphatic fistulae from rupture of lymphatic warts; may be attacks of 
infection or erysipelas. 

Paralysis Agitans (Parkinson’s Disease). Characteristics. The skin, epoca of 
the forehead, may be thickened. 

Chief Signs. See page 619. 

Scleroderma. Characteristics. In the diffuse form a brawny induration gradually 
develops, and the skin becomes firm, hard, dry, glassy, and closely united to the sub- 
cutaneous tissues. It develops first in the extremities or in the face and may become 
universal. 

Chief Signs. See page 901. 
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Exophthalmic Goiter (Graves’ Disease). Characteristics. Scleroderma, as de- 
scribed above, may be a complication of Graves’ disease. 

Chief Signs. See page 307. 

Less Common Causes. Leprosy; phlebitis; rhinoscleroma; sclerema; morphea (lo- 
calized, spotty ) ; ichthyosis; lichen ruber; erysipelas; sclerodactylism; acute mammary 
carciaoma (peau d’orange) ; chronic arsenic poisoning (palms and soles) ; thrombo- 
angiitis obliterans; congenital lymphangiectasis; elephantiasis (or filariasis) ; multiple 
neuritis (hands and feet); Raynaud’s disease (scleroderma in); scleredema. 


SPASTICITY OR RIGIDITY, GENERAL 
(See also Opisthotonos, page 858.) 


Paralysis Agitans (Parkinson’s Disease; Shaking Palsy). Characteristics. The 
usual type is characterized by the early appearance of muscular rigidity which shows 
itself primarily in the expressionless face and the well-known attitude and gait. In 
most cases the first symptom is rigidity, to which tremor is added in the later stages. 

Chief Signs. See page 619. 

Parkinsonian Syndrome of Epidemic Encephalitis. Characteristics. The character 
of the rigidity is similar to that found in paralysis agitans (see above). 

Chief Signs. See page 619. 

Congenital Hydrocephalus. Characteristics. Paralysis and spasticity of the limbs, 
with muscular contractures, exaggeration of the deep reflexes, and extensor plantar 
responses are common. 

Chief Signs. See page 43. 

Acquired Chronic Hydrocephalus. Characteristics. There is spasticity of varying 
degrees associated with increase of the deep reflexes, diminution of the superficial 
abdominal reflexes, and the extensor plantar response. 

Chief Signs. See page 799. 

Serous Meningitis (Idiopathic Internal Hydrocephalus). Characteristics. Besides 
the convulsive phenomena, the motor system exhibits a progressive spasticity, which 
is bilateral and equal on the two sides, and associated with slight general weakness. 

Chief Signs. See page 799. 

Progressive Lenticular Degeneration (Wilson’s Disease). Characteristics. A con- 
stant feature of the disease is the rigidity or spasticity of the muscles. It is progressive 
in nature, and involves all the muscles of the body except those of the eyes. As the 
disease advances, the rigidity gives rise to contractures which eventually lead to per- 


manent deformities. 
Chief Signs. See page 915. 


SPEECH, DISTURBANCES OF 
(See also Hoarseness or Aphonia, page 279, and Nasal Voice, page 855.) 


Abnormalities of speech are numerous, varying from complete mutism to slight 
defects in articulation, and are dependent on disturbances, functional or organic, in 
some part of the complex mechanism which is responsible for the production of in- 
telligible language. Types of language disorder may be classified into three categories: 
i psychogenic (functional), wherein speech disturbance occurs in assocation with 
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diseases which affect the higher nervous integrations, 2, aphasic, wherein loss or 
disturbance of speech is due to a cerebral lesion involving the cerebral speech centers 
or their dependent paths of communication, and 3, dysarthric, wherein there is a loss 
or disturbance of speech due to a defect in articulation. 

Functional (psychogenic) speech disorders include a variety of speech disturb- 
ances, most of which need only be mentioned. Stammering and stuttering occur as a 
result of spasm of the muscles of articulation upon attempting to speak. If the spasm 
is tonic there is a complete blocking of speech—stammering; if the spasm is of a 
repetitive nature there will be repeated utterance of the first syllable—stuttering. 
Lisping is a functional speech disorder of articulation in which the sound “'s” is re- 
placed by “th.” In lallation or dyslalia there are multiple substitutions or omissions 
of consonants, “r” being replaced by “w,” “th” by “v,” “k” by “t,” etc. This is a 
normal feature of infancy and is seen in some mental defectives, although at times 
it occurs in otherwise normal persons. The power of speech may be delayed in chil- 
dren who are mentally retarded, and in idiocy it may be suspended altogether or be 
represented by mere babbling, grunting, or echolalia. Complete mutism is seen in 
various forms of dementia and at times in hysteria, but it may also be the result of a 
complete motor aphasia, either congenital or acquired. The differentiation between 
organic and functional disturbances of speech may thus at times require extreme 
care and extensive investigation. 

Aphasia is a state in which one has difficulty in speech, naming, writing, or reading, 
or any combination thereof, and associated misuse and/or perseveration of words, in 
the absence of mental deficiency or paralysis of the motor mechanism of articulation. 
This definition requires some clarification with regard to the concept of an absence of 
mental deficiency, in that aphasia is frequently associated with an impairment of intel- 
ligence due to disturbance in internal language, which plays an important part in cere- 
bration, and any lesion of the cerebral centers concerned with language must neces- 
sarily interfere to an extent with mental activities. This is particularly true in cases of 
sensory aphasia wherein there is a lesion in the two receptive language areas (see be- 
low). At the present time it is believed that there are four language areas, two receptive 
and two executive, situated in the majority of persons in the left cerebral hemisphere. 
One of the receptive areas (areas 41 and 42) is located in the posterior part of the first 
and second temporal convolutions and has to do with the storage of auditory memory 
images of words. The other receptive area (area 39) occupies the angular convolu- 
tion in the inferior parietal lobule and has to do with the storage of visual memory 
images of words. The area between these two centers (area 37) in the posterior 
part of the temporal lobe and the supramarginal convolution is also believed to be 
concerned with language formulation. Of the executive areas one, area 44 or Broca’s 
convolution, which is situated at the posterior end of the third frontal convolution, 
is the center for motor speech, and the other situated at the foot of the second frontal 
convolution, above Broca’s area, is for writing. These four areas are connected by 
nerve fibers which pass through the subcortical white matter, the isthmus of the 
temporal lobe, and the external capsule of the lenticular nucleus. They are also con- 
nected with the thalamus and to the corresponding areas in the opposite cerebral 
hemisphere through the corpus callosum and anterior commissure. From this brief 
description it might appear that specific localization of injury or disease for func- 
tional disturbances would be a simple matter, but such is far from true. First, the 
areas just described, while referred to as centers, are not circumscribed neural struc- 
tures of constant function and fixed localization. Second, from available informa- 
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tion, it appears almost certain that the entire language mechanism is not divisible 
into a number of parts, each depending on a fixed group of neurones, but rather 
that it is a sensorimotor process localized to the opercular region of the left cerebral 
hemisphere, with marked dependence for total function on an integrity, not only of 
the entire system just described but also of the entire cerebrum. 

Aphasia may be global (total, central), motor (verbal, executive, expressive, 
Broca’s), or receptive (Wernicke’s, sensory). Global aphasia results from a lesion 
which destroys a large portion of the speech areas of the dominant cerebral hemi- 
sphere. The patient is usually unable to say more than a few words, he cannot read 
or write, and he can understand at the most a few very simple words or phrases. 
Motor aphasia is due to a lesion in Broca’s area, the subcortical white matter of the 
insular, or the external capsule of the lenticular nucleus. The patient is unable to 
speak spontaneously, to read aloud, or to repeat what he hears, and he is usually 
unable to write, but he appears to understand, at least partially, what is said to him 
in an ordinary way. He may be able to say a few simple habitual words such as “yes” 
or “no” and may repeat this limited vocabulary over and over again as if compelled 
to do so. Under the stress of excitement or anger, however, he may bring forth the 
words of some well-known saying or song uttered as expletives, which may possibly 
be the result of activity from the nondominant uninjured corresponding area of the 
opposite hemisphere. Occasionally patients with expressive aphasia may be able 
to repeat some spoken words, to read aloud, and to copy words; this condition is 
called transcortical motor aphasia. At times, as in the case of severe Broca’s aphasia, 
writing remains unimpaired and the ability to read and understand spoken language 
is flawless, showing that intellectual powers and internal language are undisturbed; 
this is referred to as subcortical motor aphasia. Receptive aphasia usually appears 
as a complex syndrome consisting essentially in a loss of understanding of spoken 
language (auditory, verbal agnosia), and of written words (visual verbal agnosia), 
and an inability to write (agraphia). The patient is able to speak but misuses words. 
In word deafness hearing is not reduced, but there is an inability to comprehend 
the spoken word; and in word blindness sight is not reduced, but there is an inability 
to comprehend the written word. At times relatively pure forms of auditory verbal 
agnosia and visual verbal agnosia occur. In word deafness the lesion may either 
be of the auditory word center itself in the temporal cortex or one which isolates 
this center from the periphera, a subcortical lesion. The amount of interference 
with spontaneous speech depends in part at least therefore on the location of the 
lesion. If subcortical involvement is present the integrity of the auditory word center 
preserves mental language and so permits the patient to speak spontaneously with 
fluency and probable accuracy, and his writing power will be uninfluenced. If the 
cortical center itself is destroyed, internal language is deranged, and as a result, al- 
though some spontaneous speech is possible, it is usually severely disorganized 
(jargon aphasia). Characteristic of this lesion is the patient’s inability to appreciate 
his own spoken mistakes. In word blindness the lesion again may be either cortical 
or subcortical, and when the latter, it is often associated with hemianopsia. The 
word-blind patient suffers in speech to a greater or lesser extent depending on whether 
he uses his auditory or visual memories, chiefly in the process of internal language, 
if the latter, spontaneous speech will suffer far more than if the former. As a rule, 
clinically, word-deafness is usually accompanied by word-blindness to a greater or 
lesser extent, and when all elements are noted, including agraphia, the syndrome is 
referred to as Wernicke’s aphasia, sensory aphasia, or receptive aphasia. 
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Dysarthria occurs as a result of defects in articulation with intact mental functions, 
normal comprehension, and memory of words. It is a pure motor disorder of the 
muscles of articulation and may be caused by muscular weakness, rigidity, ataxia, 
or involuntary movements. Obvious causes of dysarthria, such as extensive disease 
of the lips, tongue, palate, and pharynx, need only to be mentioned. 

On the basis of the above description it will be obvious that, while there is a dis- 
tinction between aphasia and dysarthria, clinically speaking it is not quite absolute, 
and on this account as well as for reasons of convenience and practicality the dis- 
eases listed below will include both aphasia and dysarthria. 

Cerebral Hemorrhage (Apoplexy). Characteristics. Aphasia is a frequent result 
of the hemiplegic attack (right hemiplegia in right-handed persons; left-sided in 
left-handed persons). Transitory aphasias are extremely common, occurring in at 
least one half of the attacks. Permanent aphasias are rarer, about one half of the pa- 
tients recovering. The different forms of aphasia and their localization significance 
are discussed above under the caption note. Even without marked aphasia difficulty 
in speaking and slowness are common. The difficulty, when actual aphasia does 
not exist, is one of articulation rather than of speech; the voice is thick and indis- 
tinct, the labials are improperly pronounced, and from the physical interference 
which the paralyzed half of the tongue, lips, and cheek muscles causes, the enuncia- 
tion is slurring, indistinct, and thick. 

Chief Signs. History of an apoplectic attack with coma, coming on suddenly or 
more gradually; recovery of consciousness in about 24 hours with febrile reaction; 
existence of hemiplegia, partial or complete, of the face, arm, and leg on one side; 
gradual return of reflexes on the paralyzed side, with later rigidity and increased 
deep reflexes and Babinski; patient usually over 40 with signs of arterial disease; 
engorged vessels of the disk; may be increased blood pressure. 

Cerebral Thrombosis (Cerebral Softening). Characteristics. Typical aphasia is 
produced if the arterial disease involves the branches of the middle cerebral vessels. 
The different forms of aphasia and their localization significance are discussed above 
under the caption note. 

Chief Signs. Occurrence in older individuals or in syphilitic adults; premonitory 
symptoms common; onset gradual (paralysis may start in one hand and extend); 
loss of consciousness less apt to occur, or developing in progressive stages (in syphilis 
usually absent) ; arteries often markedly atheromatous; blood pressure apt to be low. 

Cerebral Embolism (Cerebral Softening). Characteristics. As in thrombosis (see 
above). 

Chief Signs. Occurrence in young adults; presence of acute or subacute bacterial 
endocarditis, an acute infectious disease, or mitral stenosis; sudden onset without 
premonitory symptoms; unconsciousness not apt to occur; convulsion common; 
may be emboli elsewhere; hemiplegia, usually transient. 

Cerebral Abscess. Characteristics. Partial word-deafness may occur if there is a 
left temporosphenoidal abscess. 

Chief Signs. See page 341. 

Cerebral Tumor. Characteristics. Various forms of aphasia may occur, depending 
on the site of the tumor and the involvement of the different centers by extension. 
An infiltrating tumor may result in global aphasia. A tumor of the prefrontal region 
may by extension involve the speech area; one in the motor area may encroach upon 
the speech center in Broca’s area; one in the parietal region on the left side may 
cause word-blindness, mind-blindness, or word-deafness. An occipital lobe tumor 
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by extension into the angular gyrus may produce word-blindness. A tumor of the 
medulla may cause difficulty in articulation (dysarthria). 

Chief Signs. See page 340. 

Hysteria Characteristics. Hysterical aphasia is paradoxical and polymorphic and 
usually differs from organic aphasia in some curious fashion, according to the caprice 
of the patient. Thus, for example, a patient with hysterical aphasia may also have 
peculiar tricks of intonation or of accent. 

Chief Signs. Existence of other stigmas of hysteria, especially hysterical hemiplegia. 

Migraine. Characteristics. Transient aphasia occasionally occurs and may be in- 
termittent. It may be associated with hemianopsia and usually precedes the pain. 

Chief Signs. See page 5. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. The 
speech defects are entirely articulatory and give rise to the staccato scanning or syl- 
labic utterance, which, though a classical sign, is of rare occurrence. Minor degrees 
of articulatory impediment are, however, not uncommon, especially indistinct pro- 
nunciation of the explosives b, d, g, and a monotonous voice, in which the syllables 
are uttered hesitatingly and slowly. 

Chief Signs. See page 703. 

Friedreich’s Ataxia. Characteristics. The speech is characteristic and is of a hesi- 
tating, syllabic, explosive order. It results from an incoordination of the articulatory 
and respiratory muscular mechanism. On attempting to speak the expiratory and 
vocal muscles are thrown into strong contractions but the glottic opening remains 
closed. After an effort the air passes through the glottis, giving vent to a loud explo- 
sive sound. 

Chief Signs. See page 22. 

General Paresis (General Paralysis of the Insane; Dementia Paralytica). Char- 
acteristics. The articulation is slurring and tremulous, the commencement of a sen- 
tence being relatively distinct, but terminating in an inarticulate drawl. The most diffi- 
cult phrases to utter are those containing the linguals and labials as in “third riding 
artillery brigade.” 

Chief Signs. See page 105. 

Huntington’s Chorea (Chronic Progressive Chorea). Characteristics. The speech 
is slow and hesitating, and eventually becomes indistinct. 

Chief Signs. See page 850. 

Infantile Cerebral Paralysis. Characteristics. In the congenital cases speech may 
never be acquired. In those cases which commence after the child has learned to 
speak, motor aphasia, sometimes temporary, at other times partial and complete, 
may be observed. In nearly all cases speech is slowly acquired. Articulation is slow, 
hesitating, or stammering and accompanied by facial overaction and slobbering. It 
not infrequently assumes the form of lalling. 

Chief Signs. See Infantile Diplegia, page 335. 

Myasthenia Gravis. Characteristics. At the beginning speech is normal or may be 
nasal in tone or may possess certain slight defects. As talking continues the defects 
become accentuated until eventually there is a complete anarthria which disappears 
with rest. 

Chief Signs. See page 959. 

Paralysis Agitans (Parkinson’s Disease). Characteristics. As the disease advances 
the voice becomes feeble and piping and reduced to a monotone. The articulation 


914 General Symptoms 


like the gait acquires a festinant character. The patient begins to speak slowly but 
tends to hurry, so that the final syllables are pronounced hastily. 

Chief Signs. See page 619. 

Postdiphtheritic Paralysis. Characteristics. The voice is nasal, and certain con- 
sonants are altered (‘‘b” becomes “‘m”; “d’” becomes “‘n”; “k” becomes “ng,” etc.), 
so that articulation as a whole is indistinct. This indistinctness of articulation is in- 
creased when the patient stoops forward, and diminishes or disappears on lying with 
the head thrown backward. 

Chief Signs. History of diphtheria two to three weeks previous; palate first para- 
lyzed (nasal voice, regurgitation of food through the nose); may be loss of power of 
ocular accommodation, or diplopia and squint; may be presence of the light reflex 
with accommodation lost; may be other paralyses (limbs, trunk, diaphragm, etc.); 
negative Schick test; throat culture. 

Bulbar Paralysis (Glosso-labio-laryngeal Paralysis). Characteristics. Owing to 
progressive weakness of the muscles of articulation with atrophy and tremor, speech 
becomes more and more indistinct. Earliest the consonants l, r, n, s, t (linguals), 
then 0, u, p, b, m, become difficult of pronunciation. The voice is often nasal from 
palatal paralysis; later speech becomes unintelligible. 

Chief Signs. Gradual onset; speech affected first; weakness and wasting of the 
tongue and lips with fibrillary tremor and contractions; dysphagia; dribbling of 
saliva; regurgitation of fluids through the nose; partial reaction of degeneration; 
eventually inanition. 

Pseudobulbar Paralysis. Characteristics. There is thick, indistinct articulation re- 
sembling that of true bulbar paralysis. There may be complete anarthria. 

Chief Signs. History of hemiplegia on one side, followed later by hemiplegia on 
the other side; dribbling of saliva; difficulty in swallowing; absence of atrophy or 
fibrillary tremor of the affected muscles; emotionalism (laughing and crying); small- 
step gait. 

Facial Paralysis. Characteristics. The labials, p and b, and the labiodentals, f and 
V, are indistinct, especially so when the palsy is bilateral. 

For causes see page 48. 

Acute Alcoholism, Characteristics. The articulation is slurring, being especially 
marked in the pronunciation of labial and linguodental consonants. This is only tem- 
porary. Many alcoholic patients realize their own articulative difficulty, and in en- 
deavoring to compensate for it they utter certain words with a deliberation and undue 
emphasis that betrays them. 

Chief Signs. See page 38. 

Chorea (Sydenham’s Chorea). Characteristics. In severe cases speech becomes 
hesitating and jerky and may be even reduced to a whisper. 

Chief Signs. See page 850. 

Idiocy. Characteristics. In the lowest forms babbling, grunting, and echolalia are 
the characteristics, and also the use of words of the patient’s invention. Lalling and 
stammering are of frequent occurrence, but are more likely to be met with as the 
scale is ascended. 

Chief Signs. See page 788. 

Hereditary Cerebellar Ataxia. Characteristics. Speech is a hesitating, scanning, 
and usually explosive form of articulation. 

Chief Signs. Familial and hereditary character (17 to 35 years); reeling, stagger- 
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ing, or drunken gait; irregularity, uncertainty, and sometimes tremor in the move- 
ments of the arms; asynergia; dysdiadochokinesia; knee jerks increased; may be optic 
atrophy; absence of deformity. 

Progressive Lenticular Degeneration (Wilson’s Disease). Characteristics. Inter- 
ference with speech and swallowing is a prominent feature of the disease. The dys- 
arthria is characterized by a slurring of the consonants and a cutting off of the last 
syllables. Toward the end there may be a total dysarthria. 

Chief Signs. Familial character; occurrence in the latter part of the second decade; 
chronic progressive fatal course (few months to several years); fine tremor of paral- 
ysis agitans type; progressive muscular rigidity which may lead to contractures; dys- 
phagia; mental symptoms (emotionalism and progressive dementia). 

Myxedema. Characteristics. The speech is apt to be slow, as are other motor acts. 
It is monotonous, and the thickened lips further contribute to make it at times unin- 
telligible. 

Chief Signs. See page 786. 

Less Common Causes. Acute ascending paralysis; ataxic paraplegia; brominism, 
nicotine poisoning; gummatous meningitis; polyneuritis; myelitis; depressed fracture 
of the skull; epidural hemorrhage; psychoneurosis; epilepsy (as a sequel to a fit or 
as an equivalent); unilateral hypoglossal paralysis (wounds); facioscapulohumeral 
myopathy (Landouzy-Déjerine); tabes dorsalis; double athetosis; malingering; 
melancholia; amyotrophic lateral sclerosis; acute febrile polyneuritis; progressive 
muscular atrophy; infundibular syndrome; narcotic poisoning; cerebral arteriosclero- 
sis (transient and due to angiospasm); pregnancy; Raynaud’s disease (transient 
aphasia ); uremia (transient aphasia ) ; hypoglycemia; overdose of sedatives; St. Louis 
type of encephalitis; hypertensive encephalopathy; botulism; thrombosis of the pos- 
terior inferior cerebellar artery; brain surgery; Alzheimer’s disease; heat stroke 
(ataxic dysarthria); cerebellar atrophy (ataxic dysarthria); severe blood loss; ne- 
phritis; typhoid fever; pneumonia; malaria; cerebellar neoplasm; congenital deafness, 
cretinism; Little’s disease; congenital facial diplegia. 


STATURE, TALL 


(For stature, short, see Dwarfism and Infantilism, page 801.) 


Acromegaly. Characteristics. The height may be increased, but this is not as 
marked as the other signs unless the onset began before ossification of the epiphyses. 

Chief Signs. Onset after puberty; gradual increase in features which become heavy 
and thick, especially the nose, eyelids, tongue, ears, lower jaw, and malar bones; en- 
larged hands and feet (“spade hands”) ; heavy growth of hair; headache; ocular symp- 
toms (bitemporal hemianopsia, increasing blindness, optic neuritis, exophthalmos ) ; 
may be deafness; first diabetes, later increased carbohydrate tolerance; x-ray of the 
sella turcica. 

Gigantism. Characteristics. The stature may be greatly increased. 

Chief Signs. Onset before puberty; appearance normal or suggesting acromegaly; 
often physical and mental weakness; x-ray of the sella turcica. 

Less Common Causes. Hyperplasia or tumor of the suprarenal cortex; hypo- 
ovarianism; teratoma of the pineal body. 
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STEATORRHEA 
(Passage of Bulky, Frothy, Foul-Smelling Stools) 


The term steatorrhea was originally applied to grossly visible fat in the stools. Now 
the term includes excess fat in the stools whether visible or demonstrable only by chem- 
ical or microscopic examination. Normal persons on a mixed diet containing 50 gm. of 
fat excrete 2 to 3 gm. of fatty material in the stools per 24 hours. Normally 90 per cent 
or more of ingested fat is absorbed, and 50 per cent or more of the fat in the stools is 
derived from nondietary sources. Defective fat absorption is present if less than 90 per 
cent or more of ingested fat is absorbed. In clinical steatorrhea there is a considerable 
variation in the amount of fat absorbed from day to day. If more than 25 to 30 per 
cent of the dried weight of stool is fat, steatorrhea is present. As a screening test micro- 
scopic examination of the stools for fat or fatty acids by the Anderson method is very 
satisfactory. A low or zero serum carotene level reflects significant steatorrhea. Elabo- 
rate fat-balance studies are usually not necessary. The term “malabsorptive syndrome” 
includes many of the causes of steatorrhea. 

Sprue (Tropical Sprue). Characteristics. The stools, of which there are usually one 
to three during the forenoon associated with colic, are bulky, pale, foamy (filled with 
bubbles), acid, and malodorous. 

Chief Signs. Occurrence in the tropics; chronicity with remissions and relapses; 
glossitis and aphthous stomatitis; weakness and emaciation; macrocytic hyperchromic 
anemia; flat oral glucose tolerance curve; presence of Monilia psilosis in the stools; 
x-ray (deficiency pattern of the small intestine); remission with liver therapy, folic 
acid, and vitamin By». 

Celiac Disease (Gee-Herter Disease ). Characteristics. During exacerbations there 
is increased frequency of the stools, which are large, loose, pale, frothy, and very foul. 

Chief Signs. Onset between 1 and S years of age; exacerbations and remissions; pro- 
tuberant abdomen; glossitis and stomatitis; tetany; emaciation with retardation of 
growth and development; flat glucose tolerance curve; anemia; remission often with 
gluten-gliadin-free diet (elimination of foods containing wheat, rye, barley, and oats). 

Nontropical Sprue (Idiopathic Steatorrhea of Adults; Adult Celiac Disease). Char- 
acteristics. The stools are similar to those of tropical sprue, above. 

Chief Signs. Similar to those of tropical sprue; osteoporosis and spontaneous frac- 
tures not uncommon; remission often with gluten-gliadin-free diet. 

Cystic Fibrosis of the Pancreas (Mucoviscidosis ). Characteristics. In 85 to 90 per 
cent of patients the stools are increased in number and are bulky, greasy, and very foul. 

Chief Signs. Familial history; recurrent respiratory infections and eventually symp- 
toms of obstructive emphysema; abdominal distention; malnutrition; massive salt 
depletion in summer; may be meconium ileus at birth; may be portal cirrhosis; ex- 
cessive secretion of chloride in sweat (“sweat test’), absence of pancreatic enzymes 
on duodenal drainage. 

Chronic Pancreatitis (Chronic Relapsing Pancreatitis). Characteristics. Occasion- 
ally there are bulky fatty stools containing undigested fat fibers. 

Chief Signs. History of attacks of upper abdominal pain; may be diabetes mellitus; 
may be x-ray evidence of calcification of the pancreas. 

Carcinoma of the Pancreas. Characteristics. Steatorrhea sometimes occurs. 

Chief Signs. See page 519. 
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Intestinal Lipodystrophy (Whipple’s Disease). Characteristics. The stools are 
bulky, frothy and foul-smelling and contain large amounts of neutral fat and fatty 
acids. 

Chief Signs. Occurrence mainly in adult males; intermittent diarrhea with abdominal 
discomfort; sometimes migratory polyarthritis; intermittent fever; hypotension; ane- 
mia; lymphadenopathy; chronic cough; edema; ascites (sometimes chylous) ; weakness 
and weight loss; flat glucose tolerance test; gastric hypoacidity or anacidity; lymph 
node or intestinal biopsy (positive acid-Schiff stain). 

Less Common Causes. Total pancreatectomy; gastrectomy; resection of the small 
intestine; short-circuiting operations ( gastro-ileostomy ); intestinal fistulas; malrota- 
tion of the intestine; obstruction of the common bile duct; primary biliary cirrhosis; 
regional enteritis; reoviral enteritis; scleroderma; amyloidosis; mesenteric-artery in- 
sufficiency; lymphoma of the small intestine and mesentery; intestinal tuberculosis; tu- 
berculosis of the mesenteric lymphatics (tabes mesenterica) ; redundant or blind loops 
of the intestine; multiple strictures of the small intestine; multiple jejunal diverticulosis; 
radiation injury; neomycin therapy; carcinoid syndrome; pancreatic fistula; thyro- 
toxicosis; obstructive jaundice; severe starvation (kwashiorkor, etc. ). 


STERILITY IN THE FEMALE 


Sterility is the term used to denote an inability to produce offspring. While the 
female is often considered to be at fault, the male may be to blame in one third to 
almost one half of all cases. 

In the female sterility may be either physiologic or pathologic, primary or second- 
ary, temporary or permanent, relative or absolute. Primary sterility is that form in 
which conception has never occurred. Secondary sterility is said to exist when it fol- 
lows one or more pregnancies. Temporary sterility denotes a transient condition. Per- 
manent sterility implies an irremediable condition. Relative sterility designates a con- 
dition wherein conception is unlikely. Absolute sterility denotes an impossibility as 
regards pregnancy. 

Physiologic sterility occurs as a relative sterility in certain phases of the female 
menstrual cycle and to an extent in lactating females. Absolute physiologic sterility is 
seen in the female prior to puberty and after the menopause. 

The major specific causes of pathologic sterility in a female may be summarized as 
follows: 1, gross pelvic lesions; 2, cervical lesions; 3, tubal lesions; 4, vaginal and vul- 
val lesions; and 5, endocrine lesions. 

In addition to the specific pathologic conditions just outlined certain general “infer- 
tility” factors of a more or less nonspecific nature may result in sterility, either because 
of their intrinsic seriousness or as a result of a summation of effects. Poor general 
health may be such that the organs of the body cannot properly function, the genital 
organs among them. This is seen in some cases of severe anemia and emaciation and 
in general depression. Clinical and animal experimentation attest to the fact that in- 
adequate nutrition at times is a factor. Climate (light, temperature, humidity, etc.) has 
been shown in some instances to assert a significant influence on ovarian function and 
fertility, e.g., white women often become sterile during a sojourn in the tropics but re- 
gain their normal reproductive powers on returning to their original environment. 
Various poisons such as lead, alcohol, arsenic, phosphorus, and the opiates have an 
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injurious effect on gonadal cells which may result in sterility. Endocrine abnormalities 
of a subclinical nature may at times cause sterility, e.g., the sterility occasionally en- 
countered in the presence of subclinical hypothyroidism. Severe psychic trauma may 
at times cause sterility, as manifest, for example, by the many cases of amenorrhea 
among inmates of German concentration camps. Sexual incompatibility between 
husband and wife is an ill-defined condition, which, however, is fully believed by some 
to be a cause of sterility. The influence of age on childbearing must not be forgotten, 
the liability to conceive falling rapidly every year over thirty. 

The use of douches which interfere chemically or mechanically with the process of 
impregnation is a common cause of premeditated sterility. Dyspareunia is an obvious 
cause of sterility (for causes, see page 663). 

Laceration of the Pelvic Floor. Characteristics. The vagina may be so relaxed and 
patulous that the semen is not retained. 

Chief Signs. See page 656. 

Chronic Vaginitis. Characteristics. The discharge incident to the chronic inflamma- 
tion may interfere chemically with the vitality of the spermatozoa or mechanically 
with their progress to, or entrance into, the cervix uteri. 

Chief Signs. Sce page 660. 

Stenosis of the Cervix. Characteristics. The combination of a long, pointed cervix 
and a “‘pin-hole” os is a frequent cause of sterility. The cervix may, in addition, be 
sharply flexed. 

Chronic Endocervicitis. Characteristics. The excessive secretion of tenacious mu- 
coid material may so plug the cervical canal as to constitute a barrier against the 
entrance of spermatozoa. 

Chief Signs. See page 644. 

Chronic Endometritis. Characteristics. An endometritis such as occasionally fol- 
lows gonorrheal or puerperal sepsis may so affect the mucous membrane as to make 
it poor soil for the reception and nourishment of the ovum. 

Chief Signs. See page 645. 

Retroversion of the Uterus. Characteristics. The cervix may be thrown so far for- 
ward that spermatozoa do not readily enter the os. In addition, in long-standing cases 
there is often a chronic metritis or endometritis, which is also a contributing factor. 

Chief Signs. See page 647. 

Anteflexion of the Uterus. Characteristics. The cervix may be thrown so far forward 
as to be lifted out of the seminal lake. 

Chief Signs. See page 657. 

Uterine Fibroids. (Fibromyomas of the Uterus). Characteristics. In large tumors 
mechanical difficulties arise which are unfavorable to conception. Even before a 
fibroid uterus has reached this stage, however, for some unknown reason the likeli- 
hood of pregnancy is diminished. 

Chief Signs. See page 646. 

Salpingitis (Inflammatory Disease of the Tubes). Characteristics. Occlusion of the 
lumen of the tube either is by invagination and agglutination of the fimbriae or is a 
result of peritoneal adhesions, or both processes may be due to infection (strepto- 
coccal, staphylococcal, gonococcal, pneumococcal, tuberculous, colon bacillus, etc.), 
operative procedures, or injections (lipiodol, artificial insemination) which may so 
interfere with the entrance of ova into the tube as to cause sterility. 

Chief Signs. See page 658. 
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Endocrine Dysfunction (Functional Sterility). Characteristics. No physical defects 
can be demonstrated, and yet the patient does not conceive. 

Chief Signs. Primary pituitary deficiency: obesity; sluggishness; scanty or no men- 
struation; small uterus; urinary estrin and prolan absent or deficient; atrophic en- 
dometrium; high vaginal pH; lack of cornification of the vagina. Primary ovarian 
failure: thin, tall, nervous subject; scanty or no menstruation; uterus of normal size; 
urinary estrin and prolan present but decreased; hypoplastic endometrium; slightly 
increased vaginal pH; lack of cornification of the vagina. Hyperestrinism: normal 
build; menorrhagia or anovulatory menstruation; large genital organs (uterus and 
breasts ) ; cystic ovaries; urinary estrin greatly increased, prolan normal; pregnanediol 
absent; hyperplastic (“swiss cheese”) endometrium; low vaginal pH; cornification of 
the vagina. 

Cystic Ovaries. Characteristics. The sterility is due to lack of ovulation. 

Chief Signs. Menorrhagia or anovulatory menstruation; enlarged boggy uterus and 
cystic ovaries; hyperestrinism; hyperplastic (“swiss cheese”) endometrium; high 
vaginal pH; excessive vaginal cornification. 

Less Common Causes. Vaginismus; congenital absence of the uterus, tubes, or 
ovaries; congenital abnormalities of the tubes (circumscribed defects, atresia) ; con- 
genital infantilism; pseudohermaphroditism; cervical polyp; carcinoma of the uterus; 
oophoritis; peri-oophoritis; surgical damage or displacement of the ovaries; endo- 
metriosis; infectious diseases with direct ovarian damage (mumps, scarlet fever, 
cholera, congenital syphilis, etc.) ; ovarian tumor; congenital fistula; hyperinvolution 
of the uterus; prolapsed ovary; tuberculosis of the ovaries; tubal neoplasms (usually 
found bilaterally); prolapse of the uterus; irradiation; uterine hypoplasia; dysmenor- 
rhea membranacea; cicatricial atrophy of the uterine mucosa; vaginal aplasia or 
atresia; vulval tumor; excessive vitamin A intake (?); chlorosis; tuberculosis; dia- 
betes mellitus; leukemia; exophthalmic goiter; hypothyroidism; chronic nephritis; Ad- 
dison’s disease; hypophysis disease (basophilic adenoma, acromegaly, Simmonds’ 
pituitary cachexia) ; rigid or imperforate hymen; Frohlich’s syndrome; adrenocortical 
tumors. 


STERILITY IN THE MALE 


(See also Impotence, page 822.) 


Sterility is an inability to beget children on account of absence or imperfection of 
the semen. The normal ejaculate measures 3 to 5 ml. in volume. Each ml. contains 
60,000,000 to 200,000,000 spermatozoa, has at least 75 per cent relatively motile 
forms, and contains no more than 19 to 20 per cent abnormal sperms. Azoospermia is 
the name applied to spermatic fluid containing no spermatozoids; aspermia denotes an 
absence of semen; oligospermia indicates a reduction in the number of sperms; and 
necrospermia signifies dead spermatozoa. Debilitating disease and mental or physical 
exhaustion may bring about a temporary sterility. Too frequent coitus may result in 
sufficient lowering of the total number of spermatozoa in the ejaculate to produce 
sterility, longer intervals of rest between the sex act usually restoring a normal output 
of spermatozoa. Certain chemical poisons, chiefly alcohol, lead, and the opiates, may 
have a sufficiently deleterious effect on the testicles to result in sterility. [rradiation, 
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too, deserves special mention as a cause. Brief exposure to x-ray may entail a brief 
sterility. In the early era of radiology, as a result of a lack of knowledge concerning the 
injurious effects of radiation and a failure to take adequate protective measures, nearly 
all workers in an x-ray department became sterile. Dietary disturbances resulting in 
either undernutrition or overnutrition may at times so suppress spermatogenesis as to 
result in sterility. Azoospermia often occurs during acute systemic infections and may 
be present for weeks after convalescence from long-standing infections such as ty- 
phoid fever. Constitutional disturbances such as nephritis, diabetes, and metabolic 
disturbances, may produce temporary azoospermia. In general, therefore, sterility 
in the male occurs as a result of: 1, testes which fail to produce normal spermatozoa 
in sufficient numbers; 2, encountered hostility or obstruction in the passages these 
sperms must traverse; or 3, a failure to deliver the spermatozoa to the proper place. 
Thirty-five to almost fifty per cent of sterility is said to be due to the male. 

Chronic Gonococcal Epididymitis (Bilateral). Characteristics. Sterility is inevi- 
table if the ducts are completely occluded, yet the patient is not impotent, his sexual 
power and appetite are unimpaired. He ejaculates semen resembling the healthy 
fluid in quantity, smell and color, but containing no spermatozoa. Nongonococcal 
epididymitis is so rarely bilateral that complete sterility rarely results, certainly much 
less often than would be expected. 

Chief Signs. History of an attack of acute epididymitis occurring from the third 
to the eighth week following a gonococcal infection with involvement of the posterior 
urethra and “swelled testicles.” 

Chronic Prostatitis (Chronic Posterior Urethritis). Characteristics. If the inflam- 
mation has been severe the spermatozoa may be killed in transit, but even a mild 
catarrh may so alter the qualities of these secretions as to render the spermatozoa 
infertile. 

Chief Signs. May be persistent urethral discharge, disturbance of urination (fre- 
quency, pain, urgency, slow stream, or even obstruction) ; may be pain in the back 
in the upper sacral region, constant and aching in character, uninfluenced by urina- 
tion; sense of fullness in the perineal region, excited by continued pressure against 
the perineum with preference for a hard seat rather than a soft one; pain just behind 
the glans penis and at the penoscrotal angle; premature ejaculation. 

Chronic Seminal Vesiculitis. Characteristics. Same as above (chronic prostatitis ) 
with which it is always associated (see above). 

Chief Signs. May be history of attacks simulating renal colic; pain in the rectum, 
spontaneous or excited by defecation, urination, erection, or ejaculation; frequent 
urination; may be painful testicle; may be relapsing epididymitis. 

Premature Ejaculation. Characteristics. Sterility is caused if such occurs before 
entrance of the penis into the vagina. 

Chief Signs. History. 

Less Common Causes, Bilateral cryptorchism; testicular atrophy or hypoplasia; 
eunuchoidism; congenital absence of the epididymis; absence of the testis; varicocele; 
hydrocele; congenital absence of the vas deferens; pituitary atrophy; pituitary tumor; 
cretinism; myxedema; feminizing adrenal cortical‘ tumor; mumps; tuberculosis of 
the testis; testicular syphilis; bilateral testicular tumor; congenital absence of the 
prostate gland; congenital urethral stricture; acquired urethral stricture; congenital 
urethral diverticula; epispadias; hypospadias; urethral fistula; tumors of the penis 
(mechanical inability of coitus); Frdhlich’s syndrome; testicular injury. 
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STOOLS, BLOOD IN; AND PASSAGE OF BLOOD PER ANUM 
(Melena; Occult Blood; Anorectal Bleeding) 


(See also Hematemesis, page 554.) 


The most common source of bleeding through the anus is the rectum and anus 
itself. Melena is practically always found whenever any appreciable amount of blood 
is vomited, but it may be present in the absence of hematemesis, even when the 
actual site of the lesion is in the esophagus, stomach, or duodenum. If the bleeding 
is high up in the gastrointestinal tract the blood is usually altered in appearance, the 
stools being black and tarry; if it comes from the lower ileum or colon or lower it 
is red. It must be remembered that iron and bismuth sulfide cause the stools to be 
dark, but they are usually slaty or dirty grayish black. Charcoal will also cause black 
stools, as will certain vegetables and fruits (black cherries, spinach, beets, red wine, 
etc.). The black, tarry stool of gastrointestinal hemorrhage has in addition to its color 
a very characteristic pungent, almost unmistakable odor. Blood may be present in 
the stools though invisible (occult blood), and chemical tests will be required to 
detect it. In general, in patients with the sole sign of melena an etiologic diagnosis is 
more difficult than that in patients with hematemesis. 

Hemorrhoids. Characteristics. Bleeding occurs from superficial or deep ulcers that 
injure small or large vessels (veins), especially in internal hemorrhoids. The blood 
is apt to occur in streaks adherent to the feces; but in severely bleeding “piles,” the 
evacuation of feces is often followed by a free discharge of blood which may stain 
the toilet basin bright red; in such a case the bleeding may continue a moment or 
for hours, and the amount of blood lost may vary from a few drops to one-half pint 
or more. Generally the hemorrhage is arrested by replacing the hemorrhoids above 
the sphincters. 

Chief Signs. See page 665. 

Fissure in Ano. Characteristics. This condition is invariably accompanied by slight 
bleeding during defecation, and blood is seen as a single long streak on the fecal bolus, 
as bright red drops upon the excrement, or as a smear on toilet paper. 

Chief Signs. See page 665. 

Proctitis. Characteristics. Bleeding from the rectum is common, but symptoms from 
it are never alarming, since the blood comes from erosions, through which it oozes 
intermittently or is driven by feces during defecation. Ordinarily the only evidence 
of bleeding is a smear or streak of blood on the feces; but when ulcers form, mixed 
infection complicates proctitis, and small or considerable amounts of blood may be 
lost. 

Chief Signs. See page 666. 

Chronic Ulcerative Colitis. Characteristics. The motions are usually small and the 
feces are separate. There may be clotted lumps of blood, or the blood is uniformly 
mixed, and the motions look like anchovy sauce. 

Chief Signs. See page 792. 

Carcinoma of the Rectum. Characteristics. Traces of blood may be passed from 
time to time, and sometimes a sanguinous discharge occurs, especially after the neo- 
plasm degenerates and deep craterlike ulcers form. 

Chief Signs. See page 666. 

Duodenal Ulcer. Characteristics. Bleeding is frequent and manifested either by 
occult blood or gross blood in the stools. When there is much hemorrhage the feces 
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may look like tar or soft asphalt; sometimes they are formed and of a brownish black 
color, and the patient’s suspicion of hemorrhage is aroused only by noticing a margin 
of blood around the feces in the water after an evacuation. 

Chief Signs. See page 517. 

Ulcer of the Rectum (Simple, Syphilitic, Tuberculous, Dysenteric, Typhoidal, Bal- 
antidic, Chancroidal). Characteristics. At one time or another bleeding occurs which 
may be insignificant or alarming, depending on the number and size of veins or arteries 
involved. 

Chief Signs. See page 665. 

Amebic Dysentery. Characteristics. The stools are bloody, or mucus and blood 
occur together, In very severe cases there may be constant tenesmus, with pain of 
the greatest intensity, and the passage every few minutes of a little blood and mucus. 

Chief Signs. See page 791. 

Bacillary Dysentery. Characteristics. At first mucus is passed in the stools, but with- 
in 24 hours blood appears with it, or there is pure blood; every hour or half hour 
there may be a small amount of blood and mucus passed. 

Chief Signs. See page 790. 

Carcinoma of the Colon. Characteristics, Occult blood first occurs in the stools. As 
the growth enlarges or ulceration supervenes there results a mucopurulent, blood- 
tinged discharge and “coffee-ground” or tarry stools, but clear blood may be dis- 
charged when the growth is in the lower sigmoid or occasionally when higher up. 

Chief Signs. See page 765. 

Acute Enterocolitis (Ileocolitis ). Characteristics. The stools contain easily visible 
mucus-looking flocculi and shreds which are occasionally tinged with blood, espe- 
cially in cases in which the inflammation has gained in intensity. 

Chief Signs. See page 789. 

Carcinoma of the Stomach. Characteristics. Occult blood in the feces is more fre- 
quently found in malignancy of the stomach than in ulcer. Gross melena occurs in 
about 12 per cent of cases of gastric cancer. 

Chief Signs. See page 550. 

Typhoid Fever. Characteristics. Hemorrhage from the bowels occurs as a serious 
complication in about 7 per cent of all cases. There may be a slight trace of blood in 
the stools, but often it is a profuse, free hemorrhage. It occurs most commonly be- 
tween the end of the second and the beginning of the fourth week. It usually comes 
without warning. A sensation of sinking or collapse is experienced by the patient, the 
temperature falls and may drop six or seven degrees in a few hours. 

Chief Signs. See page 790. 

Gastric Ulcer. Characteristics. Melena occurs occasionally if the ulcer is near the 
pylorus, but rarely without hematemesis. Dark stools may be noticed for two or 
three days following hematemesis. 

Chief Signs. See page 517. 

Fistula in Ano. Characteristics. Fistulas seldom bleed except when probed or en- 
croached upon by syphilitic, chancroidal, or other types of ulceration, and in either 
case hemorrhage is unimportant. 

Chief Signs. See page 927. 

Injury of the Rectum or Anus. Characteristics, Bleeding from this source may be 
slight, moderate, profuse, or in rare instances fatal. The blood is bright red and inde- 
pendent of defecation. The history and inspection of the anus and rectum are sufficient 
factors for diagnosis. 


Stools, Blood in; and Passage of Blood per Anum 923 


Stricture of the Rectum. Characteristics. There is usually a discharge composed of 
admixed blood, pus, and mucus, but annoying or profuse bleeding is rare unless in- 
duced by operative interference or the evacuation of scybala. 

Chief Signs. See page 666. 

Intussusception. Characteristics. Bloody stools is a very constant symptom (over 75 
per cent). There are often only two or three thin, diarrheal movements, and then 
only blood and mucus are passed with no trace of feces and with no fecal odor. The 
amount of blood varies from a quantity sufficient to stain the mucus, to an ounce of 
semifluid blood. It rarely occurs without some mucus. Such discharges frequently 
follow attacks of severe colicky pain and may occur several times in an hour. 

Chief Signs. See page 763. 

Cirrhosis of the Liver (Alcoholic or Portal). Characteristics. Following the hema- 
temesis, melena (dark tarry or pitchy stools) is common; but hemorrhages from the 
bowels may occur for several years without hematemesis. 

Chief Signs. See page 581. 

Ankylostomiasis (Hookworm Disease). Characteristics. Occult blood is present 
constantly in the stools, which are often reddish brown in color and contain the 
microscopic ova of the parasites. 

Chief Signs. See page 723. 

Fecal Impaction. Characteristics. Occasionally rectal hemorrhage occurs from lac- 
erations in the mucosa made by the passage of hardened fecal accumulations (scyb- 
ala) or from stercoral ulcers resulting from pressure necrosis, caused by retained 
hard fecal masses. 

Chief Signs. See page 765. 

Rectal and Colonic Polyps or Adenomas. Characteristics. Polyps just above the 
sphincters seldom bleed, but when they attain considerable size, become fragile and 
protrude, bleeding ensues, since their frequent replacement causes the formation of 
erosions, ulcers, or part or all of the growth breaks off. The rare papillomatous or 
villous tumors invariably cause daily slight to profuse bleeding. Rectal polyps are a 
common cause of melena in young children. Polyps of the colon sometimes bleed, 
occasionally very briskly. 

Chief Signs. See page 666. 

Condylomata (Lata or Acuminata). Characteristics. When occurring in the anal 
canal, at the mucomembranous juncture, or upon the perianal skin, these warty 
growths occasionally form masses that degenerate into superficial ulcers, or they may 
be broken off during defecation, and in either case bleeding may ensue. 

Chief Signs. See pages 671 and 672. 

Papillary Varicosities of the Anal Canal. Characteristics. These may be a constant 
source of bleeding which is augmented by defecation. 

Chief Signs. Occurrence independently or associated with hemorrhoids, syphilis, 
tuberculosis, or arteriosclerosis; speculum examination, revealing numerous, diminu- 
tive, bluish, granulationlike swellings involving areas in the mucosa, which, when 
they ulcerate, coalesce and form single or multiple denuded varicose patches of con- 
siderable size. 

Henoch’s Purpura. Characteristics. Melena may occur during an attack of abdomi- 
nal colic, with diarrhea, vomiting, or constipation, the picture closely simulating in- 
tussusception, mesenteric embolism, or appendicitis. 

Chief Signs. See page 903. 

Less Common Causes. Operative and postoperative bleeding (in rectal or anal sur- 
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gery); angioneurotic edema; leukemia; hemorrhagic smallpox; melena neonatorum 
(morphus maculosus neonatorum) ; foreign body in the rectum (swallowed or intro- 
duced) ; cryptitis; procidentia recti; prolapsus ani; hemorrhagic proctitis; rectal diver- 
ticula; acute arsenic poisoning; swallowed blood; uremia; superficial gastritis; hyper- 
trophic gastritis; eosinophilic gastritis; acute erosive gastritis; hiatus hernia; traction 
diverticulum of the esophagus; gastric diverticulum; duodenal diverticulum; jejunal 
diverticulum; Meckel’s diverticulum; diverticulitis; angiomas of the gastrointestinal 
tract, including hereditary hemorrhagic talangiectasis and hemangiectatic hyper- 
trophy of the limbs; polyp and other benign gastrointestinal tumors (esophagus, 
stomach, small intestine ); prolapse of the gastric mucosa into the duodenum; malig- 
nant hypertension; polyarteritis nodosa; multiple myeloma ( probably due to an asso- 
ciated thrombocytopenia) ; amyloidosis; central nervous system disease with ulcera- 
tions of the upper gastrointestinal tract (?); stress ulcer including Curling’s ulcer; 
polycythemia vera; infectious mononucleosis; pernicious anemia; profound anemia; 
Hodgkin’s disease; carcinoma of the pancreas; acute pancreatitis; primary hyper- 
parathyroidism (peptic ulcer); Mallory-Weiss syndrome; alcoholic gastritis (acute) ; 
Hirschsprung’s disease; primary nonspecific ulcer of the small intestine; neuro- 
fibromatosis of the small intestine; elastic disease (stomach) ; arteriosclerosis; chronic 
cholecystitis and cholelithiasis; growth of the gallbladder; neoplasm of the ampulla of 
Vater; pneumococcal hemorrhagic gastroenteritis (Dieulafoy’s ulcer); salicylate 
therapy; reserpine therapy; anticoagulant therapy; cortisone and ACTH therapy 
(ulcer? de novo); regional enteritis; gastric foreign body; mesenteric embolism or 
thrombosis; tuberculous enteritis; prostatic carcinoma with rectal invasion, irradia- 
tion proctitis; uterine carcinoma with rectal invasion; esophageal varices; duodenitis; 
chronic pancreatitis; cystic disease of the pancreas; Schistosoma haematobium (com- 
mon cause in tropical climates) ; portal thrombosis; hemophilia; mercurial poisoning; 
acute yellow atrophy of the liver; thrombocytopenic purpura; hemolytic anemia; sal- 
monellosis; cholera; yellow fever; chronic intestinal obstruction; invagination of the 
sigmoid flexure into the rectum; jaundice; carcinoma of the liver; scurvy; septicopy- 
emia; pellagra; nonthrombocytopenic purpura hemorrhagica (usually epistaxis, hema- 
turia, and hemoptysis ) ; portal hypertension; malaria; oxyuris vermicularis infestation; 
omphalitis; tabes dorsalis; Peutz-Jeghers familial polyposis; sarcoidosis; rupture of an 
aortic aneurysm into the gastrointestinal tract, usually the third portion of the duo- 
denum (invariably fatal, usually immediate, but at times after a few days). 
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This occurs in a great variety of conditions, making rather difficult its complete dif- 
ferential diagnosis. Its presence often indicates organic disease, usually of the large 
bowel, for if it comes from the small bowel it will, unless the motions are very fluid, be 
so incorporated with them that it cannot be seen. It is often present in constipated mo- 
tions, the hard feces having led to irritation of the large bowel, with consequent exces- 
sive secretion of mucus; if this has lain some time in the bowel it has become coagu- 
lated into white shreds, which can be seen attached to the stools, appearing somewhat 
like parasitic worms. In severe cases a movement may consist almost entirely of these 
shreds; there may be little fecal matter. If the mucus has not lain too long in the bowel 
it appears like a jelly outside the stool. As a rule, the mucus can be made plainly 
visible in the finely water-titurated feces poured out on a black plate. 

Mucomembranous Colitis (Mucous Colitis). Characteristics. Defecation is usually 
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attended with pain and the expulsion of mucus. Simultaneously with the fecal evacua- 
tion, large quantities of mucus in the shape of the well-known bands are expelled. This 
mucus may be ribbonlike, 3 to 4 inches long, in irregular shreds of various shapes, or 
in the form of regular hyaline casts of the intestinal tube. Occasionally the evacua- 
tion of mucus takes place by itself, the passage containing nothing but mucus. 

Chief Signs. See Irritable Colon, page 766. 

Carcinoma of the Rectum. Characteristics. There may be passage of pus, blood, or 
mucus in the stools, in advanced cases. 

Chief Signs. See page 665. 

Carcinoma of the Colon. Characteristics. Blood, mucus, and occasionally fragments 
of the growth may at times be found in the stools. 

Chief Signs. See page 765. 

Intussusception. Characteristics. The patient, usually between 6 and 12 months of 
age, is taken sick suddenly with severe pain and vomiting. There may be one or two 
loose fecal stools, then only blood and mucus are passed without any admixture of 
feces. 

Chief Signs. See page 763. 

Acute Enterocolitis (Ileocolitis). Characteristics. The fecal matter may contain 
isolated particles of mucus and easily visible mucous-looking flocculi, transparent or 
turbid, and shreds which are occasionally tinged with blood. At times there may be 
much mucus, in small lumps, intimately mixed with the feces, imparting to the stools a 
jellylike consistency. 

Chief Signs. See page 789. 

Internal Hemorrhoids. Characteristics. They may cause pain, a sense of fullness, 
and often bleeding and a mucous discharge. 

Chief Signs. See page 665. 

Fecal Impaction. Characteristics. This is most common in elderly females with 
chronic constipation. The fecal masses may be semisolid or as hard as stone, and are 
generally coated with mucus. 

Chief Signs. See page 765. 

Rectal Polyp or Adenoma. Characteristics. Polypus recti, the most common benign 
tumor of the rectum, and most common in children, is accompanied by symptoms of 
irritation with the occasional passage of blood or mucus. 

Chief Signs. See page 666. 

Proctitis. Characteristics. There are tenesmus and frequent bowel movements, with 
mucus, pus, or blood. 

Chief Signs. See page 666. 

Chronic Constipation. Characteristics. The stool of chronic atonic constipation is 
usually small in volume, consisting of variously sized, hard nodules and lumps which 
are partially coated with a thin, varnishlike, shiny layer of rectal mucus. 

Chief Signs. See page 764. 

Amebic Dysentery. Characteristics. In the acute form the stools are bloody, or 
mucus and blood occur together. In very severe cases there may be passages every few 
minutes of a little blood and mucus. In the chronic forms there are exacerbations with 
frequent passages of mucus and blood. 

Chief Signs. See page 791. 

Bacillary Dysentery. Characteristics. At first mucus is passed, but within 24 hours 
blood appears with it, or there is pure blood. 

Chief Signs. See page 790. 
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Tuberculosis of the Intestine. Characteristics. A subacute abscess may form in the 
right iliac fossa, which is the most common locality, and if there is ulceration of the in- 
testinal mucosa, diarrhea with blood and mucus in the stools occurs. 

Chief Signs. See page 794. 

Pelvic Abscess. Characteristics. The most characteristic symptoms of a pelvic ab- 
scess are diarrhea and the passage of mucus in the stools. Indeed, the passage of mucus 
with frequency of stool, occurring for the first time in a patient who has recovered or 
is recovering from peritonitis is practically pathognomonic of the presence of a pelvic 
abscess. 

Chief Signs. History and evidence of a peritoneal infection (ruptured appendix, 
ruptured diverticulum, perforating carcinoma, etc.) ; fever; leukocytosis; may be fre- 
quency of urination and dysuria; chills; patulous anal sphincter on rectal examination; 
a palpable mass anterior to the rectum in the cul-de-sac. 

Chronic Nonspecific Enterocolitis (Chronic Intestinal Catarrh). Characteristics. 
The presence of mucus in the feces over a period of time is characteristic of catarrh of 
the colon. This mucus is evacuated with the feces or may be demonstrated by a test 
lavage of the colon. It is always composed of rather large and coarse shreds and is 
lighter in color and more transparent in proportion as its origin is farther up the intes- 
tine. The higher up in the colon the mucus originates, the smaller are the individual 
flakes and the more uniformly distributed are they found in the feces. Without the 
demonstration of mucus it is impossible to diagnose catarrh of the large intestine. The 
existence of this condition is in doubt, some believing this to be mucous colitis, irritable 
colon, or neurogenic diarrhea. 

Chief Signs. See page 795. 

Less Common Causes, Foreign body in the rectum; bilharzia of the sigmoid flexure; 
prolapsus ani or recti; syphilitic ulceration of the intestine; Ascaris lumbricoides in- 
fection; enema habit. 
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The presence of pus in the stools in sufficient amount to be recognizable by the 
naked eye usually indicates the rupture of an abscess into the intestinal tract; but the 
symptom is rare, for even when a large appendicular or other abscess perforates into 
the intestine, the pus either becomes indistinguishable, when mixed with the feces, or 
unrecognizable on account of digestion and decomposition. The less the pus is mixed 
with other intestinal contents, the nearer to the anus has the site of rupture been. Pus 
in the stools may be only recognizable on microscopic examination. 

Submucous Abscess of the Rectum. Characteristics. Accompanying itching and 
throbbing pain in the rectum, worse or defecation and on walking, an abscess forms 
which can be felt by digital examination and which may rupture into the rectum. 

Chief Signs. See page 667. 

Acute Ischierectal Abscess. Characteristics. Left to itself this abscess usually breaks 
through the weakest portions of its walls, i.e., through the skin alongside the anus and 
through the mucous membrane towards the back of the anal canal (between the 
sphincters ) at the point where the posterior edges of the levatores ani join the anococ- 
cygeal ligaments. 

Chief Signs. Throbbing pain in the rectum, intensified by coughing, walking, sitting, 
and defecation; may be retention of urine; constitutional symptoms of sepsis; hot, red, 
brawny, tender, edematous induration between the anus and ischial tuberosity, and on 
passing a finger into the anal canal the presence of a tender elastic swelling. 
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Fistula in Ano. Characteristics. There may be a purulent discharge from the anus, 
with admixture of pus in the stools. 

Chief Signs. Pain during defecation; tenesmus; presence of a fistula (examination 
by finger or proctoscope). 

Proctitis. Characteristics. There are frequent bowel movements with tenesmus, con- 
taining mucus, pus, or blood. 

Chief Signs. See page 666. 

Fecal Impaction. Characteristics. Stercoral ulcers may occur and give rise to a mu- 
copurulent sanious discharge from the rectum, often associated with tenesmus. 

Chief Signs. See page 765. 

Appendicular Abscess. Characteristics. The situation of the appendix will deter- 
mine the location of an abscess when it occurs, which may rupture into the general 
peritoneal cavity (most frequently), through the abdominal wall, or into a neighbor- 
ing hollow viscus, such as the intestine. In the last case the pus will appear in the 
stools. 

Chief Signs. See page 569. 

Cholecystic Abscess. Characteristics. In severer grades of cholecystitis there is al- 
ways a pericholecystitis, and suppuration with the formation of adhesions to neighbor- 
ing viscera may occur. The gallbladder may perforate into the stomach or bowel dis- 
charging pus into the intestinal tract. 

Chief Signs. History of cholecystitis, see page 523. 

Perinephritic Abscess. Characteristics. A perinephric abscess usually points along- 
side the erector spinae muscles but may descend into the iliac fossa or burst into the 
pleura, peritoneum, or intestine. 

Chief Signs. History of perinephritis, see page 620. 

Less Common Causes. Psoas abscess; diverticulitis of the colon; perigastric abscess; 
pyosalpinx; foreign body in the rectum; carcinoma of the colon; dysentery; carcinoma 
of the rectum; enterocolitis (microscopic); pelvic abscess; prostatic abscess; chronic 
ulcerative colitis; cholera; dengue; tuberculous ulceration of the bowel; typhoidal 
ulceration; venereal ulceration of the bowel. 


SWEATING, EXCESSIVE PARTIAL 


The commonest type of partial excessive sweating is that of the feet, which often ac- 
companies diseases of the arches. Excessive sweating of the face may accompany one 
or other of the seborrheic diseases. Usually there is soon an accompanying bromidrosis 
(offensive sweating). The victim of masturbation may perspire profusely on the palms. 

Rickets (Rachitis). Characteristics. Profuse sweating about the head and neck at 
night is a symptom of great importance in the early stages. In the morning the pillow 
is found soaked with perspiration. 

Chief Signs. See page 772. 

Aneurysm of the Arch of the Aorta. Characteristics. In some cases there is uni- 
lateral sweating of the face or upper extremity due to pressure (irritation) on the 
sympathetic trunk. This is usually left-sided and accompanied by dilatation of the 
pupil on the same side and flushing of the skin. It is produced by aneurysm usually of 
the transverse portion. 

Chief Signs. See page 502. 

Mediastinal Tumor. Characteristics. Unilateral circumscribed perspiration and 
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flushing sometimes occur from irritation of the sympathetic trunk in tumors of the 
middle and posterior mediastinum. 

Chief Signs. See page 472. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Local sweating may develop 
in the course of the lightning pains and may be associated with other trophic changes, 
such as herpes and edema. 

Chief Signs. See page 696. 

Multiple Neuritis (Peripheral Neuritis). Characteristics. Sometimes local sweating 
is profuse, occurring in the affected parts (usually the extremities). 

Chief Signs. See page 728. 

Paralysis Agitans (Parkinson’s Disease; Shaking Palsy ). Characteristics. Localized 
sweating may be present. 

Chief Signs. See page 619. 

Less Common Causes. Chronic infectious arthritis (hands); trigeminal neuralgia 
(side of face) ; facial hemihypertrophy (affected side) ; hemiplegia (unilateral ) ; syrin- 
gomyelia (one side of the body); migraine (unilateral); hypertrophic pulmonary 
osteoarthropathy (palms and soles) ; histaminic cephalalgia (side of face) ; neurocircu- 
latory asthenia (hands and feet); acrocyanosis (hands) ; auriculotemporal nerve syn- 
drome (flushing and sweating on one side of the face on chewing ) ; complete transverse 
lesion of the cord (at times below the level of the injury) ; granulosis rubra nasi (tip of 
the nose). 


SWEATING, EXCESSIVE GENERAL 
(Hyperidrosis ) 


Obesity is a condition in which there is excessive sweating, induced by the same 
causes that produce moderate sweating in the normal individual. 

General sweating may occur as an idiopathic condition, seemingly natural in certain 
individuals, winter and summer. It is always more marked in the axillae, genitocrural 
region, and on the hands and feet. As a rule it is associated with debility from any 
cause. It is a common accompaniment of the defervescence of fevers and of the as- 
thenic state following them, especially that following influenza. Emotional states, such 
as fear, may cause it temporarily. Severe pain is another cause, as seen in biliary and 
renal colic and in the gastric crises of tabes. Likewise, it occurs in conditions of shock 
and collapse, being most apparent as cold clammy beads of perspiration upon the fore- 
head. Certain drugs, the diaphoretics, namely, pilocarpine, camphor, ipecac, induce it. 
Otherwise, it is a symptom of some underlying constitutional disease. 

Climacteric (Menopause; “Change of Life”). Characteristics. Sudden sweating is 
common, especially nocturnally. 

Chief Signs. Irregular menstruation or amenorrhea, usually after the age of 45 
years; often association with hot flashes or hot flushes; may be emotional disturbances 
and psychosomatic symptoms. ; 

Neurosis. Characteristics. Sweating, usually localized (axillae, palms, soles, fore- 
head, eyebrows, tip of nose, sternal region, antecubital fossae, waistline, perianal 
area), rarely generalized, may be of emotional origin. 

Chief Signs. Neurotic temperament; may be familial tendency; blotchy cyanosis; 
tachycardia and vasomotor instability. 

Myocardial Infarction, Characteristics. Sweating is common during the painful 
stage, 
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Chief Signs. See page 751. 

Coronary Insufficiency. Characteristics. Sweating is common during the painful 
stage. 

Chief Signs. See page 751. 

Hypoglycemia. Characteristics. Sweating is usual when the blood glucose falls sud- 
denly, as in overdosage of insulin, idiopathic hypoglycemia, and hyperinsulinism due 
to a tumor of the islands of Langerhans. 

Chief Signs. See page 741. 

Exophthalmic Goiter (Graves’ Disease; Basedow’s Disease). Characteristics. Gen- 
eralized sweating occurs in the more severe form. It is not as notable in the thyro- 
toxicosis due to toxic adenoma of the thyroid. 

Chief Signs. See page 498. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Drenching perspira- 
tions are common and constitute one of the most distressing features of the disease. 
They occur usually with the drop in the fever in the early morning hours, or at any time 
in the day when the patient sleeps; they may come on early in the disease, but are more 
persistent and frequent after cavities have formed. Some patients escape altogether. 

Chief Signs. See page 451. 

Acute Rheumatic Fever. Characteristics. Profuse, very acid sweats of a peculiar 
sour odor occur in the majority of cases, often associated with abundant sudaminal 
and miliary vesicles. The profuse sweats materially influence the temperature curve, 
being coincident with the remissions. Even in the absence of sweats the skin is moist, 
and in spite of pyrexia is never dry. If persistent the sweat becomes alkaline or neutral. 
The drenching sour sweats are more common when salicylates are not used. 

Chief Signs. See page 836. 

Septicopyemia (As in Pyonephrosis, Acute Bacterial Endocarditis, Empyema, 
Lung Abscess, Liver Abscess, Infected Wound, Etc.). Characteristics. Copious, 
drenching sweats occur, beginning with a remission or intermission in the fever, which 
may be daily. 

Chief Signs. See page 756. 

Malaria. Characteristics. In the regularly intermittent forms (tertian, quartan, 
double tertian, double or triple quartan) each paroxysm is composed of three stages: 
cold, hot, and sweating. As the fever falls in the hot stage, beads of perspiration appear 
upon the face, and gradually the entire body is bathed in a copious sweat, and is ac- 
companied by a feeling of comfort and often followed by sleep. The sweating varies 
much; it may be drenching in character or it may be slight. 

Chief Signs. See page 934. 

Less Common Causes. Bronchiectasis (night sweats ) ; epilepsy; gout; hydatid of the 
lung; miliary fever (sweating sickness); polymyositis; polyneuritis; mediastinal ab- 
scess; morphine habit; trench fever; tetanus; acromegaly; brucellosis; tularemia; 
infectious mononucleosis; neurocirculatory asthenia. 


SYNCOPE 


(Fainting Attacks) 


(See also Coma, page 758, and Drowsiness, Somnolence, Stupor, page 797.) 


Syncope is a symptom-complex characterized by sudden transient weakness, faint- 
ness, lightheadedness, marked weakening of the pulse, pallor of the face and lips, cold 
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sweat, and cold extremities, which culminates in falling and a more or less profound 
state of unconsciousness unless the process is interrupted before this end-result is 
reached. The basic mechanisms involved are either a sudden reduction in cerebral 
metabolism as a result of circulatory or metabolic factors, or psychic factors. 

Clinically, syncope may be classified as follows: 1, those cases occasioned from a 
fall in arterial blood pressure characteristically occurring whenever there is a dispro- 
portion between blood volume and the size of the vascular bed (blood loss, enlarge- 
ment of the vascular bed, or a combination of these); 2, those cases resulting from 
psychologic mechanisms (hysterical syncope); 3, those instances caused by hyper- 
ventilation; 4, those cases occurring as a consequence of disturbance in the cerebral 
circulation or metabolism; 5, those instances wherein cardiac disease is responsible; 6, 
those cases resulting from cardiac arrhythmia, and 7, cough syncope (fainting occur- 
ring at the end of a long paroxysm of coughing). 

Syncope is ordinarily of little import in young individuals but may be a serious oc- 
currence in older persons. All weakening, exhausting, debilitating illnesses lead to a 
manifest predisposition to faintness, which may pass into actual syncope. Pain, injury, 
exposure to excessive heat or cold, and abrupt alterations in atmospheric pressure are 
capable of producing syncope. Petit mal of epilepsy may be confused with syncope, but 
the symptoms given above are absent. 

Acute Blood Loss. Characteristics. Profuse manifest bleeding (hemoptysis, hema- 
temesis, bowel hemorrhage, menorrhagia, metrorrhagia, postpartum hemorrhage, sev- 
erance of an artery, ruptured varicose veins, epistaxis, etc.) or concealed bleeding 
(duodenal ulcer, ruptured ectopic pregnancy, leaking aneurysm, rupture of the spleen 
or liver, postoperative bleeding, etc.) may result in syncope due to a disproportion be- 
tween blood volume and the size of the vascular bed. 

Chief Signs. Evidence of blood loss (manifest cases) ; typical signs enumerated 
above; falling blood pressure (below 80 mm. Hg. systolic in previously normotensive 
individuals); compensation with recumbency which may or may not maintain de- 
pending on the acuteness of bleeding and the success of therapy. 

Vasodepressor Syncope. Characteristics. As a result of real, threatened, or phanta- 
sied injury, physiologic preparation for flight takes place, which if hindered or impeded 
may result in fainting. The response characteristically occurs in the presence of appre- 
ciable anxiety occasioned by a stimulus of major or minor import, and apparently re- 
sults from vasodilatation in the muscles with consequent pooling of blood and thus a 
decrease in the circulating blood volume which is not compensated for by muscle con- 
traction. This response represents in reality the first stage of shock. 

Chief Signs. Presence of an inciting event, major or minor; typical signs enumerated 
in the caption note; fall in blood pressure; persistence of the reaction for minutes or 
hours. 

Hypoglycemia (Overdose of Insulin or Insulin Reaction; Idiopathic Hypoglycemia; 
Hyperinsulinism). Characteristics. Syncope occurs when the blood sugar is low (be- 
low 50 mg. per 100 ml. of blood). 

Chief Signs. See page 761. 

Addison’s Disease. Characteristics. Attacks of syncope occur from cardiovascular 
asthenia and may prove fatal. The pulse is feeble and irregular during such an attack. 

Chief Signs. See page 899, 

Hypersensitive Carotid Sinus (Vasodepressor Carotid Sinus Reflex Syncope and 
Cerebral Type of Carotid Sinus Reflex Hypersensitivity ). Characteristics. In the vaso- 
depressor type of carotid sinus hypersensitivity there is a fall in blood pressure oc- 
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casioning attacks of dizziness, fainting, syncope, and sometimes even convulsions, due 
to reflexes produced from stimulation of the sinus. In the cerebral type of carotid 
sinus reflex hypersensitivity focal cerebral vasospasm is produced by stimulation of 
the sinus with resulting dizziness, fainting, and syncope in the absence of a change in 
blood pressure or pulse rate, which is often preceded by hemiparesthesia, hemiparesis, 
or even focal convulsions. 

Chief Signs. Reproduction of attacks by pressure on one or both carotid sinuses; 
may or may not be change in pulse or blood pressure; electroencephalographic ab- 
normalities in the cerebral type. 

Hysterical Syncope. Characteristics. This is a frequent cause of fainting, especially 
among women. 

Chief Signs. Occurrence more commonly among females; absence of change in 
pulse, blood pressure, color, and respiration; rarely incontinence; may be fluttering 
of the eyelids; rare occurrence in the absence of an audience; purely psychologic eti- 
ology. 

Hyperventilation Syndrome. Characteristics. As a result of hyperventilation, which 
itself is usually either an hysterical conversion symptom or a concomitant of anxiety, 
unconsciousness may occur. 

Chief Signs. Presence of some precipitating factor; syncope often preceded by 
paresthesias (hand, feet, face) ; lightheadedness; dizziness; tetany (rare); breathless- 
ness (usually short, shallow, rapid respirations) preceding complaints by several min- 
utes; may be chest pain; absence of evidence of organic cardiac or pulmonary disease. 

Postural Hypotension (Orthostatic Hypotensive Syncope). Characteristics. Weak- 
ness, faintness, syncope, and even convulsive seizures may occur with the assumption 
of the upright position as a result of derangements of the mechanism for maintenance 
of the blood pressure in the erect position. 

Chief Signs. Fall of both systolic and diastolic pressure with sudden change from 
the horizontal to the upright position; presence of some underlying condition which 
produces a disturbance in the autonomic nervous system, temporary (pregnancy, pro- 
longed recumbency, severe physical exercise, severe anemia, high fever, dehydration, 
medical sympathectomy, use of ganglionic blocking drugs for hypertension, etc.) or 
permanent (tabes dorsalis, syringomyelia, peripheral neuritis, etc., often idiopathic) ; 
cessation of symptoms with correction of the underlying difficulty if correctable; usu- 
ally a fixed heart rate in the presence of a falling blood pressure in permanent cases. 

Hypertensive and Arteriosclerotic Forms of Heart Disease. Characteristics. The 
patient often suffers in the terminal stages from faintness or severe syncopal attacks 
which come on suddenly and are characterized by convulsions, twitching, and sterto- 
rous breathing with cold sweats. Patients with coronary insufficiency may faint during 
exertion. 

Chief Signs. See page 496. 

Aortic Stenosis. Characteristics. Dizziness and faintness are early symptoms, due to 
defective blood supply to the brain. 

Chief Signs. See page 502. 

Cerebral Arteriosclerosis. Characteristics. Dangerous attacks of syncope may occur, 
especially if accompanied by symptoms similar to those of angina pectoris. 

Chief Signs. See page 796. 

Heat Exhaustion. Characteristics. Syncope follows exposure to heat. From slight 
attacks the patients recover rapidly when they are placed in a cool atmosphere; in 
other cases the unconsciousness may end in deep coma and death. 
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Chief Signs. See page 958. 

Adams-Stokes Syndrome. Characteristics. Syncope occurs with sudden changes in 
cardiac rhythm (aberrant ventricular impulses, ventricular tachycardia, ventricular 
fibrillation, inhibition of the ventricular pacemaker) and may be associated with 
epileptiform convulsions, stertor, and cyanosis. The severity of the symptoms depends 
on the duration of oxygen deprivation to the brain. 

Chief Signs. See page 773. 

Reflex Cardiac Standstill. Characteristics. Vagal inhibition of the heart (efferent 
portion of a reflex) may arise reflexly from stimuli originating in the gastrointestinal 
tract, the nasopharynx, the eye, the ear, the respiratory tract, the carotid sinus (see 
above), as well as from higher connections in the central nervous system. In vago- 
vagal syncope the afferents are the sensory endings of the vagus and perhaps also the 
glossopharyngeal, stimulation of which in the pharynx, larynx, or esophagus results in 
abrupt asystole and syncope. 

Chief Signs. Demonstration of asystole of variable length as a result of stimulation 
of the afferent limb of a reflex arc, the efferent portion of which is always a vagus; ces- 
sation of attacks by blocking of the vagal impulse with atropine. 

Less Common Causes. Aortic regurgitation (cerebral anoxia); paroxysmal tachy- 
cardia (cerebral anoxia); pulmonary hypertension (on exertion); congenital heart 
disease (on exertion); severe chronic anemia (disturbed cerebral metabolism) ; 
methemoglobinemia (disturbed cerebral metabolism); glossopharyngeal neuralgia 
(reflex cardiac standstill, see above ) ; abrupt visceral lesions (perforated peptic ulcer, 
acute intestinal obstruction, acute pneumothorax, pulmonary embolism, mesenteric 
thrombosis or embolism, acute hemorrhagic pancreatitis, etc.) ; ruptured aortic valve; 
rupture of an aortic aneurysm into the pulmonary artery; inhalation of noxious gases 
(coal gas, sewer gas, carbon monoxide, benzine, gasoline fumes, marsh gas, sul- 
phuretted hydrogen, phosphuretted hydrogen, anesthetic fumes, etc.) ; cerebral tumor; 
cerebral abscess; labyrinthine disease; drug effect (nitroglycerin, amyl nitrite, sodium 
nitrite, etc.) ; transverse myelitis of the cervical region; Raynaud’s disease; narcolepsy; 
acute coronary occlusion (cerebral anemia or pain); cardiac tamponade; pleural 
shock; too rapid decompression of entrapped fluid (bladder catheterization, paracen- 
tesis, thoracentesis ) ; removal of excessive amounts of cerebrospinal fluid. 


TEMPERATURE, ABNORMALITIES OF 


The most practical classification of deviations of temperature from the normal is 
probably as follows: 

Fevers of short duration (less than 10 days) ; fevers of long duration (over 10 days 
without descending to normal); recurring fevers (periods of fever alternating with 
normal or subnormal temperature) ; hyperpyrexia (above 106° F.); subnormal tem- 
perature. 

The vast majority of fevers are due to infection. The other causes are élevation of 
external temperature, tetanic muscular contractions, lesions of the nerve centers, in- 
farctions, necrotizing neoplasms, and the so-called neurotic pyrexia. Neurotic pyrexia, 
pure and simple, may be nonexistent, although excitement and mental unrest often 
raise an already existing fever, usually temporarily. The diagnosis is made warily and 
only after prolonged and exhaustive search for other causes. 

Fevers of short duration are so numerous that a description of each disease would 
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be impractical and of little value. Most of them are common infectious disorders, the 
diagnosis of which is relatively easy, or they are usually attended with more or less 
prompt recovery even though the cause remains obscure. 


ELEVATION, OVER TEN DAYS 
(Prolonged Pyrexia) 


In general the causes of prolonged pyrexia may be summarized as follows: 1, in- 
fectious diseases; 2, collagen diseases; 3, neoplastic diseases; 4, hematopoetic diseases; 
5, vascular diseases; and 6, miscellaneous conditions (drug fevers, malingering, per- 
sistent slight pyrexia of children without demonstrable cause, habitual hyperthermia 
in young adults without demonstrable organic diseases, nonpurulent hepatic affections, 
Cicer 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Fever is an early and 
extremely important sign and the most valuable measure of the severity and progress 
of the disease. In the early stages of active tuberculosis there is an afternoon rise in 
temperature from 1° to 2.6° F., maximum between 2 and 6 p.m. It may be present 
every day or only every second or third day. It is increased by exercise and may sub- 
side after sufficient rest in bed. When the disease is not arrested or continues to spread, 
the temperature is moderately high and may be intermittent, remittent, or continuous. 
The temperature may then subside or pass into the hectic type with marked remis- 
sions and intermissions. When the disease is involving new areas or spreading rapidly 
the temperature may be continuous in type or be inverted. In still later stages the 
temperature is markedly irregular. 

Chief Signs. See page 451. 

Typhoid Fever (and Paratyphoid). Characteristics. The temperature rises by steps 
daily and reaches its maximum by the end of the first week, usually about 104° F. It 
continues steady during the second week with slight daily variations and becomes re- 
mittent in the third week, declining by lysis, the evening temperature often reaching 
normal at the end of the fourth week. Fever may persist in weak patients in convales- 
cense. Relapses are common. In paratyphoid the rise is more rapid, the course more 
irregular, the fall more rapid, and the duration only about two weeks. 

Chief Signs. See page 790. 

Bronchopneumonia (Catarrhal Bronchitis ). Characteristics. The fever is extremely 
variable, ranging from 102° to 104° F., and sometimes has a duration of many weeks 
with daily marked variations of three degrees or more. 

Chief Signs. See page 451. 

Localized Pyogenic Infection (with or without Septicopyemia). Characteristics. 
The onset of the disease is marked by a severe rigor when the temperature rises to 103° 
or 104° F. and is followed by a profuse sweat. This is repeated either daily or every 
other day with slight pyrexia in the intervals. Continuous fever occurs with staphylo- 
coccal septicemia, intermittent with the colon bacillus or gonococcal, and any type 
with the streptococcal form. 

Chief Signs. Presence of an etiologic factor (see “foci of suppuration” under Less 
Common Causes below) ; rigors and sweats; small, soft, rapid pulse; prostration; gas- 
troenteric disturbances; pallor; petechial hemorrhages; leukocytosis; albuminuria; 
may be embolic phenomena; may be splenomegaly; may be positive blood culture. 

Subacute Bacterial Endocarditis (Malignant Endocarditis; Infective Endocarditis ) . 
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Characteristics. For days, weeks, or months the only prominent feature may be a con- 
tinuous pyrexia with evening rises to 101° F., falling in the morning to 99° or 98.4". 
The temperature may be as high as 103° to 105° F., markedly irregular, remittent, or 
intermittent, or continuously high when the course iS rapid. However, long afebrile 
periods may occur (bacteria-free stage ). 

Chief Signs. See page 757. 

Acute Rheumatic Fever. Characteristics. The fever rises quickly and ranges from 
102° to 104° F. usually. It is peculiarly irregular with marked remissions and exacer- 
bations. Defervescence is usually gradual. The remissions are usually coincident with 
the profuse sweats. The temperature is reduced by salicylates unless complications 
ensue. Hyperpyrexia occasionally occurs. 

Chief Signs. See page 836. 

Brucellosis (Undulant Fever). Characteristics. The undulant type presents several 
waves of fever. In other cases the temperature may be sustained with occasional dips, 
or it may simulate the curve in typhoid fever or malaria. The average length of an at- 
tack of the undulant type is about three months. In the chronic stage the temperature 
may not exceed 100° F., but temperatures of 104° or 105° F. are not uncommon. 

Chief Signs. History of drinking raw milk one to three weeks before or occupation 
(farmer, veterinarian, slaughterhouse worker); insidious onset; weakness; loss of 
weight; sciatic neuritis and joint pains; usually slight leukopenia; may be spleno- 
megaly; positive blood and/or bone marrow culture; agglutination test; skin test. 

Tuberculous Peritonitis. Characteristics. Fever is a marked symptom in the acute 
cases and may reach 103° or 104° F. In chronic cases it is slight, about 100° F., either 
continuous or occurring at intervals. Frequently there is subnormal temperature. 

Chief Signs. See page 574. 

Malaria (Estivo-autumnal Form). Characteristics. The fever may be continuous 
(102° to 103° F.), with remissions more or less marked, and usually with definite 
paroxysms with or without chills, in which the temperature rises to 105° or 106° F, 
Fever persists for from one to two weeks, when there are marked remissions. 

Chief Signs. Occurrence in semitropical regions; presence of estivo-autumnal para- 
sites in a smear of the blood; control with quinine or other antimalarial drug. 

Tularemia. Characteristics. The febrile period usually lasts several weeks. Relapses 
and recrudescences are common. The fever may reach 104° F. or more. It may be 
continuous or exhibit marked daily remissions. 

Chief Signs. History of tick bites or deerfly contact or cleansing of sick rabbits two to 
four days before onset; punched-out ulcer at site of bite with regional lymphade- 
nopathy, often suppurating; weakness; sweats; loss of weight; often splenomegaly; 
moderate leukocytosis; agglutination test. 

Tuberculous Meningitis (Basilar Meningitis ). Characteristics. The fever at first is 
slight but gradually rises to 102° or 103° F. It may be extremely irregular, changing 
as much as three or four degrees in one day. Toward the close it may sink to 94° or 95° 
F., or there may be hyperpyrexia. The entire duration is from a fortnight to three or 
four weeks. There are instances in which the fever does not rise much above’100° F, in 
the whole course. 

Chief Signs. See page 94. 

Rocky Mountain Spotted Fever (Tick Fever; Spotted Fever). Characteristics. The 
fever rises rapidly to 102° to 104° F. or higher and continues high with slight morn- 
ing remissions for two weeks, when it drops by lysis during the third week. 

Chief Signs. History of a tick bite four to eight days before the onset, which is 
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abrupt with chill, muscle and joint pains, headache and photophobia; restlessness, 
insomnia, delirium; generalized rose-colored macular rash, finally becoming petechial 
(palms and soles included) ; necroses of the skin in severe cases; slight leukocytosis; 
positive Weil-Felix reaction; complement fixation tests. 

Leukemia. Characteristics. The acute leukemias are almost invariably accompanied 
by fever, sometimes as high as 105° F. In the chronic leukemias periods of pyrexia 
may alternate with prolonged intervals of freedom (two thirds of the cases). The 
temperature may range from 102° to 103° F. 

Chief Signs. See pages 585 and 840. 

Acute Miliary Tuberculosis. Characteristics. For some days the temperature may 
resemble that seen in typhoid fever. Usually, however, it is characterized by its greater 
irregularity, the remissions amounting to two or three degrees. From time to time the 
temperature may be inverted (higher in the morning than in the evening). 

Chief Signs. See page 430. 

Acute Pneumonic Tuberculosis (Pneumonic and Bronchopneumonic ). Character- 
istics. Irregular fever of a hectic type and usually high occurs during the course of the 
disease. 

Chief Signs. See page 392. 

Typhus Fever. Characteristics. The temperature rises steadily during the first four 
or five days with slight morning remissions. The maximum is usually attained by the 
fifth day, when the temperature may range from 103° to 107° F. It then generally con- 
tinues with slight morning remissions until the twelfth or fourteenth day, when the 
crisis Occurs. 

Chief Signs. See page 90S. 

Infectious Mononucleosis (Glandular Fever). Characteristics. The temperature is 
irregular and gradually reaches 100° to 104° F. The pyrexia lasts for two to three 
weeks. 

Chief Signs. Insidious onset with pharyngitis, headache, chills, abdominal pain, and 
sweating; general moderate lymphadenopathy (especially the posterior cervical 
chain), with tenderness; moderate splenomegaly; leukocytosis (10,000 to 30,000) 
with great increase in the mononuclear cells; presence of heterophile antibodies in the 
blood (agglutinins for sheep red blood cells). 

Pernicious Anemia. Characteristics. A moderate degree of pyrexia is frequently seen 
which may persist for many weeks during relapse. During remissions, however, the 
temperature is normal. 

Chief Signs. See page 433. 

Hodgkin’s Disease (Lymphadenoma). Characteristics. In some cases a remarkable 
form of pyrexia occurs. It consists of alternating periods of pyrexia and apyrexia, each 
of 8, 10, or 12 days’ duration, lasting in all for 6, 9, or 12 months. During the pyrexial 
period the temperature, beginning near normal, becomes day by day higher and higher, 
till on the fourth or fifth evening it reaches 102° or 103° F., its highest point; it gradu- 
ally declines during the next 4 or 5 days to the normal, and then for 3 or 4 days it be- 
comes increasingly subnormal till a minimum is reached, and from this point there is 
a gradual return to normal, when a second pyrexial curve begins. This febrile type may 
occur in connection with involvement of the internal nodes alone. 

Chief Signs. See page 841. 

Less Common Causes. Amebic hepatitis; histoplasmosis; coccidioidomycosis; 
schistosomiasis; polyarteritis nodosa, disseminated lupus erythematosus; erythema 
nodosum; rheumatoid arthritis; temporal arteritis; syphilis (secondary and tertiary 
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stages); thyrotoxicosis (elevations of 1° to 2° F. above normal range); Henoch- 
Schénlein or allergic purpura; thromboembolic disease; sarcoidosis; drug fevers (sul- 
fonamides, antibiotics, arsenicals, iodides, thiouracils, barbiturates, phenolphthalein, 
etc.) ; cerebrospinal meningitis (chronic form); Mediterranean fever; influenza; psit- 
tacosis; tetanus; leptothrix fever; Weil’s disease; malaria (malignant) ; cirrhosis of the 
liver; trypanosomiasis; kala-azar; yaws; tsutsugamushi disease; smallpox, lympho- 
granuloma inguinale; pemphigus; carcinoma (particularly of the liver, pancreas, or 
stomach); hypernephroma; sarcomas (especially those involving bone or lymphoid 
tissue ) ; tuberculous adenitis (tracheobronchial and general) ; renal tuberculosis; sup- 
purative cholangitis; epidemic encephalitis; erysipelas; pyelitis; pyelonephritis; acute 
cystitis; vesiculitis; ulcerative colitis; polymyositis; gout; Haverhill fever; chronic 
glanders; trichiniasis; gonorrhea; meningeal hemorrhage; hemolytic episodes; foci of 
suppuration (prostatic abscess, periproctal abscess, ischiorectal abscess, pelvic in- 
flammatory disease, tonsillar abscess, retropharyngeal abscess, otitis media, mastoid 
abscess, empyema of the paranasal sinuses, periosteal abscess, endosteal abscess, 
dental abscess, carbuncle, osteomyelitis, suppurative lymphangiitis, mammary ab- 
scess, submammary abscess, parotid abscess, empyema, hepatic abscess, pyonephro- 
sis, subdiaphragmatic abscess, empyema of the gallbladder, suppurative cholangitis, 
pylephlebitis, perinephric abscess, mediastinal abscess, psoas abscess, diverticulitis, 
appendicular abscess, actinomycosis, regional ileitis, etc.; see Localized Pyogenic 
Infection above); meningeal hemorrhage; dermatomyositis; chronic anemia; aroyo 
fever; endometritis; Q-fever. 


RECURRING: ATTACKS OF ELEVATED TEMPERATURE 


(Recurring Pyrexia) 


Variable periods of pyrexia are separated by intervals of apyrexia. 

Malaria. Characteristics. According to the type of parasite (tertian or quartan) and 
the number of groups of infection, the fever recurs, daily, every third day, every fourth 
day, or two days in succession followed by a day of apyrexia. The temperature rises 
from 104° to 106° F. at the maximum of the paroxysm. 

Chief Signs. See page 934. 

Cholangitis (Intermittent Hepatic or Bilioseptic Fever; Chronic Catarrhal Cholan- 
gitis with Incomplete Obstruction of the Common Duct; Hepatic Intermittent Fever 
of Charcot). Characteristics. There are recurring attacks of chill, fever, and sweats, 
often resembling malaria. 

Chief Signs. May be history of biliary colic; persistent jaundice of varying intensity, 
deepening after each paroxysm; during the paroxysm, pains in the region of the liver 
with gastric disturbance. 

Pyelitis (and Pyelonephritis, Pyonephrosis). Characteristics. Intermittent fever, 
associated with rigors, is usually present in suppurative pyelitis. The chills and fever 
may recur at regular intervals, resembling malaria. Ultimately the fever may assume 
a hectic type and the rigors may cease. 

Chief Signs. See page 610. 

Chronic Leukemia. See page 840. 

Hodgkin’s Disease. See page 841. 

Disseminated Lupus Erythematosus. Characteristics. There is a prolonged, irregu- 
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lar fever with a tendency to remissions of variable duration (weeks, months, or even 
years). The fever may be high or low. 

Chief Signs. Occurrence usually in young adult females; recurrent involvement of 
the synovial and serous membranes ( polyarthritis, pleuritis, pericarditis) ; depression 
of bone marrow function (leukopenia, moderate hypochromic anemia, moderate 
thrombocytopenia ) ; confluent erythematous macules or patches on the face, fingers, 
and exposed parts; albuminuria, hematuria, and azotemia; endocarditis; L.E. cell or 
phenomenon. 

Periodic Disease. Characteristics. In this group of disorders recurring attacks of 
pyrexia occur at regular intervals over periods of months or years without apparent 
progression. 

Chief Signs. Abdominal pain; arthralgia or joint swelling; leukocytosis or leuko- 
penia; favorable prognosis. 

Less Common Causes. Trench fever (relapsing fever with shin pain, due to lice); 
relapsing fever (three to five pyrexial periods, two weeks apart); undulant fever (each 
paroxysm shorter and the interval longer) ; leprosy; dengue; pappataci fever; rat-bite 
fever; amebiasis; subacute bacterial endocarditis; filariasis; Mediterranean (Malta) 
fever; chronic pancreatitis; leishmaniasis; bullous fever; Colorado tick fever. 


ELEVATION ABOVE L0c i 
(Hyperpyrexia ) 


Any of the fevers of microbial origin (see Less Common Causes) may pass into the 
class of hyperpyrexia; the high temperature is of little diagnostic value but of more 
prognostic import, usually signifying a fatal termination. Occasionally hyperpyrexia 
occurs in an infant or child after a convulsion without apparent cause and without seri- 
ous consequence. Occurring in a neurotic individual without evidence of serious in- 
jury malingering may be suspected. Hyperpyrexia is observed commonly in the final 
stage of all brain affections, the temperature sometimes rising still more after death. 

Pernicious Malaria. Characteristics. In the hyperpyrexial type the temperature dur- 
ing the paroxysm continues to rise, the patient becomes comatose and dies. This is 
often diagnosed as sunstroke. 

Chief Signs. See page 556. 

Cerebral Hemorrhage, Pontine or Ventricular. Characteristics. The temperature, 
at first depressed, rises rapidly to hyperpyrexia, and death may occur within a few 
hours or less. 

Chief Signs. Sudden profound loss of consciousness; pin-point pupils; complete 


flaccid paralysis. 

Fracture-Dislocation of the Cervical Spine. Characteristics. The temperature may 
rise to hyperpyrexia. 

Chief Signs. See page 290. 

Sunstroke (Insolation). Characteristics. The temperature ranges from 107° to 
110° F., or even higher. 


Chief Signs. See page 759. 
Acute Rheumatic Fever. Characteristics. While rare, the fever may rise as high as 


108° F., usually in the second week of the first attack, commonly associated with 
delirium or pericarditis. It is usually followed by stupor and death, 


Chief Signs. See page 836, 


938 General Symptoms 


Burns. Characteristics. Extensive burns may be accompanied by hyperpyrexia 
after the period of reaction. 

Less Common Causes. Cerebral tumor or abscess (especially tumor of the pons); 
fracture of the skull (with laceration of the brain); cerebral softening; delirium 
tremens; uremia; cholemia; hysteria; traumatic myelitis; tetanus; chorea; posterior 
basal meningitis; erysipelas; dysentery; brucellosis; tuberculous meningitis; scarlet 
fever; lobar pneumonia; bronchopneumonia; septicopyemia; typhoid fever; typhus 
fever; psittacosis; yellow fever; acute lupus erythematosus; purulent spinal pachymen- 
ingitis; acute bacterial endocarditis; general tuberculosis; relapsing fever; cholera; drug 
ingestion (dinitrophenol, picrotoxin, dinitrocreosol); malignant pemphigus. 


SUBNORMAL TEMPERATURE 
(Hypothermia, Hypopyrexia ) 


Although the normal temperature is 98.6° F., some individuals have a normal as 
low as 96° F. or occasionally 94° F. This is not uncommon in those raised in a tem- 
perate climate who have resided long in the tropics. Individuals suffering from some 
chronic debilitating disease usually have a subnormal temperature, such being espe- 
cially true in those with chronic valvular heart disease. In convalescence from severe 
febrile diseases (lobar pneumonia, untreated with an antibiotic, typhoid fever, re- 
lapsing fever) the temperature is usually for a time subnormal. Shock and collapse 
(q.v.) from any cause have for a symptom a lowered body temperature, as is often 
the case in coma from whatever cause. The temperature is usually low in starvation, 
severe diarrheas, marasmic states, and after exposure to the cold or prolonged im- 
mersion, especially in children. Certain therapeutic measures may lower the tem- 
perature below normal temporarily, as, for example, the deliberately induced hypo- 
thermia often used to facilitate surgery of the heart and great vessels. 

Acute Hemorrhage. Characteristics. There is usually subnormal temperature. The 
most important symptoms are a falling temperature, rising pulse rate and increasing 
pallor. After a severe hemorrhage, reaction is attended by a slight rise in temperature. 

Chief Signs. See page 930. 

Diabetes Mellitus (Severe). Characteristics. The temperature is often subnormal. 

Chief Signs. See page 759. 

Acute Intestinal Obstruction. Characteristics. Cases of intestinal obstruction tend 
to pass into collapse, and when this occurs the temperature becomes subnormal. 

Chief Signs. See page 870. 

Acute Alcoholism. Characteristics. The temperature is frequently below normal, 
particularly if the patient has been exposed to cold. Perhaps the lowest reported tem- 
peratures have been in cases of this sort (75° F.). 

Chief Signs. See page 38. 

Cerebral Hemorrhage. Characteristics. The temperature may be normal but is 
often found subnormal during the stage of coma. During the reactionary stage the 
temperature may rise slightly. In basal hemorrhage it may be high. 

Chief Signs. See page 912. 

Myxedema. Characteristics. The temperature may be below normal. 

Chief Signs. See page 786. 

Cretinism, Characteristics. The rectal temperature is usually subnormal. Cretins 


Thirst, Increased 939 


have been known to have bronchopneumonia even without fever. On account of 
their low temperature they are very susceptible to cold. 

Chief Signs. See page 43. 

Tuberculous Peritonitis. Characteristics. In the more chronic cases subnormal 
temperatures are common, and for days the temperature may not rise above 97° F. 
with the morning record as low as 95.5° F, 

Chief Signs. See page 574. 

Less Common Causes. Marasmus (96° or below); chronic endocarditis; chronic 
nephritis; opium poisoning; manic-depressive psychosis; acromegaly; prolonged 
anesthesia; Addison’s disease; aniline poisoning; bronchial asthma; carcinoma; 
phenol poisoning; cerebellar tumor or abscess; cerebral tumor; cervical cord wound: 
chloral poisoning; veronal poisoning; cholera; dementia praecox; general paralysis; 
chronic heart disease; infantile hemoglobinuria; congenital heart disease; neurasthe- 
nia; oxalic acid poisoning; sclerema neonatorum (may be 70° F.); sprue; trypano- 
somiasis (at intervals) ; atropine poisoning; phosphorus poisoning; uremia; arterio- 
sclerosis; senility; prematurity; anemia (severe); anterior pituitary deficiency (Sim- 
monds’ cachexia); severe vomiting; peritonitis (late); hypothyroidism; bacteremia 
(overwhelming); hypoglycemic shock; anaphylactic shock. 


THIRST, INCREASED 
(Polydipsia) 
(See also Polyuria, page 954.) 


Thirst is usually due to dehydration of the tissues. The common causes of tempo- 
rary thirst are excessive perspiration, ingestion of salty foods, fevers, depletion of fluid 
by repeated vomiting, excessive diarrhea, and prolonged abstention from water. These 
etiologic factors are quite obvious. Certain drugs cause a drying up of the secretions of 
the mouth with resulting thirst; these are mainly belladonna, alum, gallic acid, tannic 
acid, and perchloride of iron. The history in these cases reveals the cause. 

Acute Hemorrhage. Characteristics. Thirst is one of the symptoms, varying in in- 
tensity according to the amount of blood lost. 

Chief Signs. See page 930. 

Diabetes Mellitus. Characteristics. In severe cases thirst is one of the most distress- 
ing symptoms, is most pronounced an hour or two after meals, and the amount of 
fluid consumed will be found to bear a definite relation to the quantity excreted. In 
severe uncontrolled cases the patient becomes markedly dehydrated. 

Chief Signs. See page 943. 

Diabetes Insipidus. Characteristics. Increased thirst with copious secretion of 
urine is the prominent feature of the disease. Enormous quantities of fluid may be 
consumed both day and night. The thirst is proportionate to the polyuria, these being 
the only inconveniences of the disease. 


Chief Signs. See page 954. 
Acute Gastrectasis (Acute Dilatation of the Stomach; Gastromesenteric Ileus, 


Arteriomesenteric Occlusion). Characteristics. Severe thirst occurs. 

Chief Signs. History of operation, acute fever, dietetic errors, trauma; pain; vomit- 
ing; distention of the stomach; gastric splashing; constipation with clay-colored stools; 
oliguria; collapse; absence of fever, leukocytosis, tenderness and rigidity (excluding 


peritonitis ). 
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ONSET 


FEVER 


PULSE 
RESPIRATION 


MAIN 
SYMPTOMS 


RasH 


SPLENO- 
MEGALY 


DURATION 


LEUKOCYTE 
COUNT 


LABORATORY 
DIAGNOSIS 


MAIN 
CoMPLI- 
CATIONS 


TYPHOID 
FEVER 


Rarely acute 


Slow rise, 
high con- 
tinuous, 
slow fall 


Relatively 
slow, di- 
crotic 


Not remark- 
able 


Malaise, head- 


ache, bron- 
chitis, pros- 
tration, 
delirium, 
may be 
diarrhea and 
abdominal 
distention 


Roseolar, 
maculo- 
papular, 
mainly 
abdominal, 
in second 
week 


Almost al- 
ways, mod- 
erate 


4 to 5 weeks 


Leukopenia 
with relative 
lympho- 
cytosis 


Positive cul- 
tures of 
blood, urine, 
and feces in 
first week; 
positive 
Widal after 
first week 


Intestinal 
hemorrhage 
and perfo- 
ration 


MILIARY 
TUBERCULOSIS 


Insidious 


Remittent or 
intermittent, 
sometimes 
higher in 
the morning 
than in the 
evening 


Rapid 


Rapid 


Malaise, bron- 
chitis, cya- 
nosis, pul- 
monary 
signs, or 
evidence of 
meningitis 


None 


Fairly often, 
moderate 


2 to 6 weeks 


Usually mod- 
erate poly- 
morpho- 
nuclear 
leukocytosis; 
sometimes 
leukopenia 
with in- 
crease in 
polymorpho- 
nuclears 


X-ray of chest 


Meningitis 
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DIFFERENTIAL DIAGNOSIS OF COMMON 


BACTERIAL 
ENDOCARDITIS 


Insidious 


Irregular, 
usually not 
very high 


Rapid 


Not remark- 
able, or 
dyspnea 


Heart mur- 
mur, em- 
bolic phe- 
nomena, 
anemia, 
petechiae 


Petechial, 
variable, 
often late 


Common, 
moderate 


Weeks or 
months 


Variable, 
often mod- 
erate, poly- 
morphonu- 
clear leuko- 
cytosis 


Positive blood 
culture, 
various 
organisms 


Anemia, 
embolic 
phenomena, 
uremia 


UNDULANT 
FEVER 


Moderately 
insidious 
Prolonged and 


remittent or 
undulatory 


Often rela- 
tively slow 


Not remark- 
able 


Joint pains, 
sweating, 
chilliness, 
weakness 


Small pink 
macules, 
most promi- 
nent on 
abdomen, 
but not 
constant 


In about one 
third of 
cases, 
moderate 


6 weeks to 
several 
months 


Normal, or 
leukopenia 
with relative 
lympho- 
cytosis 


Positive ag- 
glutination 
test after 
the first 
week; skin 
test; culture 


No common 
complica- 
tions 


BRONCHO- 
PNEUMONIA 


Acute 


Usually high, 
relatively 
slight 
remissions 


Rapid 


Rapid and 
difficult 


Cough with 
rusty spu- 
tum, severe 
dyspnea, 
subcrepitant 
rales or 
signs of con- 
solidation 


None 


Not present 


2 to 3 weeks 


Moderate or 
high poly- 
morphonu- 
clear leuko- 
cytosis 


X-ray of chest 


Empyema 


INFLUENZA 


Acute 


High at first, 
falling 
steadily 
during the 
next few 
days 


Relatively 
slow 


Relatively 
slow 


Headache, 
pain in 
back and 
limbs, 
prostra- 
tion, 
cough 


None 


Not present 


2 to 5 days 
when un- 
compli- 
cated 


Leukopenia 
with rela- 
tive lym- 
phocytosis 


Not specific 


Broncho- 
pneu- 
monia 


* From Yater. The Fundamentals of Internal Medicine, 4th ed., New York, Appleton-Century-Crofts, Inc., 1954. 


Chronic Dilatation of the Stomach (Pyloric Stenosis). Characteristics. Thirst is a 
prominent symptom. 
Chief Signs. Dysphagia; hunger; vomiting at intervals of large quantities of decom- 
posing food; emaciation; oliguria; constipation; tetany; visible peristalsis; epigastric 
prominence; gastric analysis; x-ray. 
Phosphatic Diabetes (Essential Phosphaturia). Characteristics. There is consid- 
erable thirst as in other diabetides. 


Thirst, Increased 


DISEASES SIMULATING TYPHOID FEVER* 


PYELITIS 


Acute or insidious 


Irregular and 
often inter- 
mittent 


Rapid 


Not remarkable 


Chills, pain and 


tenderness in 
renal regions 


None 


Not present 


7 to 10 days 
when acute, 
recurrent for 
years when 
chronic 


Polymorpho- 
nuclear 
leukocytosis 


Pyuria, bacilluria 


None in particular 


TYPHUS FEVER 


Acute with chill 


Rapid rise, then 


high without 
remissions 


Proportional to 


fever 


Rapid 


Headache, 


active 
delirium, 
prostration, 
cough 


Macular, passing 


from pink to 
brownish-red 
or petechial, 
on trunk and 
extremities 

but not face 


Often at first, 


rarely later; 
moderate 


2 weeks 


Slight leuko- 


cytosis 


Specific agglu- 


tination tests 


Bronchopneu- 


monia 


ROcKY 
MOUNTAIN 
SPOTTED FEVER 


Acute 


High continuous 
for 2 weeks, 
with fall by 
lysis in 3rd 


Excessive 


Rapid 


Headache, 
severe muscle 
and joint 
pains, prostra- 
tion, delirium, 
cough 


Macular, passing 
from pink to 
brownish-red, 
then petechial, 
generalized 
and on palms 
and soles 


Practically 
always, 
moderate 


3 weeks 


Slight leuko- 
cytosis 


Specific agglu- 
tination tests 


None 


MALARIA 


Acute 


Regular or 
irregular 
fluctuations, 
depending on 
type 


Excessive 


Rapid 


Chills, fever, 
and sweats; 
regular or 
irregular, 
depending on 
type 


None 


Frequent, 
moderately 
large, firm 


Several weeks 


Leukopenia with 
increase in 
large mono- 
nuclears and 
presence of 
pigmented 
leukocytes 


Plasmodia in 
blood films 


Pernicious 
course 


TRICHINOSIS 


Acute 


Remittent and 
intermittent 
for days or 
weeks 


May be excessive 


Often rapid 


Prostration, 
diarrhea, 
muscular 
soreness, 
periorbital 
edema 


Transient, 
scarlatiniform 


Occasionally 


2 to 8 weeks 


Marked leuko- 
cytosis with 
high eosino- 
philia 


Stool examina- 
tion early, 
biopsy of 
muscle later, 
cutaneous test 


Pneumonia, 
myocarditis, 
phlebitis and 
arteritis 
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SYPHILIS 


Insidious 


Low-grade 


Variable 
Not remarkable 


History of 
primary or 
secondary 
lesions, evi- 
dence of 
hepatic 
involvement, 
other signs of 
syphilis 


Macular, 
papular, 
nodular, 
gummatous; 
widespread, 
symmetrical, 
annular or 
serpiginous 


Occasionally 


Weeks or 
months 


Normal 


Positive serology 
or other 
specific tests 


Many forms of 
involvement, 
osseous, 
nervous, 
vascular, etc. 


Chief Signs. Polyuria, emaciation; increase of excretion of phosphates, even to 


from 7 to 9 gms. a day; pruritus; dry skin. 
Chronic Glomerulonephritis. Characteristics. Thirst is increased, due to polyuria. 


Chief Signs. See page 738. 


Less Common Causes. Glossitis; gout; sunstroke; tetanus; xerostoma, arsenic 
poisoning; cretinism; hyperpituitarism (acromegaly, gigantism); hypopituitarism 
(Frélich syndrome) ; myxedema; chronic gastritis; neurosis; pharyngitis; rapid ac- 
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cumulation of fluid; plague; severe burns; fistulous communications between the 
gastrointestinal tract, liver, or pancreas, and the exterior; hangover. 


TYPHOID STATUS 


This condition, of which the chief symptoms are muttering delirum or coma vigil, 
dry brown tongue, teeth covered with sordes, twitching of the tendons (subsultus 
tendinum), and possibly picking at the bedclothes or grasping at imaginary things 
in the air (carphologia), occurs in so many serious pathologic states that its particular 
diagnostic significance is not great. Prognostically it usually, though not invariably, 
denotes an approaching exitus lethalis. 

The bases of the lungs may be passively congested (hypostatic pneumonia), and 
ordinarily there is fever. The typhoid state is found with greatest frequency in certain 
infections, abdominal and intracranial diseases. 

Typhoid Fever. Characteristics. In severe cases the fourth and fifth weeks may 
show a profound aggravation of the symptoms, and the patient grows weaker, the 
pulse is more rapid and feeble, the tongue is dry, the abdomen is distended, and a 
typical typhoid status supervenes, with low muttering delirium, subsultus tendinum, 
and involuntary passage of feces and urine. 

Chief Signs. See page 790. 

Typhus Fever. Characteristics. Typhoid status may occur in the second week. The 
patient lies on his back with a dull expressionless face, flushed cheeks, injected con- 
junctivae, and contracted pupils. Coma vigil is frequent, in which the patient lies with 
his eyes open but completely unconscious, and with it there may be subsultus ten- 
dinum. 

Chief Signs. See page 905. 

Septicopyemia. Characteristics. There may be marked prostration with delirium 
and apathy (in staphylococcus infections particularly), and usually in the rapid cases 
a typhoid state supervenes and the patient dies comatose. 

Chief Signs. See page 756. 

Less Common Causes. Pernicious malarial fever; malignant variola; malignant 
scarlet fever; epidemic influenza (“flu”); acute yellow atrophy of the liver; acute 
miliary tuberculosis; ulcerative endocarditis; puerperal septicemia; anthrax; glanders; 
hepatic abscess; appendicitis; peritonitis; chronic nephritis; pyelitis; cerebral em- 
bolism and thrombosis, with softening; lobar pneumonia; erysipelas; dysentery; ob- 
structive jaundice; meningitis; general paresis; purpura haemorrhagica; acute phos- 
phorus poisoning; mumps; milk sickness; tuberculous bronchopneumonia. 


URINATION, FREQUENT 
(Pollakiuria ) 
(See also Polyuria, page 954.) 
In health a person micturates about five times in 24 hours, voiding about 1500 ml. 
of urine. Ordinarily there is no waking at night to micturate. Emotion and copious 


liquid consumption cause it in health. Exposure to cold influences micturition, and it 
is notably more frequent in the winter months than in summer. Frequency is acommon 
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complaint of nervous women. Excessive drinking of beverages containing caffeine 
(coffee, tea, etc.) causes frequent urination. 

Diabetes Mellitus. Characteristics. Frequent urination with the passage of large 
quantities of urine is one of the cardinal symptoms in severe uncontrolled cases. 

Chief Signs. Thirst; voracious appetite; progressive emaciation; dry tongue and 
skin; pruritus; urine of high specific gravity and containing sugar; hyperglycemia. 

Prostatic Hypertrophy (Prostatism). Characteristics. There is increased frequency 
of urination, especially at night and particularly toward morning; later the diurnal 
frequency is augmented. 

Chief Signs, Middle age; hesitation in starting and weakness of the stream; may 
be residual urine (catheterization) ; cystitis; dribbling; digital exploration per rectum, 
cystoscopy (revealing the obstruction). 

Acute Cystitis. Characteristics. There is a frequent desire to pass water every few 
moments or almost incessantly, several times an hour or once in a couple of hours, 
both day and night. 

Chief Signs. Uneasiness in the neighborhood of the bladder; spasmodic pain during 
urination; may be fever; pressure on the bladder intolerable; may be blood-tinged 
urine; pyuria; may be acute retention. 

Congestive Heart Failure. Characteristics. There is nocturia with day polyuria 
early, to be followed by scanty urination later. 

Chief Signs. See page 859. 

Chronic Glomerulonephritis. Characteristics. Increased frequency of urination is 
present, especially nocturnal, with polyuria, unless edema is present. 

Chief Signs. See page 738. 

Pregnancy. Characteristics. There may be some frequency from pressure, more 
marked early and in the latter half of pregnancy. 

Chief Signs. See page 899. 

Urethral Stricture. Characteristics. Frequency of micturition occurs with more or 
less pain. 

Chief Signs. History of gonorrhea (1 to 15 years previous); gleet (morning drop) ; 
small, irregular stream of urine with dribbling; imperfect and painful erection, may 
be retention; sometimes hematuria; passage of a sound. 

Nephrolithiasis (Renal Colic). Characteristics. Frequent micturition may occur 
during an attack of renal colic. 

Chief Signs. Renal colic: agonizing pain in the flank passing down the ureter to 
the testicles or thigh or to the back, etc.; may be nausea and vomiting, collapse, sweats, 
chill, fever; may be hematuria; pyuria; x-ray; ureteroscopy. 

Gonococcal Urethritis (Acute Anterior and Posterior). Characteristics. With in- 
fection of the anterior urethra urinary frequency may be noted by day but not at 
night, while in posterior urethritis pollakiuria is present both day and night. In mild 
cases there is slight pain on urination, but with greater degrees of infection pain is 
more severe, especially before and at the close of the act. 

Chief Signs. History of suspicious coitus; urethral discharge; perineal pain and 
tenesmus; hematuria or drops of blood at the end of urination; presence of gonococci 
in the smear. 

Carcinoma of the Prostate. Characteristics. When retention occurs, frequency of 
urination develops. 

Chief Signs. Occurrence in later life; hematuria; sciatic and pelvic pain; weakness; 
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bony and glandular metastasis; rectal palpation (stony nodules in the gland) ; cystos- 
copy and “punch” biopsy. 

Vesical Calculus. Characteristics. The frequency of urination is greater during the 
day and is usually not present at night unless cystitis complicates the condition. 

Chief Signs. Irresistible desire to urinate attended by tenesmus and pain at the end 
of the act; pain in the urethra or hypogastrium, especially on jarring; acute paroxysms 
(‘‘fits of the stone”) ; hematuria; pyuria; vesical sound or searcher; cystoscopy; X-ray. 

Carcinoma of the Bladder. Characteristics. There may be frequent urination present 
day and night. 

Chief Signs. Middle age; hematuria spontaneous, painless, and profuse; blood clots, 
pus, mucous fragments in the urine; may be cystitis with pain; cystoscopy. 

Acute Appendicitis. Characteristics. Frequency of micturition may occur in the 
case of a low, inflamed appendix. 

Chief Signs. See page 763. 

Salpingitis (Pyosalpinx; Pelvic Peritonitis). Characteristics. Increased irritability 
of the bladder is present from the adjacent inflammation. 

Chief Signs. See page 658. 

Ovarian Cyst. Characteristics. There may be some frequency from pressure when 
the cyst is large and still in the pelvis. 

Chief Signs. See page 659. 

Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. There may be 
increased frequency of urination due to pressure on the neck of the bladder. 

Chief Signs. Maybe menorrhagia or metrorrhagia; mucous uterine discharge (leu- 
korrhea) ; delayed menopause; pain; bladder and rectal pressure symptoms; anemia; 
vaginal examination. 

Retroversion of the Uterus. Characteristics. Frequent micturition may occur from 
pressure of the cervix on the bladder. 

Chief Signs. See page 647. 

Tuberculosis of the Bladder (Primary or Secondary). Characteristics. Increased 
frequency of urination is one of the common symptoms. 

Chief Signs. Hematuria, most marked at the end of urination, persistent but not 
profuse; microscopic sediment of red cells; bleeding irregular day or night, and not 
connected with jarring; pain mild at first in the penis and perineum at the close of 
urination; pyuria; cystitis; acid urine; history; concomitant tuberculosis (kidney, 
prostate, testis); tubercle bacilli in the urine; cystoscopy. 

Renal Tuberculosis. Characteristics. At first, frequency of urination with polyuria 
is most marked at night with pain before, during, or after the passage; later it is pres- 
ent in the day as well. It is usually the earliest and most constant symptom and occurs 
even before the bladder becomes involved. 

Chief Signs. Hematuria, usually microscopic (sometimes macroscopic), from time 
to time; renal pain (may be in the healthy kidney); slight fever; pyuria (usually sterile 
on culture); tuberculous lesion elsewhere; tubercle bacilli in the urine; cystoscopy 
and ureteral catheterization; x-ray (irregular shadows). 

Less Common Causes. Acute catarrhal nongonococcal urethritis; acute nonspecific 
suppurative urethritis; Reiter’s syndrome; urethral caruncle; carcinoma of the urethra; 
chronic atrophic urethritis (in females); chronic cystitis; chronic trigonitis; vesical 
diverticulum with cystitis; vesical hernia with cystitis; prolapse of the bladder; tuber- 
culous prostatitis; bladder fistulas; papilloma of the bladder; schistosomiasis; ascari- 
asis; ulcer of the bladder; retention with incontinence; carcinoma of the uterus (sec- 
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ondary infiltration of the bladder); carcinoma of the rectum ( secondary infiltration 
of the bladder); angina pectoris; movable kidney (torsion of); diabetes insipidus; 
foreign body in the bladder; urethral calculus; chronic pyelitis; phimosis (children) ; 
balanitis (children) ; small urinary meatus (children) ; oxaluria; urinary hyperacidity; 
colibacilluria; anteflexion of the uterus; hysteria; appendicular abscess (low); cys- 
talgia (irritable bladder) ; excessive ingestion of coffee or tea; peritonitis (especially 
pelvic); pilimiction; acute pyelitis; Oxyuris vermicularis infestation; trench fever; 
anxiety reaction; pituitary tumor; prolapse of the uterus; prostatitis; spinal claudica- 
tion; acute proctitis; ureteritis; postcoital effect; phosphaturia; azoturia; use of can- 
tharides; sunstroke; dysmenorrhea; gout. 


URINATION, PAINFUL OR DIFFICULT 


Gonorrhea (Urethritis). Characteristics. The passage of urine is painful, the 
stream slow and obstructed in acute anterior urethritis. In acute posterior urethritis 
the pain is usually referred to the perineum, the anterior urethra just back of the 
glands, or the epigastrium, and appears before urination, in the form of urgency, 
during urination, and with painful spasm at the end of the act. In chronic posterior 
urethritis with prostatitis urination may be frequent, painful, urgent, or difficult; the 
stream may be slow to start or slow to terminate. In others urination may be normal. 

Chief Signs. See page 632. 

Prostatic Hypertrophy (Prostatism). Characteristics. Difficulty in starting the 
stream is a constant symptom. Straining adds to the difficulty. As the amount of resid- 
ual urine increases, or infection supervenes, urination becomes painful. The patient 
has the sensation that the bladder has not completely emptied. 

Chief Signs. See page 943. 

Urethral Stricture. Characteristics. Painful urination and frequency are frequently 
initial symptoms. There may be hesitation in commencing the flow or a need to strain 
to maintain it. 

Chief Signs. See page 943. 

Acute Cystitis. Characteristics. Micturition is painful; the act terminates in a series 
of exquisitely painful spasms. 

Chief Signs. See page 943. 

Vesical Calculus. Characteristics. Pain may be intense. The sufferer may spend 
his time in one long spasm. The pain is chiefly in the glans, along the pendulous urethra, 
and in the perineum. In a “fit of the stone” the pains are greatly intensified. 

Chief Signs. See page 944. 

Renal Tuberculosis. Characteristics. The most marked and characteristic pain is 
terminal, continuing for some time after the end of micturition. This is due to bladder 
involvement. 

Chief Signs. See page 944. 

Phimosis. Characteristics. The opening in the prepuce may be so small as to in- 
terfere with the passage of urine. 

Chief Signs. Inability to retract the prepuce over the glans; small preputial orifice. 

Urethral Caruncle. Characteristics. Exquisite pain occurs during micturition. 

Chief Signs. Occurrence in women; examination of the urethral orifice (red, fragile 
tumor, size of a pea, at or within the meatus, sensitive to the touch); may be vesical 
irritability. 
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Uterine Fibroids (Fibromyomas of the Uterus). Characteristics. Dysuria, vesical 
tenesmus, and frequency may occur from pressure on the bladder. 

Chief Signs. See page 944. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Difficulty in emptying the 
bladder may be an initial symptom. Incontinence occurs in a later stage. 

Chief Signs. See page 696. 

Less Common Causes. Urethral calculus; foreign body in the urethra; foreign body 
in the bladder; pelvic peritonitis; tuberculous urethritis; urethral chancre; urinary 
hyperacidity; appendiceal abscess; appendicitis; prostatic calculus; carcinoma of the 
bladder; carcinoma of the prostate; carcinoma of the cervix; myelitis; concussion of 
the spinal cord; renal irritation (cantharides, turpentine, etc.); acute endometritis; 
ovarian cyst; nervousness; diaphragm paralysis; polyp of the bladder; prolapse of 
the uterus; tumor of the bladder; ulcer of the bladder; vulvitis; cystocele; trigonitis; 
bladder diverticulum; blood clot in the bladder; prostatitis; tuberculosis of the pros- 
tate; small urinary meatus (children); bladder atony; stammering bladder; prostatic 
abscess; chronic cystitis; combined sclerosis of the cord; pelvic tumor; pregnancy 
(retroverted uterus); carcinoma of the urethra (primary or secondary); syringo- 
myelia; tumor of the spinal cord; multiple sclerosis; balanitis; proctitis; perineal 
abscess; pyelitis; phosphaturia; dysmenorrhea; sacro-iliac disease; variola; varicella; 
inflamed hemorrhoids; dysentery. 


URINE, ABNORMAL COLOR OF 
(See also Urine, Blood in, page 948.) 


Urine of low specific gravity is pale yellow; concentrated urine is deep amber. 

Hematuria. Characteristics. The urine may contain many red blood cells without 
being discolored. When there is enough blood to discolor the urine, its color varies 
from smoky to red, being sometimes coffee-colored. 

For causes, see page 948. 

Jaundice (Biliuria). Characteristics. The urine is dark orange or reddish brown 
in the deeply jaundiced patient. The presence of bile gives a positive foam test. 

For causes, see page 829. 

Discoloration due to Drugs. Characteristics. A number of drugs cause abnormal 
coloration of the urine, the color being dependent upon the concentration of the urine, 
the amount of normal pigments, and the pH. The urine is colored dark yellow, reddish 
yellow, orange or red by the administration of rhubarb, salicylic acid, mercurochrome, 
pyridium, serenium, acroflavine, Furadantin, Altafur, Quinacrine, trinitrophenol, sul- 
fonamide and antibiotic combinations with the azo dyes, the phenols, thymol, tannin, 
resorcin, and vitamin B preparations. Phenothiazine, aminopyrine, Antifebrin, sul- 
fonal, trional, Congo red, fuchsin, and phenolsulphonthalein may cause the urine to 
be red. Salol and pyrogallol may produce a greenish black urine. Blue or greenish blue 
urine may result from the administration of indigocarmine or methylene blue. Senna, 
cascara, aloes, santonin, and phenolphthalein color the urine yellowish brown in acid 
urine and red or even violet in alkaline urine. 

Discoloration due to Vegetable Pigments. Characteristics. Ingestion of large 
amounts of beets or purple cabbage may make the urine red. When due to the ingestion 
of beets the color of the urine is sometimes called “‘beeturia.” 

Hemoglobinuria. Characteristics. If the plasma level of free hemoglobin is high 


Urine, Abnormal Color of 947 


enough, the hemoglobin will appear in the urine, causing a red (port-wine, burgundy, 
crimson) color at alkaline pH’s or brown to black (due to methemoglobin formation) 
at acid pH’s. It must be remembered that erythrocytes allowed to stand in an alkaline 
urine will be lyzed and a false diagnosis of hemoglobinuria made. The benzidine or the 
gualac test is positive. The hemoglobinurias fall into two main categories: acute and 
recurrent or paroxysmal. The acute ones are all the result of a hemolytic episode of 
such causes as mismatched blood transfusion, entry of distilled water into the circula- 
tion during a transurethral resection of the prostate or from a mistake in making up an 
intravenous infusion, extensive burns, renal infarction, inhalation of arsine, malarial 
paroxysms (“blackwater fever’’), reactions of quinine or primaquine, or the ingestion 
of uncooked fava bean protein (the last as the result of a true hereditary sensitivity 
endemic along the Mediterranean coasts, the susceptibility to the antigen of the un- 
denatured protein being called “favism”). The true paroxysmal hemoglobinurias are 
chill (syphilitic) type, paroxysmal nocturnal type (Marchiafava-Micheli syndrome), 
and the march type. The chill type occurs in persons with tertiary syphilis by ex- 
posure to cold. In the Donath-Landsteiner test the patient’s serum is incubated in the 
refrigerator with normal red blood cells of his own type, and when this mixture is re- 
warmed to room temperature hemolysis occurs. The Rosenbach test is performed by 
immersing the patient’s leg in ice water for about 15 minutes, and if the test is positive, 
plasma obtained from an arm vein will contain free hemoglobin. In the Ehrlich test a 
ligature is placed around a finger which is then immersed in ice water, after which 
blood drawn from the finger is found to contain free hemoglobin. In paroxysmal noc- 
turnal hemoglobinuria the first urine voided on awakening is most highly colored. The 
urine contains hemosiderin granules, easily recognized by the black color they de- 
velop on exposure to hydrogen sulfide. In the Ham test, when the patient’s erythrocytes 
are incubated in acidified normal serum, hemolysis occurs. March hemoglobinuria is 
common among marathon runners and may occur in others during walks of 2 or 3 
miles. 

Myohemoglobinuria. Characteristics. The urine is red or brown and gives a posi- 
tive reaction with benzidine or guaiac. Myohemoglobin may appear in the urine as 
brown crystals. It does not accumulate in the blood as free hemoglobin does. The 
condition occurs after severe traumatic necrosis of skeletal muscle, after severe elec- 
trical burns, following muscle strain, as Haff disease from ingestion of certain algae 
that inhabit the waters of the Baltic and Scandinavian countries, sometimes spon- 
taneously, and rarely in patients with muscular dystrophy. 

Urobilinogenuria and Urobilinuria. Characteristics. Urobilin and stercobilin oxi- 
dized from urobilinogen in the urine contribute to the yellow, amber and brownish 
color of urine. Urinary urobilinogen excretion is increased in cases of hepatogenous 
jaundice and liver disease without jaundice. The Watson method is very satisfactory in 
making quantitative determinations (normal value, 5 Ehrlich units or 4 mg. or less in 
24 hours). 

Porphyrinuria (Porphyria). Characteristics. When coproporphyrin and uropor- 
phyrin are increased in the urine the color of the urine varies from deep red to almost 
black. At times coproporphyrin is excreted in the urine in a colorless form, porpho- 
bilinogen, which on exposure to sunlight is converted to coproporphyrin. The por- 
phyrins are identified by extraction and spectroscopic analysis. A number of types of 
this uncommon condition are recognized: congenital (photosensitive) porphyria, in- 
termittent acute porphyria, chronic porphyria, and secondary porphyria (see page 


878). 
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Chyluria. Characteristics. The urine may be translucent, milky, or the consistency 
of thick cream. Chyluria results from obstruction of the lymphatics between the in- 
testine and lymphatic duct with retrograde dilatation of retroperitoneal and pelvic 
channels, insufficiency of the lymphatic valves, and finally rupture into some part of 
the urinary tract. The commonest cause of lymphatic obstruction is reaction produced 
by the filarial worm, W. bancrofti. Other causes are infiltrating growth, infections such 
as tuberculosis, pregnancy, and trauma. Chylous urine does not show fat droplets, but 
the fat is extracted by ether. 

Melanuria. Characteristics. The urine as voided may be brown or black but often 
turns dark only on standing. Melanosis and melanuria occur in cases of malignant 
melanoma. 

Alkapionuria. Characteristics. The color of the urine is normal when the urine is 
acid and freshly voided; when alkaline it may be dark, and when alkali is added it 
turns black. The condition is familial and occurs most commonly in males. 


URINE, BLOOD IN 


(Hematuria) 


Hematuria occurs as a result of lesions of the genitourinary tract, as a result of 
lesions of the viscera immediately adjacent to the urinary tract, and in many systemic 
diseases. Genitourinary lesions account for approximately 66 per cent of all cases of 
hematuria, and the sources of bleeding in this group are equally divided between the 
upper and lower tract. Blood in the urine may be microscopic or macroscopic. Its 
presence always calls for careful examination of the genitourinary system. 

Acute Cystitis. Characteristics. The urine usually contains some blood, which may 
be mixed throughout the urine or may be terminal with a few drops of almost pure 
blood coming at the end of the urinary stream. 

Chief Signs. See page 943. 

Prostatic Hypertrophy (Prostatism). Characteristics. Hematuria may be profuse 
and may occur early in the disease. 

Chief Signs. See page 943. 

Renal Infection (Pyelitis; Pyelonephritis; Pyonephrosis). Characteristics. Micro- 
scopic hematuria may occur and is rarely profuse, although in chronic pyelitis, espe- 
cially of the granular type, excessive bleeding may occur as the result of congestion 
and rupture of small new-formed vessels. 

Chief Signs. See page 615. 

Nephrolithiasis (Renal Calculus). Characteristics. Hematuria is a constant symp- 
tom. Bleeding is seldom profuse but may be persistent and aggravated by exertion. 
Some hematuria usually accompanies and follows the renal colic. 

Chief Signs. See page 943. 

Ureteral Calculus. Characteristics. Hematuria may occur either during descent of 
the stone or when the latter becomes arrested in the duct without causing complete 
obstruction. 

Chief Signs. History of pain (renal colic) or passage of calculi; increased desire 
to micturate; ureteral catheterization; X-ray. 

Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. The urine 
is highly colored and contains blood, albumin, and casts. Usually the blood is micro- 
SCOpIc. 
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Chief Signs. See page 738. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. Micro- 
scopic hematuria with abundant hyalin and granular casts is the usual finding. Hema- 
turia may be a symptom of a rare form of hemorrhagic diathesis occurring in chronic 
nephritis. In this case profuse hemorrhage may occur into and from many parts of 
the body. 

Chief Signs. See page 738. 

Renal Tuberculosis. Characteristics. Hematuria is a common symptom; it may be 
microscopic or sufficient to cause smokiness of the urine, and it is sometimes massive; 
it frequently is present at the end of urination. 

Chief Signs. See page 944. 

Acute Gonococcal Posterior Urethritis and Prostatitis. Characteristics. Hematuria 
often occurs and may be constant or intermittent. The amount is not great and the 
bleeding comes often with the last jet of urine. 

Chief Signs. See page 943. 

Tumor of the Bladder (Carcinoma; Papilloma). Characteristics. Hematuria is the 
first, last, and frequently the only symptom; it begins without cause or warning, con- 
tinues copious and painless, is unaffected by rest, diet, or medication, and ceases 
without apparent reason. 

Chief Signs. See page 629. 

Tumor of the Kidney (Hypernephroma; Carcinoma; Sarcoma; Embryoma). Char- 
acteristics. Hematuria is usually the first symptom in the adult (rarer in children); it 
is characteristically abundant, painless, spontaneous, and not influenced by motion 
or rest. The passage of clots may cause renal colic. 

Chief Signs. See page 592. 

Carcinoma of the Prostate. Characteristics. Hematuria may occur but is usually 
late and not as common as in simple prostatism. 

Chief Signs. See page 943. 

Vesical Calculus. Characteristics. Light hematuria may occur, usually as a few 
drops in the terminal urine. Jolting may result in profuse, short-lived hematuria. 

Chief Signs. See page 629. 

Intrapelvic Papilloma. Characteristics. Hematuria is common, profuse, and may 
be accompanied by renal colic from passage of clots. 

Chief Signs. Renal colic; ureteral catheterization; pyelography. 

Renal Infarction. Characteristics. Hematuria may occur in cases of infective and 
recurring endocarditis from embolism followed by kidney infarction. 

Chief Signs. Presence of infective endocarditis; sudden pain in the loin. 

Hydronephrosis. Characteristics. Hematuria is an unusual but striking feature of 
some cases. The hemorrhage may be repeated and profuse, especially in the inter- 
mittent or infected varieties. 

Chief Signs. See page 616. 

Trauma. Characteristics. Hematuria may occur from injury to the kidney, often 
slight trauma, or ruptures. The bladder may also be injured, causing hematuria. 
Trauma of the urethra is also a cause of hematuria at times. 

Chief Signs. History. 

Congenital Polycystic Kidneys. Characteristics. Hematuria may recur at intervals 
for years. 

Chief Signs. Bilateral renal tumor (if in an adult) ; signs of chronic nephritis (pallor, 
hypertension, hypertrophy of the heart, polyuria); pain; pyelography. 
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Foreign Bodies in the Bladder or Urethra. Characteristics. Traumatic bleeding 
may occur. 

Chief Signs. History of entrance; cystoscopy. 

Purpura Haemorrhagica. Characteristics. Blood may be present in the urine and 
is occasionally profuse and persistent. It is not as frequent, however, as hemorrhages 
into the skin and from the mucous membrane. 

Chief Signs. See page 903. 

Anticoagulant Therapy. Characteristics. Hemorrhage may follow from various 
parts of the body, especially the kidneys with resultant hematuria. 

Chief Signs. History of the administration of an anticoagulant. 

Chronic Myeloid Leukemia. Characteristics. Hematuria sometimes occurs due to 
decrease in blood platelets, myeloid metapasia in the kidneys, and enlargement of 
the lymph nodes causing venous engorgement. 

Chief Signs. See page 585. 

Lymphatic Leukemia. Characteristics. Hematuria may occur in the chronic form 
due to decrease in blood platelets, lymphatic infiltration and venous congestion from 
large lymph nodes. It may be marked and accompanied by intense pain. The hemor- 
rhagic tendency usually occurs late in the disease. 

Chief Signs. See page 840. 

Polycythemia Rubra Vera (Erythremia). Characteristics. Hematuria may occur 
from vascular engorgement and may be the only symptom noted before examination. 

Chief Signs. Cyanosis; enlarged spleen; great increase in the red blood cells; in- 
creased blood volume. 

Hemophilia. Characteristics. Hematuria may occur, usually slight but persistent 
and following an accident causing slight trauma of the kidney. Death has occasionally 
occurred from the renal hemorrhage of hemophilia. 

Chief Signs. Heredity (only in males through the female); moderately delayed 
coagulation time of the blood without other blood dyscrasia; repeated prolonged 
hemorrhages on slight provocation, commencing in infancy. 

Essential Renal Hematuria. Characteristics. This name is given to a unilateral 
hematuria for which no cause can be demonstrated. The bleeding is profuse and 
comes on suddenly without apparent cause. The hematuria is usually spontaneous, 
painless, and intermittent. These cases are all probably due to a unilateral nephritis 
or a blood dyscrasia. 

Chief Signs. Absence of the usual symptoms of kidney disease; ureteral cathe- 
terization, revealing the unilateral origin; negative pyelography. 

Oxaluria. Characteristics. Slight hematuria may occur. 

Chief Signs. Presence of large quantities of oxalates in the urine; negative x-ray. 

Less Common Causes. Pernicious anemia; Hodgkin’s disease (paroxysms of pain 
and hematuria from encroachment of nodes on the genitourinary tract); lymphosar- 
coma (paroxysms of pain and hematuria from growths in the kidney or prostatic 
gland); cerebrospinal fever; icterohemorrhagic spirochetosis; acute and subacute 
endocarditis; septicemia; focal infection (especially those adjacent to the genito- 
urinary tract); appendicitis; pelvic abscess; pyosalpinx; intestinal tuberculosis; peri- 
cystitis; perinephric abscess; aseptic infarction of the kidney (from valvular or coro- 
nary heart disease); eclampsia; hypersensitivity to or poisoning from drugs (anti- 
monials, arsenicals, barbiturates, cantharides, creosote, creosol, lead, mercurials, 
phenols, sulfonamides, salicylic acid, turpentine, urotropin, quinine, phosphorus, 
etc.) ; carcinoma of the uterus, vagina, rectum, colon (infiltrating the bladder); an- 
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gioma of the renal pelvis; simple cyst of the kidney; echinococcus cyst of the kidney; 
ulcer of the bladder; diverticulum of the bladder; exstrophy of the bladder; cystitis 
cystica; syphilis of the bladder; aneurysm of the abdominal aorta; extrarenal tumor 
(pressure on the renal pedicle); suprarenal tumor; scurvy; malaria (blackwater 
fever); acute yellow atrophy of the liver; dissecting aneurysm of the aorta; dissemi- 
nated lupus erythematosus; polyarteritis nodosa; adenoma of the kidney; vesical tu- 
berculosis; schistosomiasis; abnormal renal mobility; nephrocalcinosis; impacted 
calculus in the urethra; urethral papilloma; aneurysm of the renal artery; papilloma 
of the ureter; carcinoma of the ureter; vesical hemangioma; vesical varicose veins; car- 
cinoma of the urethra; urethral angioma; caruncle; high protein diet; postexertion; 
bladder endometriosis; renal vein thrombosis; necrotizing renal papillitis; ureteral 
vesiculitis; congestive heart failure; rheumatic fever; renal furunculosis or carbuncle; 
amebiasis; diphtheria; influenza; aplastic anemia; familial hematuria; typhoid fever; 
typhus fever; scarlet fever; smallpox; dysentery; yellow fever; paroxysmal hematuria; 
psorospermiasis; tabes dorsalis; plasma thromboplastin antecedent deficiency. 


URINE, DIMINUTION IN AMOUNT OF 
(Oliguria and Anuria) 


Decreased urine volume is most often due to increased renal tubular reabsorption 
of water resulting from the elaboration of antidiuretic hormone. This type of oliguria 
allows for the compensatory conservation of water resulting from water deficit from 
either decreased intake or increased loss. Oliguria also regularly occurs following 
contraction of extracellular fluid volume from any cause. In the case of oliguria re- 
sulting from dehydration or hypovolemia multiple renal adjustments participate in 
its production (decreased renal blood flow, decreased glomerular filtration rate, in- 
creased tubular reabsorption of water and salt). Anuria may be caused by obstruc- 
tion to the outflow of urine from the kidneys or to failure of secretion of urine by 
them, and it must be distinguished from retention of urine, in which case urine is 
secreted by the kidneys but is retained in the bladder as a result of some obstructive 
lesion (see page 955). The urine is scanty in most febrile diseases and in shock. 

Acute Glomerulonephritis (Acute Bright’s Disease). Characteristics. The urine 
is scanty, dirty or smoky, and contains blood, albumin, and casts (“blood casts,” 
hyaline and granular casts, waxy and fatty casts). Urine volume is closely related to 
the severity of the disease, the greater degrees of oliguria representing increased 
severity of the glomerular lesion. Anuria occurs in about 2 per cent of cases, and its 
persistence beyond 96 hours reflects a poor prognosis. 

Chief Signs. See page 738. 

Nephrotic Syndrome. Characteristics. Whether the etiology be chronic glomerulo- 
nephritis, lipoid nephrosis, amyloid disease of the kidney, syphilitic nephritis, throm- 
bosis of the renal vein, disseminated lupus erythematosus, intercapillary glomerulo- 
sclerosis, multiple myeloma, etc., the urine is usually diminished in quantity with a 
high specific gravity (1.025 to 1.040). It is smoky and contains abundant albumin, 
many hyaline casts, occasional granular casts, and rare red blood cells. 

Chief Signs. See page 739. 

Uremia (Severe Renal Insufficiency ). Characteristics. The urine is scanty, or there 
may be anuria. 

Chief Signs, See page 759. 
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Congestive Heart Failure. Characteristics. The urine is scanty, high-colored, and 
contains a moderate amount of albumin, some hyaline and granular casts and fre- 
quently some red blood cells when decompensation is marked. 

Chief Signs. See page 859. 

Floating Kidney. Characteristics. The urine is scanty during Dietl’s crisis and 
contains an excess of urates and oxalates; sometimes it is bloody. Transient polyuria 
follows the relief of the obstruction. 

Chief Signs. See page 955. 

Dilatation of the Stomach (Pyloric Stenosis). Characteristics. The urine is scanty, 
with constipation and extreme dryness of the skin, as a consequence of the small 
amount of fluid which passes from the stomach. 

Chief Signs. See page 940. 

Lead Colic. Characteristics. The urine is often scanty during the attack. 

Chief Signs. See page 764. 

Acute Intestinal Obstruction. Characteristics. The urine is scanty and high-colored 
and there may be suppression, particularly when the obstruction is high up in the 
bowel. 

Chief Signs. See page 870. 

Acute General Peritonitis. Characteristics. The urine is usually scanty and high- 
colored, and contains a large amount of indican. 

Chief Signs. See page 574. 

Nephrolithiasis (Renal and/or Ureteral Calculus). Characteristics. Complete 
anuria may develop when fragments block both ureters, but this is rare. More fre- 
quently calculus anuria occurs in an individual who has had one kidney partially 
destroyed by previous disease and the ureter of the remaining organ thereafter ob- 
structed by a stone. Rarely, urinary suppression may arise from occlusion by a small 
calculus of the ureter of a kidney which is practically normal with thereafter reflex 
depression of urine in the other kidney, especially if the function of the latter has 
been already impaired by disease. In ureteral calculus disease there may be very little 
discomfort. 

Chief Signs. See page 943. 

Cirrhosis of the Liver (Alcoholic or Portal). Characteristics. The urine is often 
reduced in amount, contains urates in abundance, often a slight amount of albumin, 
and if jaundice is intense, tube casts. 

Chief Signs. See page 572. 

Less Common Causes. Transfusion reaction; hydronephrosis; abdominal aneurysm; 
abdominal tumor; embolism of the kidney; hemorrhage; thrombosis of the inferior 
vena cava or renal vein; pernicious malaria; periarteritis acuta nodosa; renal abscess; 
pernicious anemia; poisoning by turpentine, potassium chlorate, chloroform, can- 
tharides, phenol, bichloride of mercury, phosphorus, etc.; pyonephrosis; suppurative 
pyelonephritis; sunstroke; acute yellow atrophy of the liver; nervous anuria; hemor- 
rhagic fever; bilateral symmetric cortical necrosis of the kidneys; hepatitis; polycystic 
disease of the kidneys (late); heavy metal administration (mercury, gold, arsenic) ; 
crush syndrome; aseptic abortion; intravascular hemolysis from any cause; serum re- 
action; vesical carcinoma involving both ureteric orifices; accidental surgical ligation 
of both ureters; carcinoma of the uterus (infiltration and obstruction of both ureters) ; 
blockage by sulfonamide crystals; renal tuberculosis (bilateral); acute ascending 
ascites; reflex anuria (postoperative or traumatic) ; too rapid emptying of an overdis- 
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tended bladder; gout; ascites (late) ; excessive vomiting (dehydration ); diarrhea (de- 
hydration ) ; cholera; yellow fever. 


URINE, INCONTINENCE OF 
(Enuresis ) 


(See also Retention of Urine, page 955.) 


True or passive incontinence of urine is the involuntary escape of urine from the 
bladder, the urine flowing out as soon as it flows in, the bladder never being distended. 
Active incontinence is due to exaggeration of the vesical reflex and is usually called 
enuresis. The incontinence of retention is the overflow of a distended bladder and 
the causes are listed under Retention of Urine. Imperative urination, coming on 
every few minutes, and due to inflammation or other form of irritation, is sometimes 
called false incontinence. In various states of coma (as in apoplexy) there may be 
incontinence. Rarely fright may cause it. Incontinence is not uncommon in nervous 
people, especially women (“stress incontinence’’). 

Enuresis in Children. Characteristics. The child 5 or 6 years old begins to wet 
the bed quite regularly, perhaps two or three times every night. He may lose urine 
involuntarily by day, or very rarely the incontinence occurs only by day and not by 
night. 

Chief Signs. May be presence of reflex irritation (phimosis, pinworms, adenoids, 
etc.) ;nervous temperament. 

Cystocele. Characteristics. Frequency of urination with leakage may be very an- 
noying. 

Chief Signs. History of perineal laceration; inability to empty the bladder com- 
pletely; sensation of weight and pressure in the pelvis; protrusion of the anterior 
vaginal wall through introitus on walking, standing, or straining. 

Postprostatectomy Enuresis. Characteristics. Incontinence may follow any opera- 
tion upon the prostate or bladder neck, more often as a result of perineal prostatec- 
tomy. 

Tuberculosis of the Bladder. Characteristics. Incontinence occurs when the bladder 
neck is involved. 

Chief Signs. See page 944. 

Multiple Sclerosis (Disseminated Sclerosis; Insular Sclerosis). Characteristics. In 
females difficulty in retaining urine may be an early symptom (in males hesitancy in 
passing it is more common). 

Chief Signs. See page 703. 

Less Common Causes. Ataxic paraplegia; cystitis; enuresis ureterica; epilepsy 
(during seizure); general paresis (in late stages of dementia) ; Erb’s spinal paralysis; 
encephalitis lethargica (in the lethargic period); poliomyelitis (dribbling of urine 
may persist for a time); cerebrospinal meningitis; spina bifida; hematomyelia; me- 
ningeal hemorrhage; fibroma uteri; trigonitis; urine displacement; persistence of in- 
fantile incontinence; postinfection encephalitis; senile dementia; schizophrenia; trans- 
verse myelitis; urethrocele; urethral fistula (female); prostatitis; prostatic calculi; 
prostatic hypertrophy; carcinoma of the prostate; tumor of the spinal cord; tabes 
dorsalis; injury to the bladder sphincter; congenital disturbances of the urethral valves; 


pregnancy (late). 
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URINE, INCREASE IN AMOUNT OF 
(Polyuria ) 


Polyuria must be distinguished from frequency of urination. The total amount of 
urine voided in a 24 hour period averages about 1,500 ml. with, however, wide varia- 
tions in this figure as a result of a number of environmental factors. Thus, copious 
drinking, cold weather, nervousness or excitement, and the imbibition of diuretic 
fluids (coffee, tea, alcohol, etc.) will produce increased amounts of urine. Polyuria 
may be either transient or persistent, the former as a rule being less frequently asso- 
ciated with disease of any moment. Convalescence from febrile illnesses and the 
disappearance of general edema and serous effusions may be accompanied by poly- 
uria. In case of doubt the total amount of urine voided in 24 hours should be measured. 

Diabetes Mellitus. Characteristics. The urine is increased in amount, varying from 
2 to 4 liters to 10 to 20 in 24 hours, depending upon the severity of the case. This is 
one of the cardinal symptoms of uncontrolled diabetes. 

Chief Signs, See page 943. 

Chronic Glomerulonephritis (Small Contracted Kidneys). Characteristics. Poly- 
uria is common, associated with nocturnal frequency, unless edema is present. The 
urine has a low specific gravity. 

Chief Signs. See page 738. 

Nephrosclerosis (Small Contracted Kidneys—End Stage of Renal Involvement 
of Essential Hypertension). Characteristics. As in chronic glomerular nephritis (see 
above), from which the differential diagnosis may be difficult to make. 

Chief Signs. History of long-standing severe hypertension (see Essential Hyper- 
tension, page 748); laboratory evidence of renal insufficiency. 

Intermittent Hydronephrosis. Characteristics. The passage of a large quantity of 
clear fluid occurs from time to time with the sudden disappearance of the tumor in the 
loin. 

Chief Signs. See Floating Kidney, page 955. 

Diabetes Insipidus. Characteristics. A copious secretion of urine, with increased 
thirst, is the prominent feature of the disease. The amount voided in 24 hours may 
range from 20 to 40 pints or more. Copious drinking as the cause of polyuria should 
be eliminated by restriction of intake. 

Chief Signs. Urine of low specific gravity without sugar or albumin and with the 
normal amount of solids; polydipsia, day and night; may be evidence of dehydration; 
control by the use of surgical Pituitrin or Pitressin by hypodermic injection or in- 
tranasally by spraying, insertion of saturated pledget of cotton, or insufflation of 
posterior lobe powder; persistence of low, fixed specific gravity of the urine with re- 
striction of fluids; may or may not be signs of a cerebral lesion. 

Congenital Polycystic Kidneys. Characteristics. The urine eventually becomes 
abundant, of low specific gravity, and contains hyaline and granular casts. 

Chief Signs. See page 949. 

Arteriosclerosis. Characteristics. The amount of urine may be increased with 
transient albuminuria, and now and then hyaline casts. 

Chief Signs. See page 9. 

Neurosis (Hysteria). Characteristics. The amount of urine voided may be enor- 
mous, but the polyuria is always transitory. 

Chief Signs. See page 812. 
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Typhoid Fever. Characteristics. Polyuria is common, usually occurring during 
convalescence, but occasionally it occurs suddenly in the second week at the height 
of the fever. 

Chief Signs. See page 790. 

Floating Kidney. Characteristics. The amount of urine passed is abundant follow- 
ing Dietl’s crisis (really intermittent hydronephrosis ). In the crises there is sudden 
pain in the renal region radiating down the ureter, with chill, fever, nausea, vomiting, 
and collapse. The urine may be scanty or bloody. A tumor rapidly forms from dila- 
tation of the pelvis of the kidney. After the attack this tumor disappears with the pas- 
sage of the urine. 

Chief Signs. Pain in the lumbar region or a sense of dragging or discomfort; neuras- 
thenic symptoms; dyspepsia; palpation of the movable kidney; intravenous pyelog- 
raphy. 

Phosphatic Diabetes (Essential Phosphaturia ). Characteristics. Polyuria is present. 

Chief Signs. Thirst; emaciation; great increase in the excretion of phosphates (7 to 
9 gm. daily). 

Bronchial Asthma. Characteristics. Polyuria may occur after an attack of dyspnea. 

Chief Signs. See page 389. 

Amyloid Disease (Lardaceous or Waxy Kidneys). Characteristics. The existence 
of polyuria with a large amount of albumin in the urine and few casts is suggestive of 
amyloid disease, or even the passage of a large quantity of clear urine without albumin 
in the presence of a chronic suppurative disease. 

Chief Signs. Association with syphilis, prolonged suppuration, disease of the bone, 
or tuberculosis; enlarged liver and spleen; Congo red test. 

Epilepsy. Characteristics. Polyuria often follows an attack of grand mal and some- 
times occurs with petit mal. Albumin is not infrequently present. 

Chief Signs. See page 769. 

Migraine (Hemicrania; Sick Headache ). Characteristics. Polyuria may occur after 
an attack. 

Chief Signs. See page 5. 

Acromegaly. Characteristics. Polyuria may occur, commonly in the earlier stages, 
and suggesting diabetes insipidus. 

Chief Signs. See page 915. 

Myxedema. Characteristics. Polyuria may occur, suggestive of diabetes insipidus. 

Chief Signs. See page 786. 

Less Common Causes. Use of diuretic drugs; chronic pyelonephritis; angina pec- 
toris (following the attack) ; malaria (cold stage ) ; azotic diabetes; excessive ingestion 
of alcoholic beverages; pregnancy; lower nephron nephrosis (recovery stage); ane- 
mia; meningitis (gummatous) ; brain tumor (see Diabetes Insipidus above ) ; throm- 
bosis, hemorrhage, small aneurysm, in or near the medulla oblongata (secondary 
diabetes insipidus) ; tabes dorsalis; cerebellar, medullary, or spinal cord tumor; chlo- 
rosis; chorea; paralysis agitans; Christian’s disease; renal tuberculosis; hypopitui- 


tarism. 


URINE, RETENTION OF 


Retention of urine is the gradual accumulation of urine in the bladder with dis- 
tention and inability to pass it. The symptoms are pain, intense desire but inability to 
urinate, and frequent straining efforts. The bladder is seen to be distended and con- 
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tinues to distend until some urine is forced through the obstruction (if present), or 
through the sphincter (in nonobstructive retention), producing incontinence (the 
incontinence of retention). If the urine cannot escape, back pressure is exerted, caus- 
ing suppression of urine. A form of retention sometimes met with is due to reflex in- 
hibition of the expulsor muscles or reflex stimulation of the bladder sphincter and is 
seen following surgical operations, particularly upon the rectum, and following labor. 

Prostatic Hypertrophy (Prostatism). Characteristics. Acute retention may occur 
early in the disease from congestion of the enlarged gland, or later, due to actual ob- 
struction of the urethra by a localized enlargement. 

Chief Signs. See page 943. 

Urethral Stricture. Characteristics. Acute retention occurs from acute congestion 
of the mucous membrane at the site of the stricture after exposure to cold or indul- 
gence in alcohol and may be the only prominent symptom. 

Chief Signs. See page 943. 

Carcinoma of the Prostate. Characteristics. Retention of urine, showing itself by 
frequency of urination or acute complete retention quite comparable to that of simple 
prostatism, is often the first symptom. 

Chief Signs. See page 943. 

Tabes Dorsalis (Locomotor Ataxia). Characteristics. Painless distention and re- 
tention are common; they are due to paralysis of the bladder and may be one of the 
first symptoms. 

Chief Signs. See page 696. 

Hysteria. Characteristics. Retention is more common in females in whom it is a 
not infrequent symptom; it is usually also associated with hysterical paraplegia. 

Chief Signs. See page 700. 

Urethral Calculus or Foreign Body. Characteristics. Once impacted there may be 
complete retention, but more commonly there is dysuria. 

Chief Signs. See page 948. 

Phimosis. Characteristics. This may be a cause of retention in infants. 

Chief Signs. See page 945. 

Fracture-Dislocation of the Spine. Characteristics. Retention of urine is common 
from paralysis of the bladder. 

Chief Signs. See page 702. 

Transverse Myelitis (Infective, Compression, Syphilitic). Characteristics. There 
is at first retention of urine, subsequently spastic incontinence. 

Chief Signs. See page 701. 

Tumor of the Bladder. Characteristics. Retention may be occasionally caused by 
the blocking of the urethral orifice by a free portion of pedunculated tumor or by a clot. 

Chief Signs. See page 629. 

Less Common Causes. Ligature about the penis; tumor or abscess of the perineum; 
rupture of the urethra; tumor of the urethra; urethral abscess; congenital occlusion of 
the urethra; prostatitis or prostatic abscess; calculus of the prostate; fecal impaction, 
uterine fibromyomas; botulism; caisson disease; coma; diphtheritic paralysis; dysen- 
tery; rectal fistula; fissure in ano; acute urethritis; cerebrospinal meningitis; internal 
spinal meningitis; myxedema; tumor of the penis; pericystitis; general peritonitis; 
pelvic peritonitis; spastic paraplegia; spinal meningeal hemorrhage; spina bifida; vesi- 
cal calculus; vesical tuberculosis; belladonna, opium, or cantharides poisoning; senile 
dementia; schizophrenia; general paresis; hypnotic overdosage; postanesthesia; preg- 
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nancy (uterine pressure ) ; trauma to the penis; aseptic meningitis; typhus fever; angio- 
neurotic edema (penis or vulva). 


VERTIGO 
(See also Dizziness, page 796.) 


Vertigo may be the most prominent symptom complained of by the patient in certain 
diseases, or it may be a minor one. Most authors divide the diseases in which vertigo 
occurs into categories, as circulatory, central, aural, ocular, toxic, gastric, and nervous. 
They are given here without grouping. Actually, vertigo is not common as compared to 
dizziness, but some conditions may be associated with either dizziness or vertigo. It is 
first necessary to be sure the patient actually has vertigo and not just dizziness, that ex- 
ternal objects seem to turn around (objective vertigo), or that he himself seems to be 
moving in space (subjective vertigo). 

Meniere’s Disease (Labyrinthine Syndrome). Characteristics. The vertigo is such 
that the patient may fall but does not lose consciousness. The attacks occur irregu- 
larly. The vertigo is abrupt and lasts for several minutes to a few hours. It is eased by 
recumbency. 

Chief Signs. Usual occurrence in late middle life; sense of explosion in the ear; tin- 
nitus; deafness immediately following on the affected side; absence of fifth or seventh 
cranial nerve involvement. 

Labyrinthitis. Characteristics. The vertigo is accompanied by disturbance of equi- 
librium, nausea and vomiting, and nystagmus toward the affected labyrinth (but to- 
ward the sound side if the labyrinth is destroyed). The vertigo fails to disappear in 
recumbency or upon closure of the eyes. 

Chief Signs. Normal temperature; normal tympanic membrane (otoscopy) ; tin- 
nitus with loud whistling sounds; increasing deafness; nystagmus toward the affected 
side with a tendency of the body to fall toward the opposite side; functional tests of the 
vestibular apparatus. 

Cerebellar Tumor. Characteristics. The vertigo is constant even when at rest, sit- 
ting or lying down, is early in appearance, and is associated with a feeling that objects 
are revolving about the body or that the body itself is moving. The vertigo is entirely 
independent of the ataxia. 

Chief Signs. Headache; vomiting; optic neuritis; cerebellar ataxia (reeling or stag- 
gering gait); nystagmus; speech disturbances; asynergy; adiadokokinesis; variable re- 
flexes and hypotonia; x-ray. 

Cerebral Tumor. Characteristics. The vertigo occurs in attacks which seem to 
correspond to the periods of enlargement of the tumor; it is accompanied by inde- 
scribable feelings of confusion and feelings of uncertainty in equilibration. 

Chief Signs. Headache; vomiting of projectile type unaccompanied by nausea; optic 
neuritis; mental, motor, or sensory disturbances depending on the size and location of 
the tumor; visual fields; ventriculogram; electroencephalogram; carotid arteriography; 


x-ray. 
Cerebral Syphilis. Characteristics. Vertigo is common and is increased by mental 


or physical effort. , 
Chief Signs. Headache (vesperal) ; vomiting; irregular, unequal, or immobile pupils; 


variable nerve palsies; thrombotic phenomena (aphasia, paralysis) ; positive blood 
and spinal fluid serology (90 per cent). 
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General Paresis (General Paralysis of the Insane). Characteristics. The vertigo 
occurs in the preliminary stage, and in the advanced stage as a precursor of coma, con- 
vulsions, or hemiplegia. It is transitory. 

Chief Signs. See page 105. 

Less Common Causes. Tabes dorsalis; any cerebellar disease; miner’s nystagmus; 
laryngeal vertigo; Gerlier’s disease; syndrome of the nucleus ambiguous and spinal 
fillet; syndrome of the vestibular nuclei; rapid rotation; swinging; multiple sclerosis; 
streptomycin toxicity; subarachnoid hemorrhage; fracture of the temporal bone; 
tumor of the middle ear involving the labyrinth; acute or chronic catarrhal otitis media; 
acute spenoid sinusitis; sulfapyridine effect; following fenestration operation; St. Louis 
type of encephalitis. 


WEAKNESS 
(Loss of Strength) 


(See also Fatigue, Psychogenic, page 812; Shock and Collapse, page 869; and Syn- 
cope, page 929.) 


Other terms signifying weakness are debility, asthenia, feebleness, generalized 
muscular weakness, exhaustion, faintness, prostration. The patient has a feeling of 
Janguor and tires easily; there is often some shortness of breath on exertion, and the 
movements are slow and made with evident effort. The heart sounds may be weak, 
especially the first, and the heart quickens unduly after gentle exercise. Weakness or 
asthenia occurs as a prodromal symptom of the acute infectious diseases, during the 
course of these diseases, and during convalescence. There are certain diseases in which 
weakness is a prominent and persistent symptom, though all diseases are accompanied 
by a reduction of the maximum strength of the patient. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. In many cases a 
sense of weariness with or without exertion of any kind may be the first manifestation 
of the disease and very often is the only symptom complained of for many months. As 
the disease progresses the sense of languor and tiredness increases. Loss of strength 
may be out of proportion to and quite independent of loss of weight. 

Chief Signs. See page 451. 

Influenza. Characteristics. The profoundness of the prostration out of all proportion 
to the intensity of the disease is one of the most characteristic features. It is especially 
noticeable in the nervous form. It may last for a long time after the acute illness has 
subsided. 

Chief Signs. See page 860. 

Heat Exhaustion. Characteristics. In the tropics and in temperate regions during 
protracted heat waves many persons become depressed physically and are unable to 
work or take nourishment. 

Chief Signs. History of previous ill-health or intemperance; giddiness; nausea; un- 
certain staggering gait; pallor; small pulse; weak heart action; may be unconscious- 
ness; clammy sweat; subnormal temperature. 

Hyperinsulinism (Hypoglycemia). Characteristics. Weakness is one of the symp- 
toms of acute hypoglycemia from any cause (insulin reaction, hyperinsulinism from 
adenoma or carcinoma of islands of Langerhans, idiopathic hypoglycemia). 

Chief Signs. See page 761. 

Paralysis Agitans (Parkinson’s Disease). Characteristics. Loss of power is present 
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in all cases and may occur even before the tremor but is not very striking, as tested by 
the dynamometer, until the late stages. The weakness is greatest where the tremor is 
most developed. There is rarely complete loss of power. 

Chief Signs. See page 619. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Weakness of the muscles 
is not uncommon, particularly a feeling of “giving way” of the legs. The quadriceps 
femoris muscles are first affected, so that the patient can with difficulty take a high step. 

Chief Signs. See page 498. 

Congestive Heart Failure. Characteristics. The milder degrees show themselves in 
an inability to take much exercise or to suffer much mental work without the sense of 
great fatigue. The severer forms show an increasing inability to undergo slight extra 
exertion, and the typical signs of heart failure appear. 

Chief Signs. See page 859. 

Chronic Glomerulonephritis (Chronic Bright’s Disease). Characteristics. In many 
cases the disease sets in insidiously, and after a period of loss of strength or failing 
health, or an attack of dyspepsia, the patient becomes pale, and puffiness of the 
eyelids or swollen feet are noted in the morning. 

Chief Signs. See page 738. 

General or Cerebral Arteriosclerosis. Characteristics. Symptoms of neurasthenia, 
including fatigability, are common. 

Chief Signs. See page 796. 

Carcinoma (Gastric, Pancreatic, Colonic, Hepatic). Characteristics. Loss in 
strength in gastric carcinoma is usually proportionate to the loss of weight. One sees 
sometimes remarkable vigor almost to the close, but this is exceptional. Progressive 
weakness and loss of weight in an elderly individual are always suggestive of advanced 
malignancy. 

Diabetes Mellitus. Characteristics. Weakness is a common complaint in severe, 
uncontrolled cases. 

Chief Signs. See page 943. 

Pernicious Anemia. Characteristics. Impairment of strength is usually a prominent 
feature in untreated cases, varying from slightly increased fatigability to extreme ex- 
haustion. Such symptoms may date back for many months or for several years in their 
minor degrees. 

Chief Signs. See page 703. 

Infantile Scurvy (Barlow’s Disease). Characteristics. Great weakness of the back 
becomes manifest, and as the case proceeds asthenia is extreme and suggestive of mus- 
cular failure. 

Chief Signs. See page 36. 

Addison’s Disease (Chronic Adrenal Insufficiency). Characteristics. Among the 
other symptoms asthenia is a dominant feature. The muscular weakness is particularly 
characterized by lack of endurance, fatigue, and exhaustion, appearing with extreme 
rapidity, the patient avoiding the slightest exertion. The feelings of weakness, as a rule, 
precede the pigmentation. The patient may complain constantly of being tired. The 
asthenia is both mental and physical. 

Chief Signs. See page 899. 

Myasthenia Gravis. Characteristics. Weakness of the face and extra-ocular muscles 
with or without weakness of the palate or articulatory muscles is common to all cases. 
It is increased or brought on by fatigue and, as a rule, is worse at the end of the day. It 
may give rise to slurred speech, impairment of mastication and swallowing, and in 
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some cases to diplopia. In any particular case the local incidence of weakness may be 
determined by the occupation. There is also superadded a general weakness and feel- 
ing of fatigue and tiredness with heaviness of the limbs and sometimes dull aching 
pains. There is marked weakness of the neck, shoulders, and extremities. 

Chief Signs. Electrical examination of the muscles (easy fatigue to the faradic cur- 
rent); ptosis, usually bilateral; may be diplopia and strabismus; open mouth with 
dropping corners; difficulty in swallowing; regurgitation of fluids through the nose; 
nasal tone of speech; prostigmin test. 

Less Common Causes. Chronic pyelitis; scurvy; trypanosomiasis, ileocolitis; mor- 
phinism; rheumatoid arthritis; gout; aortic regurgitation; Meniere’s disease; pleurisy 
with effusion; tapeworm infestation; myxedema; chlorosis; exhaustion psychosis; 
uremia; chronic myelogenous leukemia; Hodgkin’s disease; focal infection (“neuras- 
thenia” syndrome); chronic carbon monoxide poisoning; arterial hypotension; pel- 
lagra; splenic anemia; cretinism; acromegaly; cataplexy (attacks of weakness follow- 
ing emotion); familial periodic paralysis; aldosteronism; porphyria; Simmonds’ 
disease; Cushing’s disease; amyotrophic lateral sclerosis; temporal (cranial) arteritis; 
balantidiasis; berylliosis; bromism; arsine poisoning; brucellosis; chronic ulcerative 
colitis; dengue; dermatomyositis; pulmonary embolism; bacterial endocarditis; Fan- 
coni syndrome; Friedreich’s ataxia; uncinariasis; hyperparathyroidism; hypopitui- 
tarism; regional ileitis; lead poisoning; pyogenic liver abscess; milk sickness; multiple 
sclerosis; myelitis; polyneuritis; neuroblastoma; osteomalacia; polyarteritis nodosa; 
protein deficiency; Q fever; radiation injury; radiculitis; schistosomiasis; scleroderma; 
cervical spondylosis; sprue; severe anemia from any cause; hepatitis; cirrhosis of the 
liver; dumping syndrome (after eating) ; Wegener’s syndrome. 


WEIGHT, LOSS OF 


(See also Atrophy, Muscular, page 745; and Cachexia, page 754.) 


Loss of weight is a common complaint. In many instances the cause is obvious, as 
in febrile diseases, malignant diseases, advanced tuberculosis, starvation from lack 
of food or from inability to swallow, and manifest errors of hygiene and diet. In other 
cases in which, without other definite symptoms, the patient has been losing weight, a 
careful study may reveal some serious ailment in its incipiency or some otherwise 
silent or deep-seated lesion. The use of thyroid extract causes reduction in weight, and 
the iodides, especially when given intravenously (sodium iodide), do likewise. In 
infants and children malnutrition is a common cause of loss of weight or failure to 
gain; excluding organic disease, the problem is one of dietetics. 

Dyspepsia. Characteristics. Dyspepsia itself, whether organic or functional, may 
cause wasting, not so much from impairment of digestion or assimilation as from the 
restrictive diet imposed by the patient upon himself to alleviate his suffering. 

For causes see page 540. 

Chronic Pulmonary Tuberculosis (Phthisis). Characteristics. Loss of weight is a 
prominent symptom. The loss is gradual, and if the disease is extending, progressive. It 
is most rapid early in the disease when the patient may lose at the rate of five or six 
pounds a week and usually is in direct relation to the intensity and duration of the 
fever. In the later stages emaciation may be extreme. 

Chief Signs. Cough; persistent rales at one apex brought out by coughing; deficient 
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expansion of one lung; slight pyrexia in the afternoon; tubercle bacilli in the sputum; 
X-ray. 

Carcinoma (Gastric, Pancreatic, Colonic, Rectal, Hepatic, etc.). Characteristics. 
Emaciation is one of the most common features of the disease but is not always pro- 
gressive, as proper dieting, relief of obstruction, and optimism may cause a temporary 
gain. Loss of weight may be noticed long before characteristic symptoms of cancer de- 
velop, although cachexia is a late manifestation. 

Exophthalmic Goiter (Graves’ Disease). Characteristics. Loss of weight is pro- 
portionate to the amount of increase in the rate of metabolism (as revealed by estima- 
tion of the basal metabolic rate and pulse rate). As a crisis is approached weight may 
be rapidly lost, sometimes as much as 100 pounds in a few weeks or months. Diabetes 
mellitus and exophthalmic goiter are the only two diseases in which weight is lost 
rapidly in spite of a good appetite. 

Chief Signs. See page 498. 

Diabetes Mellitus. Characteristics. Loss of weight may be an early indication in 
the more severe cases. In spite of the enormous amount of food the patient may con- 
sume he becomes rapidly emaciated. This loss of flesh bears some ratio to the polyuria, 
and when, under suitable diet, the sugar is reduced, the patient may quickly gain in 
flesh. Many diabetics, however, do not show marked emaciation. 

Chief Signs. See page 943. 

Jaundice. Characteristics. Loss of weight is often marked in jaundiced patients, 
no matter what the cause of the jaundice. 

For causes see page 829. 

Congenital Syphilis (Hereditary Syphilis). Characteristics. The infant is apt to 
lose steadily in weight, sometimes until a condition of extreme marasmus is reached. 
The featuers are drawn, the face is wrinkled and old looking, and the skin has a peculiar 
sallow color (café au lait). 

Chief Signs. See page 13. 

Marasmus (Infantile Atrophy; Simple Wasting). Characteristics. The most con- 
stant symptom is a steady loss of weight until a condition of extreme wasting is reached. 
There is an old look, wrinkled skin, drumstick legs, prominent abdomen, hollow 
temples, sunken fontanels, and bird-claw hands. Often the patient is reduced literally 
to skin and bone. 

Chief Signs. Anemia; subnormal temperature (96° F. or below) ; leaden pallor; may 
be general edema; indigestion; vomiting; may be thrush or bedsores; muscular rigidity. 

Scurvy (Scorbutus). Characteristics. Loss of weight, progressive weakness, and 
pallor are early symptoms in the insidious onset of scurvy. 

Chief Signs. See page 36. 

Anorexia Nervosa. Characteristics. Emaciation reaches a grade seen only in cancer 
and dysentery. 

Chief Signs. Presence of severe neurotic symptoms; psychic depression; occasional 
excitement and restlessness; loss of appetite; regurgitation and vomiting, decubitus 
finally on the side with the thighs drawn up; skin dry and scaly; absence of an organic 
factor. 

Tuberculous Peritonitis. Characteristics. In the subacute and chronic forms loss 
of weight and strength occur as the disease develops. 

Chief Signs. See page 574. 

Bacillary Dysentery. Characteristics. Great emaciation occurs. 

Chief Signs. Sudden onset, fever; abdominal pain; frequent stools, at first mucous, 
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then bloody; tenesmus; thirst; delirium; agglutination of dysentery bacilli by blood 
serum test. 

Rheumatoid Arthritis (Atrophic Arthritis). Characteristics. Malnutrition is com- 
mon, especially in the more advanced stages and when many joints are affected by 
repeated inflammatory activity. 

Chief Signs. See page 836. 

Tabes Mesenterica (Abdominal Scrofula; Mesenteric Tuberculosis). Character- 
istics. The patients are puny, wasted, and anemic. 

Chief Signs. Occurrence in young children; enlarged tympanitic abdomen; diarrhea 
with thin, offensive stools; moderate fever; debility; possibly palpable intra-abdominal 
lymph nodes. 

Less Common Causes. Tertiary syphilis; sprue; acute miliary tuberculosis; acute 
pneumonic phthisis; intestinal worms; psychoneurosis; acute inanition of infants; 
chronic suppuration; obstruction of the thoracic duct; prolonged lactation; meningitis; 
myelitis; pellagra; pancreatic cyst; cerebral abscess; cancer of the peritoneum (chronic 
ascites with progressive emaciation ) ; tabes dorsalis; cirrhosis of the liver; chronic al- 
coholism; arteriosclerosis; Addison’s disease; sarcoma; lymphosarcoma; acute or 
subacute leukemia; ankylostomiasis (stunted growth in children) ; amebic dysentery; 
Banti’s disease; cholera; celiac disease; Hirschsprung’s disease; chronic gastritis; in- 
fantile scurvy; lead poisoning; leukemia; Hodgkin’s disease; malaria; melancholia; 
menopause; habitual constipation; enteritis; morphinism; mollities ossium; esophageal 
stenosis (benign or malignant); cardiospasm; Simmonds’ pituitary cachexia; my- 
asthenia gravis; Wegener’s syndrome. 


APPENDIX 


1. SYNDROMES 


Adie’s s. Pathologic pupillary reaction (pupil- 
lotonia): Myotonia on accommodation, the af- 
fected pupil contracting on near vision more 
slowly than the other and dilating more slowly 
but usually not reacting to direct or indirect 
light; absent or diminished deep tendon reflexes, 
especially the patellar; absence of organic dis- 
ease of the nervous system. 

adrenocortical s. See Cushing’s s. 

adrenogenital s. Hyperplasia or functioning 
adenoma or carcinoma of the adrenal cortex 
with virilizing effects due to increased produc- 
tion of androgens, the level of urinary 17-keto- 
steroids being greatly increased in hyperplasia 
and of 8-ketosteroids in adrenal carcinoma. 

afferent-loop s. Chronic, recurrent obstruction in- 
volving the gastrointestinal loop following Bill- 
roth II operation for subtotal gastrectomy, symp- 
toms appearing about one hour postprandially 
and consisting of anorexia, nausea, fullness in 
the upper abdomen, and massive vomiting of 
bile unmixed with food. 

Albright’s s. (Polyostotic fibrous dysplasia). A 
rare fibrous dysplasia of bone, brown pigmented 
areas of the skin, and sexual and somatic pre- 
cocity, occurring usually in children or young 
adults, predominantly females, the pelvic bones 
and lower extremities being most often affected. 

alveolar capillary block s. Alterations of the pul- 
monary diffusing surface and reduction in the 
total oxygen diffusing capacity of the lungs of 
several causes (pulmonary fibrosis, granuloma- 
tosis, scleroderma, etc.), with dyspnea, cough, 
tachypnea, and febrile episodes. 

anterior chest-wall s. Pains and painful areas in- 
volving the musculoskeletal system of the ante- 
rior chest-wall. 

anterior tibial s. (march s.) Acute necrosis of 
the anterior tibial muscle or the peroneal muscles 
in young men after unusually strenuous exercise 
with swelling, pain, footdrop, and sometimes 
fever and leukocytosis, and with relief after in- 
cision of the muscle compartment. 

aphasia, receptive complex s. of (Wernicke’s apha- 
sia). Loss of comprehension of spoken lan- 
guage and of written words and inability to 
write, the individual being able to speak but 
misusing words, due to a vascular or neoplastic 
lesion predominantly in the temporal lobe and 
sometimes involving a large temporoparietal 
area adjacent to the angular or superior gyrus. 

Arnold-Chiari s. Herniation of the cerebellar 
tonsils through the foramen magnum with oc- 
clusion of the foramina of Magenda and 
Luschka, which prevents escape of the spinal 
fluid from the ventricular system. 


(For a more nearly complete treatise on this subject consult 





auriculotemporal s. Appearance of a red area 
with sweating on the cheek during eating due to 
some involvement of the auriculotemporal nerve 
by a lesion of the parotid gland. 

Avellis’s s. Unilateral paralysis of the soft palate 
and vocal cord causing dysphagia and dysphonia 
with occasional contralateral loss of pain and 
temperature senses of the trunk and extremities 
and sometimes Horner’s syndrome, due to a le- 
sion involving the nucleus ambiguus or the 
vagus and spinal accessory nerves on the same 
side, with at times involvement of the spino- 
thalamic tract and adjacent sympathetic fibers. 


Babinski-Nageotte s. Cerebellar hemiataxia, con- 
tralateral hemiparesis, loss of sensibility of the 
body and extremities, Horner’s syndrome, and 
sometimes other neurologic disturbances, due to 
a lesion of the medulla involving the corpus 
restiforme, Deiter’s nucleus, and sympathetic 
fibers. 

Banti’s s. See Banti’s disease. 

Benedikt’s posterior peduncular s. Softening of 
the brainstem involving the median lemniscus 
and red nucleus with ipsilateral oculomotor pa- 
ralysis, contralateral hemichorea, coarse rhyth- 
mic tremor of the extremities, and occasionally 
sensorimotor hemiplegia, hemiataxia, adiado- 
kokinesis, hemihypoesthesia and abolition of 
deep sensibility of the opposite side. 

Brown-Séquard s. Partial atrophic paralysis of 
the arm, spastic paralysis of the corresponding 
leg, and contralateral disturbance of pain and 
temperature senses, occurring in lesions of one 
side of the spinal cord. 

Budd-Chiari s. Thrombosis of the hepatic veins, 
with epigastric pain, rapidly enlarging liver, as- 
cites, and coliateral venous engorgement. 


carcinoid s. Excessive secretion of serotonin from 
a carcinoid tumor (argentaffinoma), usually pri- 
mary in the ileum, and metastases, mainly in the 
liver, producing vasomotor (flushing, telangi- 
ectases), gastrointestinal (pain, nausea, vomit- 
ing, diarrhea), and cardiopulmonary (valvular 
heart disease, right heart failure, asthma) symp- 
toms. 

carotid sinus s. Symptoms resulting from hyper- 
sensitiveness of the carotid body, consisting of 
weakness, dizziness, fall in blood pressure and 
unconsciousness with or without convulsions, 
occurring in attacks. 

carpal tunnel s. Median nerve neuritis, with lo- 
cal atrophy of the thenar eminence and weak- 
ness of opposition of the thumb. 
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cervical rib and scalenus anticus s. Compression 
of the brachial plexus with pain and paresthesia 
of the involved extremity, resulting eventually 
in muscular atrophy, motor weakness, disturb- 
ances in sensation, and signs of circulatory in- 
sufficiency. 

Cestan-Chenais s. A syndrome combining the 
features of the Babinski-Nageotte syndrome and 
Avellis’s syndrome, with unilateral flaccid pa- 
ralysis of the soft palate and vocal cord, con- 
tralateral hemiplegia with loss of sensation and 
ataxia involving the trunk and limbs, and Horn- 
er’s syndrome. 

Chiari’s s. A symptom-complex due to primary 
obliterating endophlebitis of the hepatic veins. 

compression s. Shock with hematuria and oliguria 
following long-continued pressure on a limb. 

coracoid s. One of the two probable mechanisms 
in the hyperabduction syndrome—constriction 
of the subcoracoid space, in which there is ob- 
literation of the pulse when the arm is abducted. 

Crigler-Najjar s. A congenital deficiency of glu- 
curonyl transferase activity causing severe un- 
conjugated bilirubinemia and kernicterus shortly 
after birth, with chronic jaundice resulting from 
inability to excrete unconjugated bilirubin. 

Crouzon’s s. Exophthalmos, strabismus, prog- 
nathism, atrophy of the maxilla, and deformity 
of the anterior fontanel similar to oxycephaly 
and frequently familial and hereditary. 

crush s. (Bywater’s s.) Lower nephron nephrosis 
caused by traumatic crushing of soft tissues, with 
moderate or severe shock, oliguria or anuria, 
myoglobinuria and hyperpotassemia, and often 
a serious prognosis. 

Curtis-Fitz-Hugh s.  (Fitz-Hugh-Curtis s.; sub- 
costal s. of Stajano). Supra- and infrahepatic 
spread of pelvic gonococcal inflammation, prob- 
ably through the retroperitoneal lymphatics, with 
pain in the right upper quadrant of the abdo- 
men, nausea, vomiting, fever, chills, sweats and 
headache. 

Cushing’s s. 1. Pituitary basophilism. 2. In cere- 
bellopontine angle tumor, subjective noises, im- 
pairment of hearing and ipsilateral paralysis of 
the sixth and seventh cranial nerves. 


See thalamic syndrome. 

Déjerine-Sottas s. See Déjerine-Sottas disease. 

de Toni-Fanconi s. (Fanconi’s s.) 1. A familial 
disease characterized by congenital hypoplasia 
of the bone marrow with various congenital de- 
fects. 2. A form of rickets beginning in early 
life characterized by hypophosphatemia, acido- 
sis, and renal glycosuria. 

diabetes insipidus-like s. An unusual condition 
with the same symptoms as diabetes insipidus, 
but with an adequate production of the anti- 
diuretic hormone, which cannot be released into 
the bloodstream because of some defect in the 
osmoreceptor system. 

displaced rib s. (rib facet s.) See page 612. 

Dubin-Johnson s. Functional jaundice in young 
people with an inborn faulty excretion of bili- 
rubin and phthalein derivatives by the liver, 
characterized by a direct van den Bergh reac- 
tion, nonvisualization of the gallbladder, and a 
brownish discoloration of the liver by an un- 
identified, insoluble pigment in the parenchymal 
cells. 

dumping s. 

Dupré’s s. 


Déjerine-Roussy s. 


See postgastrectomy s. 
Serous meningitis. 
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effort s. (da Costa’ss.) Neurocirculatory asthenia 
(soldier’s heart). 


facet s. (discogenetic s.; Michotte’s s.) Subluxa- 
tion of one or both inferior articular processes 
of any of the lumbar vertebrae, especially the 
fifth. 

Fanconi’s s. See de Toni-Fanconi s. 

Felty’s s. A combination of rheumatoid arthritis, 
hepatomegaly, splenomegaly, and leukopenia, oc- 
curring most commonly in females between 40 
and 50 years of age, and benefited by steroid 
therapy and splenectomy. 

Foster Kennedy’s s. Homolateral optic atrophy, 
central scotoma, anosmia, and contralateral pa- 
pilledema, due most often to a tumor in the 
base of the frontal lobe. 

Foville’s pontine s. Paralysis of the external rec- 
tus muscle of the eye with inability to deviate 
the eyes in a conjugate manner, peripheral palsy, 
and contralateral hemiplegia, the lesion being 
situated in the pons near the level of the nucleus 
of the oculomotor nerve and the posterior longi- 
tudinal bundles, or at a level in the pons at 
which the abducens nerve, the facial nerve, and 
the pyramidal tract are affected, of various 
etiologies. 

Froéhlich’s s. (obesity). Eunuchoidal obesity, re- 
tarded sexual development with hypoplastic geni- 
talia, and adiposity, particularly of the upper 
arms, legs, back, and inframammary areas, as 
a result of insufficiency of the anterior lobe of 
the pituitary gland. 


Gradenigo’s s. Ipsilateral paralysis of the abdu- 
cens nerve, severe pain in the area supplied by 
the ophthalmic branch of the trigeminal nerve, 
and an inflammatory disease of the inner ear, 
mastoid sinus, or both, due to an extension of 
middle ear suppuration into the petrous portion 
of the temporal bone (petrositis). 

Guillain-Barré s. An afebrile type of polyneuritis 
that may involve not only the cranial and periph- 
eral nerves but the spinal cord as well, clinical 
features including paralysis of the lower limbs 
or all four extremities, often facial diplegia, 
paresthesias, and at times involvement of the 
ocular nerves, with absent tendon reflexes. 


Hallervorden-Spatz s. A familial neurologic syn- 
drome with involvement of the pallidum and 
reticular portion of the substantia nigra, char- 
acterized by increasing rigidity of the extremities, 
a varying degree of athetosis, dysarthria, emo- 
tional and speech disturbances, and mental re- 
tardation that may progress to dementia, due to 
progressive destruction of the globus pallidus 
and the pars reticularis of the substantia nigra. 

Hand-Schiiller-Christian s. A manifestation of 
reticuloendotheliosis which may include defects 
in the membranous bones of the skull, mandible, 
long bones, pelvis, ribs and spine, unilateral or 
bilateral exophthalmos, diabetes insipidus, etc. 

Horner’s s. Sinking in of the eyeball, narrowing 
of the palpebral fissure, constriction of the pupil 
and anhidrosis, caused by unilateral paralysis 
of the cervical sympathetic. 

Hughlings Jackson’s s. Ipsilateral paralysis of 
half of the soft palate and larynx, paralysis of 
the sternocleidomastoid and trapezius muscles, 
and hemiatrophy of the tongue, caused by uni- 
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lateral involvement of the vagal, spinal acces- 
sory, and hypoglossal nerves. 

hyperabduction s. (Wright’s s.) Neurocircula- 
tory disturbance characterized by paresthesias, 
weakness, pain, swelling of the hands, and even 
mild gangrene of the fingertips resulting from 
acute and prolonged hyperabduction of one or 
both arms. 

hyperventilation s. Brief, explosive attacks of 
sighing respirations or frank hyperpnea, resulting 
in paresthesias or tetany and muscle weakness, 
lightheadedness, dizziness, palpitation, and anx- 
iety, usually psychogenic. 

hypoglossal s. (hypoglossal alternating hemianes- 
thetic hemiplegia s.) Contralateral hemiplegia, 
ipsilateral peripheral paralysis of the tongue 
with atrophy and fibrillary twitchings, and con- 
tralateral loss of discriminatory sensibility (of 
position and vibration) without loss of pain or 
temperature sense, due to softening of the py- 
ramidal tracts and mesial fillet at the level of 
the hypoglossal nerye as it emerges from the 
medulla. 


infundibular s. Stenosis of the outflow tract of 
the right ventricle associated with the symptoms 
of pulmonic stenosis. 


Kartagener’s s. Transposition of the viscera, si- 
nusitis, and bronchiectasis. 

Kimmelstiel-Wilson s. A degenerative nephrop- 
athy characterized by capillary or intercapillary 
glomerulosclerosis in patients with long-standing 
diabetes mellitus. 

Klinefelter’s s. Gynecomastia, small testes, asper- 
matogenesis without aleydigism, and an_ in- 
creased secretion of follicle-stimulating hor- 
mone. 

Klippel-Feil s. A malformation of the spine char- 
acterized by fusion of some or all of the cervical 
vertebrae, shortness of the neck, limitation of 
movements of the head, and a low hairline pos- 
teriorly. 

Korsakofi’s s. (psychosis). Due most commonly 
to chronic alcoholism, there are retrograde am- 
nesia with disorientation and confabulation due 
to structural damage to the brain, with or with- 
out polyneuritis. 


Laurence-Moon-Biedl s. A congenital syndrome 
of childhood with obesity, retinal degenera- 
tion, genital hypoplasia, polydactylism, mental 
retardation, and a familial tendency of un- 
known etiology. 

Lenoble-Aubineau heredofamilial s. Congenital 
nystagmus, fasciculations of muscles, tremors, 
vasomotor derangement, and overactive reflexes, 
of unknown pathogenesis. 

Leriche’s s. Chronic atheromatous or thrombotic 
occlusion of the abdominal aorta, just above or 
at the site of its bifurcation. 

Leschke’s s. (dystrophia pigmentosa). A combi- 
nation of general weakness, numerous brownish 
pigmented macular areas on the skin, and hyper- 
glycemia, possibly an early manifestation of 
hemachromatosis or xanthoma diabeticorum. 

Léffier’s (Loemer’s) s. Transient pulmonary infil- 
tration, severe eosinophilia, and mild constitu- 
tional symptoms, of variable but usually benign 
course, possibly allergic in origin. 

Lorain-Levyi s. Diminutive build in adulthood 
with some uegree OL scaAuadl ail somauc Unma- 
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turity due probably to genetic deficiency and 
not to pituitary insufficiency. 

low-sodium s. (low-salt s.; hyponatremia s.) De- 
pletion of the body’s store of sodium or imbal- 
ance of sodium metabolism with an abnormally 
low concentration of sodium in plasma, due to 
various causes, with anorexia, apathy, drowsiness, 
weakness, dry mouth, nausea, muscle cramps, 
and psychosis. 

lumbosacral s. Dissociated sensory loss with re- 
duction of reflexes, trophic skin changes and 
traumatic joint changes in the lower extremi- 
ties, due to the lesions of syringomyelia in the 
lumbar area. 

Lutembacher’s s. A combination of congenital 
cardiac defects—interatrial septal defect, mitral 
stenosis, and dilatation of the pulmonary artery. 


Maffucci’s s. Dyschondroplasia associated with 
hemangioma (angioma, phlebectasia, and ha- 
martoma) and phleboliths in the soft tissues. 

malabsorption s. A term used to include collec- 
tively the syndromes of sprue, the celiac syn- 
dromes, idiopathic steatorrhea, and the steator- 
thea that occurs in association with intestinal 
and mesenteric lymphadenopathy (Whipple’s 
syndrome). 

Mallory-Weiss s. Gastric hemorrhage due to car- 
dio-esophageal laceration attributed to retching 
and vomiting. 

Marchiafava-Micheli s. Hemoglobinuria, usually 
only at night, associated with one or more of 
the following: hemosiderinuria, albuminuria, 
normochromic anemia, leukopenia, thrombocy- 
topenia, reticulocytosis, elevated icterus index 
with jaundice, and often splenomegaly and hepa- 
tomegaly. 

Marfan’s s. (arachnodactylia). Abnormally long 
fingers and toes (spider fingers), decreased sub- 
cutaneous fat, generalized underdevelopment of 
muscles, ligamentous relaxation, bilateral dislo- 
cation of the lens with tremulous iris, and de- 
formities of the joints (especially contractures 
of the feet), sometimes with congenital cardio- 
vascular anomalies and dissecting aneurysm of 
the aorta. 


Meige’s s. See Milroy’s disease. 
Meigs’s s. Ovarian fibroma with ascites and hy- 
drothorax. 


Melkersson’s s. Recurrent facial paralysis, recur- 
rent and eventually permanent facial edema, and 
lingua plicata. 

Meniere’s s. Deafness, tinnitus, and vertigo or 
dizziness, occurring in association with nonsup- 
purative disease of the labyrinth. 

Millard-Gubler s. Alternating abducens facial 
hemiplegic paralysis. 

Morgagni-Stewart-Morel s. An osteopathy caus- 
ing a noninflammatory, benign, and usually sym- 
metrical thickening of the inner table of the 
frontal bone of the skull, associated with obesity, 
virilism, menstrual disturbances, fatigue, head- 


ache, somnolence, lethargy, vertigo, tinnitus, 
psychosis, mental deterioration, convulsions, 
hypertension, and diabetes mellitus or diabetes 
insipidus. 


myofascial s. (myofascial pains.) Involvement of 
myofascial structures that have been subjected 
to sudden trauma, resulting in a small hypersen- 
sitive or trigger area which when stimulated 
causes a painful reaction in a distant or target 
area, the common cause of musculoskeletal dis- 
abilities of the shoulder girdle, neck, and lower 
back region. 
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nephrotic s. (Epstein’s s.) Edema, profuse al- 
buminuria, hypoalbuminemia, and elevated levels 
of blood lipids, particularly cholesterol, of un- 
known etiology. 

Nothnagel’s s. 1. Unilateral oculomotor paraly- 
sis combines with cerebellar ataxia. 2. Blanch- 
ing of the skin, general pallor, and widespread 
vasoconstriction of the extremities after expo- 
sure to cold. 


Parinaud’s s. (conjunctivitis). 1. Paralysis of con- 
jugate, upward movement of the eye without 
effect upon convergence, usually due to a supra- 
nuclear or nuclear lesion. 2. Leptothricosis of 
the conjunctiva. 

Parkinsonian epidemic encephalitis s. The syn- 
drome of paralysis agitans resulting from en- 
cephalitis lethargica. 

Pellegrini-Stieda s. Para-articular calcification at 
the medial aspect of the knee point with slight 
pain and swelling above the knee on the medial 
aspect, the radiographic shadow being sepa- 
rated from the medial epicondyle of the femur. 

pernio s. Acute or chronic chilblain, immersion 
foot, or trench foot. 

Peutz-Jeghers s. Polyposis of the gastrointestinal 
tract with pigmentation of the lips and buccal 
mucosa of familial origin. 

pigmentation-polyposis s. See Peutz-Jeghers s. 

Plummer-Vinson s. Dysphagia, atrophic changes 
in the buccal, glassopharyngeal and esophageal 
mucous membranes, spoon-shaped nails, mi- 
crocytic hypochromic anemia, and splenomegaly, 
occurring predominantly in middle-aged women. 

Porter’s s. Acute benign idiopathic pericarditis. 

postcommissurotomy s. A _ benign, self-limited 
syndrome lasting a few days to a few weeks a 
variable time after mitral commissurotomy, with 
symptoms including cough, fever and chest pain, 
and often pleuritis, pericarditis, pleural effusion, 
polyarthritis and subcutaneous nodules. 

posterior laterocondylar space s. (collet-Sicard s.) 
Unilateral involvement of the ninth, tenth, elev- 
enth, and twelfth cranial nerves due to trauma, 
localized meningitis or tumor in the posterior 
cranial fossa, with paralysis of the vocal cord, 
paralysis and loss of taste of the posterior third 
of the tongue, and hemianesthesia of the larynx, 
pharynx and palate, as well as paralysis of the 
trapezius and sternocleidomastoid muscles. 

posterior retroparotid space s. Villaret’s s.) Uni- 
lateral paralysis of the ninth, tenth, eleventh, 
and twelfth cranial nerves, the cervical sympa- 
thetic chain, and occasionally of fibers of the 
seventh cranial nerve, with Horner’s syndrome 
and paralysis of the soft palate, pharynx and 
vocal cords, due to a lesion in the retroparotid 
space (wound, neoplasm, or suppuration). 

postgastrectomy s. (dumping s.) Immediate post- 
prandial distress following gastric resection, 
total gastrectomy, gastroenterostomy, vagotomy 
or vagotomy with gastroenterostomy, consist- 
ing of nausea, weakness, palpitation, a sense of 
warmth throughout the body, and sweating, par- 
ticularly of the face. 

postinfarction s. (postmyocardial infarction s.) 
Protracted or recurrent fever, chest pain of 
pleuropericardial type, and a tendency to re- 
lapse, attributed to pericarditis, pleuritis and 
pneumonitis, following acute myocardial infarc- 
tion. 

postmitral valvuloplasty s. 
s. 


Postcommissurotomy 
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postphlebitic s. Progressive development of ve- 
nous insufficiency caused by thrombosis of the 
deep venous system of the lower extremities 
and pelvis, with varicosities, edema, induration, 
stasis dermatitis, pigmentation and perhaps ul- 
ceration, becoming manifest clinically when the 
thrombosis has extended into superficial veins. 

postprandial s. Postgastrectomy s. 

post-traumatic s. Headache resulting from trivial 
injury to the head appearing a week or two 
after subsidence of the acute symptoms, de- 
scribed as a supraorbital and bitemporal dull 
ache with an occipital tight sensation, intensified 
by mild effort at work or thought, and often as- 
sociated with postural vertigo, blackouts, poor 
memory, inability to think and tingling of the 
extremities, relieved more by a sedative than an 
analgesic. 


Raeder’s s. (paratrigeminal s.) Pain or paralysis 
of the trigeminal nerve with coincident disturb- 
ance of sympathetic nerve fibers that produces 
partial or complete Horner’s syndrome, due to a 
lesion in the middle cranial fossa (meningioma, 
aneurysm). 

Raymond-Cestan s. Contralateral hemiplegia, 
contralateral hemianesthesia, ipsilateral hemi- 
dyssynergia, and bilateral paralysis of lateral 
gaze with dissociation of lateral eye movements 
and diplopia, due to involvement of one pyram- 
idal tract, medial lemniscus, inferior cerebellar 
peduncle and both medial longitudinal fasciculi 
in the mid pons between the abducens and the 
oculomotor nucleus. 

Reiter’s s. Polyarthritis, nonspecific urethritis, 
and conjunctivitis, of unknown etiology. 

restless legs s. (Ekbom’s s.) Unpleasant creep- 
ing sensations in the legs while they are at rest, 
making the patient want to move his legs for 
relief, probably psychogenic. 

rib facet s. See page 612. 

Rich-Hamman s. (Hamman-Rich s.) Generalized 
progressive pulmonary fibrosis of unknown eti- 
ology, with easy fatigability, weight loss, and in- 
termittent, progressive dyspnea and cough. 

Robin’s s. (Pierre Robin s.) Congenital micro- 
gnathia with microglossia, glossoptosis, and pala- 
tine fissure (cleft palate), with dyspnea, cyanosis 
and great difficulty in swallowing occurring from 
birth. 


scalenus anticus s. (Naffziger’s s.) Neurovascu- 
lar manifestations due to pressure on the sub- 
clavian artery and the nerves of the brachial 
plexus by the scalenus anticus muscle, more se- 
vere if a cervical rib is present, consisting of 
numbness, tingling, pain, weakness, and muscu- 
lar atrophy involving the hand, forearm, arm, 
shoulders, or base of the neck. 

Seabright bantam s. (pseudohypoparathyroidism). 
Tetany resulting from inability of the appro- 
priate end organs to respond to” parathyroid 
hormone, occurring usually in women with evi- 
dences of congenital defects including diminished 
stature and skeletal anomalies. 

Senear-Usher s. A benign variety of pemphigus 
characterized by discoid patches, scaling, flaccid 
bullae, and crusting of the face, trunk and scalp, 
the lesions disappearing spontaneously, leaving 
reddish brown pigmented areas in which bullae 
may appear. 
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shoulder-girdle syndromes. A group of syndromes 
with symptoms due to pressure and torsion upon 
the subclavian artery, vein and brachial plexus, 
including scalenus anticus pressure with or with- 
out an accessory cervical rib, narrowing of the 
costoclavicular space, and the hyperabduction 
syndrome. 

shoulder-hand s. (Steinbrocker’s s.) A syndrome 
occurring after myocardial infarction or in as- 
sociation with calcific tendinitis, trauma, hemi- 
plegia, panniculitis, diffuse vasculitis, or cervical 
osteoarthritis, a reflex dystrophy characterized 
by painful incapacity involving the shoulder, arm, 
hand, and fingers unilaterally with associated 
edema and circulatory and trophic disorders. 

Silvestrini-Corda s. Cirrhosis of the liver with 
endocrine abnormalities, characterized in the 
male by loss of axillary and body hair, impotence, 
loss of libido, testicular atrophy and gynecomas- 
tia, and in the female by irregularity of menstru- 
ation, sterility, atrophic changes, lack of evi- 
dence of estrogenic activity, and breast changes. 

Sjogren’s s. (sicca s.) Deficient secretion of the 
lacrimal, sweat, mucous, and other glands of 
external secretion, with dryness of mucous mem- 
branes, sclerodermalike changes in the skin, 
and sometimes arthritis, of unknown etiology. 

splenic flexure s. Pain in the left upper quadrant 
of the abdomen, the precordium, left lateral 
thoracic region, left shoulder, neck or arm, 
caused by distention of the splenic flexure of 
the colon. 

sprue s. Gastrointestinal, nutritional, metabolic, 
and hematopoietic disturbances, the result of 
impaired absorption of various substances from 
the gastrointestinal tract (tropical and nontropi- 
cal sprue, idiopathic steatorrhea and celiac dis- 
ease). 

Stevens-Johnson s. Bullous erythema multiforme, 
with erythema multiformelike eruptions of the 
skin and orificial mucous membranes, fever, and 
constitutional symptoms. 

Sturge-Weber s._ Vascular nevi of the face, scalp, 
trunk, extremities, and leptomeninges, of con- 
genital and hereditary origin. 

superior mesenteric artery s. Intermittent com- 
pression of the third portion of the duodenum 
by the superior mesenteric artery, causing gastric 
and duodenal obstruction. 

superior vena cava s. Compression of the supe- 
rior vena cava by lymph nodes, tumor, inflam- 
mation or aneurysm, causing dyspnea, cyanosis 
and edema of the face, and dilatation of the 
veins of the head, neck, and thorax. 

sympatheticotonia s. Autonomic imbalance—hy- 
peractivity or exaggerated tonus of the sym- 
pathetic nerves throughout the body. 


Tapia’s s. Paralysis of the twelfth cranial nerve 
and partial paralysis of the teeth, resulting in 
ipsilateral involvement of the tongue and vocal 
cord, the lesion being extracranial and periph- 
eral. 

temperomandibular s. Discomfort or pain on 
opening or closing the jaws, usually unilateral, 
making chewing very painful, with or without 
symptoms referable to the ear. 

thalamic s. (Déjerine-Roussy s.) Superficial per- 
sistent hemianesthesia, hemiparesis with severe 
pains and choreoathetoid movements of the in- 
volved limbs, mild hemiataxia, and more or less 
complete astereognosis, resulting from a lesion 
in the ventral part of the optic thalamus. 
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Turner’s (H. H.) s. Ovarian or gonadal agenesis, 
usually in females, with retarded growth and 
sexual development, webbing of the neck, low 
posterior hairline, and cubitus valgus. 

Turner’s (J. W.) s. Iliac horns, dystrophy of the 
nails, anomaly of the patellae, and chondro- 
dysplasia and arthrodysplasia, especially of the 
elbows, of dominant hereditary character. 


vasodilatation hemicephalique, syndrome de. A 
form of atypical facial neuralgia in which there 
is intense facial pain beginning near the eye or 
eyebrow and extending into the malar region, 
along the side of the nose, into the teeth and 
into the ear, which may be associated with vomit- 
ing, lacrimation, erythema of the face and slight 
edema of the skin, occurring in attacks lasting 
for hours or days, and relieved by the administra- 
tion of ergotamine tartrate or adrenalin intra- 
venously. 


Wallenberg’s s. (posterior inferior cerebellar ar- 
tery s.) Occlusion of the posterior inferior 
cerebellar artery, resulting in sensory and sym- 
pathetic disturbances, cerebellar and pyramidal 
tract signs, and evidence of partial involvement 
of the fifth, ninth, tenth, and eleventh cranial 
nerves, with acute onset of vertigo, nausea, 
vomiting, ipsilateral ataxia, muscular hypoto- 
nicity, pastpointing, lateropulsion, pain and fa- 
cial paresthesias, a coarse spontaneous homo- 
lateral nystagmus, hiccough, dysphagia, dys- 
phonia, dysarthria, diplopia, Horner’s syndrome, 
ipsilateral loss of pain and temperature percep- 
tion of the face, and contralateral hypoesthesia 
for pain and temperature of the trunk and ex- 
tremities, recovery usually being complete within 
a few months. 

Waterhouse-Friderichsen s. Massive, usually bi- 
lateral, adrenal hemorrhage, caused by a bac- 
teremia, usually meningococcal but occasionally 
pneumococcal or streptococcal, with sudden cir- 
culatory collapse, cyanotic pallor, petechial or 
purpuric rash, dehydration, oliguria, and oc- 
casionally anuria. 

Weber’s s. (anterior peduncular syndrome of 
Weber). Ipsilateral ocular palsies and contra- 
lateral hemiplegia, including the face, caused by 
a lesion of the peduncle, usually hemorrhagic or 
thrombotic. 

Weber-Christian s. (relapsing febrile nodular non- 
suppurative panniculitis). The recurring ap- 
pearance of tender subcutaneous nodules on the 
limbs and trunk associated with fever, biopsy 
showing central necrosis with surrounding 
lymphocytes, polynuclear cells, lipoid macro- 
phages, and edema of the fibrous tissue surround- 
ing the fat lobules. 

Wegener’s s. (Wegener’s granulomatosis). A pro- 
gressive, fatal condition of granulomatosis of 
the respiratory tract, generalized vasculitis and 
focal glomerulitis, with persistent rhinitis and 
sinusitis, chronic cough, hemoptysis, weakness, 
weight loss, fever, saddle nose, papillitis, chemo- 
sis, exophthalmos, and terminal renal insuffi- 
ciency. 

Werner’s s. A heredofamilial condition charac- 
terized by atrophic dermatoses, juvenile cata- 
racts, and subnormal endocrine function, in- 
cluding short stature and general leanness and a 
presenile appearance. 

Wernicke’s s. See Wernicke’s polioencephalitis 
superior S. 
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Wernicke’s polioencephalitis superior s. Oph- | Wolff-Parkinson-White s. Supraventricular par- 


thalmoplegia, nystagmus, ataxia, and mental dis- oxysmal tachycardia with a short PR interval 
turbance, usually occurring in alcoholics, with and a prolonged QRS complex, due probably to 
lesions disseminated throughout the brainstem an accessory A.V. pathway over which the im- 
including destruction of nerve cells and their pulse passes, causing premature excitation of 
fibers, attributed to a nutritional deficiency with one or the other of the ventricles. 


secondary vitamin By, lack. 


2. DISEASES, SYMPTOMS, AND SIGNS ASSOCIATED 
WITH MEN'S NAMES 


Abadie’s sign. 1. Spasm of the levator palpebrae 
superioris muscle—a sign of exophthalmic goiter. 
2. Insensibility of the Achilles tendon, as in 
tabes dorsalis. 

Achille’s bursitis (Albert’s disease). 
sitis. 

Adams-Stokes disease (Morgagni-Adams-Stokes 
syndrome; Stokes-Adams syndrome). Attacks 
of syncope with or without convulsive seizures 
due to prolonged asystole in cases of complete 
heart block. 

Addison’s disease. Chronic adrenocortical insuffi- 
ciency, characterized by weakness, pigmentation 
of the skin, low blood pressure, anorexia, loss 
of weight, and digestive disturbances, the diag- 
nosis being confirmed by special laboratory 
procedures. 

Albers-Schénberg disease. Osteopetrosis, consist- 
ing of bandlike areas of condensed bone at the 
epiphyseal lines of long bones and condensation 
of the edges of smaller bones (marble bones, 
ivory bones). 

Albert’s disease. Achillobursitis. 

Alzheimer’s disease. Presenile dementia due to 
general atrophy of the brain in the fifth or sixth 
decade with late focal symptoms. 

Aran-Duchenne muscular atrophy (progressive 
spinal muscular atrophy). Progressive muscu- 
lar wasting due to degeneration of the cells of 
the anterior horns of the spinal cord, beginning 
usually in the small muscles of the hands but 
sometimes in those of the upper arms and shoul- 
ders (scapulohumeral type), the atrophy pro- 
gressing slowly to the muscles of the lower ex- 
tremities. 

Argyll Robertson pupils. Miotic pupils which re- 
spond to accommodation but not to light, char- 
acteristic of cerebrospinal syphilis. 

Aschner’s phenomenon. Slowing of the pulse fol- 
lowing pressure on the eyeball, indicative of car- 
diac vagus irritability. 

Ayerza’s “disease” or syndrome. Bronchopulmo- 
nary disease with intense cyanosis, polycythemia 
and congestive heart failure without primary car- 
diac disease (nondescript corpulmonale, origi- 
nally designated cardiacos negros or black car- 
diacs). 


Achillobur- 


Babinski’s sign or reflex. Extension of the toes in- 
stead of flexion on stimulating the sole of the 
foot, occurring in lesions of the pyramidal tract 
and indicating organic hemiplegia. 

Bagdad anemia (Bagdad spring anemia of Leder- 


(Laboratory 


with names of countries or regions. These may be found in medical dictionaries and 








er). Allergic hemolytic anemia affecting chil- 
dren in the Middle East with seasonal incidence, 
arising from acquired sensitivity to pollens, es- 
pecially Verbena hybrida. 

Bainbridge reflex. Rise in pressure and distention 
of the large somatic veins causing reflex accelera- 
tion of the heart beat. 

Banti’s disease (Banti’s syndrome; splenic anemia; 
congestive splenomegaly). A disease of the 
spleen characterized by splenomegaly, anemia, 
leukopenia with relative lymphocytosis, and in 
the late stage cirrhosis of the liver with ascites 
and jaundice. 

Barany’s test (Bardny’s pointing test). With the 
patient pointing at a fixed object with the eyes 
alternately open and closed, a constant error 
while the eyes are closed indicates a brain lesion. 

Barlow’s disease. Infantile scurvy. 

Barraquer-Simons disease. Progressive lipodys- 
trophy, characterized by symmetrical and slowly 
progressive loss of subcutaneous fat from the 
face, and in more severe cases also from the 
neck, arms, thorax, and abdominal wall, with 
preservation or increase in the fat of the lower 
part of the body, most commonly occurring in 
young girls. 

Bartholinitis. Abscess of Bartholin’s gland, which 
if not drained leads to the formation of a cyst 
(Bartholin’s cyst). 

Barton’s fracture. Fracture of the distal end of 
the radius. 

Basedow’s disease. 
toxic goiter. 

Bazin’s disease. Tuberculosis indurativa (ery- 
thema induratum) characterized by a deeply 
situated nodule, usually on the calf of a leg, 
which gradually enlarges, fuses with skin, and 
breaks down to form ulcerations which heal very 
slowly. 

Beau’s lines. Transverse lines on the fingernails 
forming as a result of wasting diseases. 

Bechterew’s disease (von Bechterew’s spondylitis). 
Rheumatoid spondylitis with eventual ossifica- 
tion of the spinal ligaments (poker back). 

Bednar’s aphthae. Bilateral, symmetric, super- 
ficial ulcerations far back on the hard palate oc- 
curring in infants due to roughness in cleansing 
the mouth. 

Behcet’s triple-symptom complex. Ulcerations of 
the genitalia, aphthous lesions of the mouth, and 
uveitis or iridocyclitis occurring simultaneously 
or in separate attacks and followed by hypopyon. 

Bell’s palsy. Acute paralysis of the muscles of one 
side of the face without ptosis caused probably 


Exophthalmic goiter; diffuse 


and biological tests known by men’s names are not included, nor are diseases associated 


textbooks. ) 


969 


970 


by inflammation of the facial nerve or its nucleus. 

Bence Jones proteinuria. An abnormal protein 
found in the urine in about half the cases of 
multiple myeloma and sometimes in cases of os- 
teosarcoma, osteomalacia, carcinomatous metas- 
tasis to bones, chloroma, leukemia and pyelone- 
phritis, and idiopathically. 

Bergeron’s electric chorea. Hysterical chorea, 
characterized by violent rhythmic spasms, with a 
benign course. 

Bezold’s abscess. 
temporal bone. 

Biermer’s piienomenon (sign; also Gerhardt’s). 
Change of percussion sound on change of the 
patient’s position, seen in pneumothorax and 
pulmonary tuberculosis. 

Binet-Simon test. A method of testing the mental 
capacity of children and youth by asking a series 
of questions adapted to and standardized on the 
capacity of normal children at various ages, the 
answers given indicating the mental age of the 
subject tested. 

Biot’s breathing (respiration). Irregular breath- 
ing in which the respirations vary in volume and 
the intervals vary in length. 

Boas’s sign. The presence of lactic acid in the gas- 
tric juice in cases of carcinoma of the stomach; 
also an area of epicritic hyperesthesia in the lum- 
bar region in cases of cholecystitis. 

Bockhart, impetigo of. Superficial pustular peri- 
folliculitis. 

Boeck’s sarcoid. A type of multiple benign sar- 
coid characterized by its superficial nature and 
with a predilection for the face, arms, and shoul- 
ders. 

Bouveret’s ulcers. Ulcers in the fauces above and 
to the outer side of the tonsils occurring in cases 
of typhoid fever. 

Bracq, pseudopelade of. Alopecia cicatrisata, a 
rare form of baldness in which destruction of the 
hair follicles produces multiple round, oval, or 
irregularly shaped, hairless, cicatricial patches, 
the bald areas being small or large, scattered or 
grouped. 

Brailsford-Morquio disease (Morquio’s disease or 
syndrome). An hereditary dystrophy of carti- 
lage and bone resulting in dwarfism and general- 
ized skeletal deformity. 

Bright’s disease. Glomerulonephritis, acute, sub- 
acute, or chronic. 


Subperiosteal abscess of the 


Brill-Symmers disease. Follicular lymphoma 
(giant follicular lymphoblastoma). 
Brill-Zinsser disease (Brill’s disease). Recrudes- 


cence of an old typhus infection, with intense 
persistent headache followed on the fourth to 
the sixth day by a macular or maculopapular 
rash, and with a positive complement-fixation 
test or rickettsial agglutination test. 

Broadbent’s sign. Systolic retraction of the chest 
wall in the region of the eleventh and twelfth in- 
tercostal spaces posteriorly due to pleuroperi- 
cardial adhesions. 

Brown-Séquard paralysis or symptom-complex. 
See Brown-Séquard syndrome. 

Brudzinski’s sign. In cases of meningitis, when the 
neck is bent, flexure movements of the ankle, 
knee, and hip result; when passive flexion of the 
lower limb on one side is made, a similar move- 
ment occurs on the opposite side. 

Buerger’s disease. Thromboangiitis obliterans. 

Buhl’s disease. A condition affecting newborn in- 
fants, with hemorrhages into the skin, mucous 
membranes, intestines and nayel, cyanosis and 
jaundice, 
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Cabot’s rings (Cabot’s ring bodies). Lines in the 
form of loops or figures of eight in stained ery- 
throcytes in severe anemias. 

Calvé’s disease of the spine (vertebra plana). 
Rapid collapse and flattening of a single verte- 
bral body in children, with insidious onset with 
moderate pain, fatigue, night-cries, muscle 
spasm, localized tenderness and gradual develop- 
ment of kyphosis or scoliosis, subsiding over a 
period of two months with permanent deformity, 
x-ray films showing at first a wedge-shaped ap- 
pearance of one vertebra progressing to a wafer- 
like body. 

Chagas’ disease. A _ progressive, noncontagious 
disease caused by Trypanosoma cruzi, with uni- 
lateral periorbital edema, satellite adenopathy, 
and enlargement of the lacrimal gland, with 
fever, exanthemas of various types, subcutaneous 
nodules (‘‘“chagomas’’), and cardiopathy, the 
diagnosis being made by examination of the 
blood and less often the cerebrospinal fluid or 
biopsy material. 

Charcot’s cirrhosis. 
liver. 

Charcot’s hepatic intermittent fever. A fever oc- 
curring intermittently as the result of intermittent 
impaction of stone in the common bile duct and 
inflammation of the bile ducts. 

Charcot’s joint. Neurotrophic arthropathy with 
disintegration of the ends of the bones, due to 
tabes dorsalis or syringomyelia. 

Chediak-Higashi disease (anomaly). A rare con- 
dition affecting several siblings characterized by 
deeply staining, coarse inclusion bodies or granu- 
lations in the cytoplasm of leukocytes associated 
with traits of albinism, including photophobia, 
and hepatosplenomegaly, lymphadenopathy, and 
recurrent infections of the skin or respiratory 
tract, with death ensuing usually by the eighth 
year of life. 

Cheyne-Stokes breathing. Periodic respiration 
with periodic disturbances of the respiratory rate, 
rhythm and volume, alternating with periods of 
apnea, these two contrasting phases recurring in 
regular cycles. 

Christian’s disease. 
diseases. 

Christmas disease. Plasma thromboplastin com- 
ponent deficiency, a form of hemophilia B. 

Chyostek’s sign. Spasm of the facial muscles on 
tapping the branches of the facial nerve, as in 
tetany. 

Civatte, poikilodermia of. Symmetrical reticular 
pigmentation of the face, neck and upper parts 
of the chest in middle-aged women, consisting of 
reddish brown, lentil-sized and smaller patches 
intermingled with atrophic white spots and 
telangiectases. 

Clutton’s joints. Symmetrical painless syphilitic 
synovitis in children affecting mainly the knees. 

Coats’s disease. Exudative retinitis. 

Colles’ fracture. Fracture of the lower end of the 
radius with posterior displacement of the lower 
fragment. . 

Concato’s disease. Progressive inflammation of 
the serous membranes of unknown etiology. 

Cooley’s anemia (thalassemia; Mediterranean dis- 
ease). Familial hypochromic anemia with nu- 
merous normoblasts in the blood, occurring 
mainly in children of Mediterranean parents, 
with splenomegaly, mongoloid facies, osteopo- 
rosis, perpendicular striation of the diploé, and 
decreased fragility of the erythrocytes. 

Cooper’s ligaments. 1. A fold of the fascia trans- 
versalis attached to the iliopectineal eminence 


Hypertrophic cirrhosis of the 


See Hand-Schiiller-Christian 
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and spine of the pubis. 2. A set of acriform fibers 
connecting the base of the olecranon with the 
coronoid process on the inner aspect of the 
elbow joint. 

Corrigan’s pulse. The collapsing pulse of aortic 
regurgitation (water-hammer pulse). 

Crohn’s disease. Regional ileitis. 

Crouzon’s disease. See Crouzon’s syndrome. 

Cullen’s sign. Discoloration of the skin about the 
umbilicus seen in ruptured extra-uterine preg- 
nancy and acute pancreatitis. 

Curschmann’s spirals. Coiled mucinous fibrils 
sometimes found in the sputum of bronchial 
asthma. 


Cushing’s disease. See Cushing’s syndrome. 


Dalrymple’s sign. Abnormal wideness of the pal- 
pebral fissure in exophthalmic goiter. 

Darier’s disease. Keratosis follicularis, a rare dis- 
ease of congenital origin that causes dirty, warty, 
papular excrescences, which tend to coalese into 
patches on symmetrical areas of the face, trunk, 
and flexures of the extremities. 

David’s disease. 1. Same as Pott’s disease (J. R. 
David). 2. A hemorrhagic disease in women 
marked by severe bleeding from the gums and 
mucous membranes attributed to deficiency of 
ovarian hormone, with normal blood factors (W. 
David). 

Déjerine-Sottas disease. Progressive hypertrophic 
interstitial neuropathy, a familial disease charac- 
terized by chronic interstitial neuritis, hypertro- 
phy of the peripheral nerves and posterior roots 
and sclerosis of the posterior columns, with 
slowly progressive atrophy of the distal parts of 
the extremities, diminished tendon reflexes, and 
diminution of sensation. 

Dercum’s disease. Adiposis dolorosa. 

Dietl’s crisis. A sudden severe attack of posterior 
lumbar pain due to partial twisting of the kidney 
upon its pedicle. 

Dieulafoy’s ulcer. 
gastroenteritis. 

Dittrich’s plugs. Whitish, brownish or yellowish 
masses found in the sputum or bronchial tubes in 
septic bronchitis and in gangrene of the lungs. 

Dubini’s chorea (Dubini’s electric chorea; Dubini’s 
disease). A variety of chorea, with violent and 
sudden movements, progressing from bad to 
worse, and often characterized by atrophy and 
muscular paralysis. 

Dubini’s disease. See Dubini’s chorea. 

Duchenne’s paralysis. Bulbar paralysis (bulbar 
palsy). 

Duchenne-Erb palsy (Erb-Duchenne paralysis). 
Paralysis of the upper arm resulting from injury 
at birth, characterized by absence of involyement 
of the small muscles of the hand, due to destruc- 
tion of the fifth and sixth cervical nerve roots. 

Duhring’s disease. Dermatitis herpetiformis. 

Dupuytren’s contracture (contraction). A dis- 
order of the palmar fascia with shortening, thick- 
ening and fibrosis, which may produce flexion de- 
formity of the fingers. 


Pneumococcal hemorrhagic 


Eisenmenger’s complex (or syndrome). A con- 
genital cardiac defect consisting of a membran- 
ous interventricular septal defect and an anomal- 
ous origin of the aorta either from the right ven- 
tricle or from both ventricles. 

Ellis’s S-shaped line (Ellis-Garland line). An S- 
shaped percussion line on the chest showing the 
upper border of pleuritic effusions. 
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Englemann’s disease (or syndrome). Hyperostosis 
of the diaphyses of long bones with osteosclero- 
sis, which in areas involves both the medulla and 
cortex of the same bones, occurring in children, 
with symptoms of muscular weakness (and atro- 
phy), failure to gain weight, poor nutrition, dis- 
turbances of gait, and occasionally other neuro- 
logic abnormalities. 

Erb’s dystrophy. Pseudohypertrophic muscular 
dystrophy. 

Erb’s sign. 1. Increased electric irritability of 
motor nerves. 2. Dulness on percussion over the 
manubrium of the sternum in acromegaly. 

Erb’s spinal paralysis. Syphilitic spastic spinal 
paralysis. 

Erni’s sign. The cavernous tympany developed 
over an apical cavity that has previously been 
filled with fluid. 

Ewing’s tumor (Ewing’s sarcoma). Endothelial 
myoma, a form of bone sarcoma which usually 
involves the shaft of long bones, widening the 
shaft by spreading the lamellae apart. 


Fallot, tetralogy of. A congenital cardiac defect 
consisting of pulmonic stenosis interventricular 
septal defect, dextroposition of the aorta, and 
hypertrophy of the right ventricle. 

Felty’s disease. See Felty’s syndrome. 

Fever’s disease. Osteochondrosis of the calcaneus, 
a disease of the epiphysis of the os calcis. 

Fiedler’s myocarditis. Acute isolated myocarditis 
of unknown etiology. 

Flint murmur (Austin Flint murmur). A loud 
presystolic murmur at the apex in aortic regurgi- 
tation. 

Fordyce’s disease (condition). Enlarged sebace- 
ous glands in the mucosa of the lips, cheeks and 
gums, characterized by the formation of yel- 
lowish, miliumlike bodies. 

Fox-Fordyce disease. A papular itchy eruption, 
limited chiefly to the axillae and the pubes, due 
to chronic inflammation of the apocrine sweat 
glands probably under hormonal influence. 

Friedlinder’s pneumonia. Lobar pneumonia 
caused by Friediander’s bacillus. 

Friedreich’s ataxia (disease). An inherited dis- 
ease, usually beginning in childhood, manifested 
by ataxia, speech impairment, lateral curvature 
of the spinal column, and peculiar swaying and 
irregular movements, with paralysis of the mus- 
cles, especially of the lower extremities, due to 
sclerosis of the dorsal and lateral columns of the 
spinal cord. 

Friedreich’s sign. 1. Diastolic collapse of the cer- 
vical veins due to adherent pericardium. 2. Low- 
ering of the pitch of the percussion note over an 
area of cavitation during forced inspiration 
(Friedreich’s respiratory change of sound or 
note). 

Fuch’s epithelial dystrophy (syndrome). Unilat- 
eral heterochromia, cyclitis, and secondary cata- 
racts. 


Gabler’s spots. See Oliver’s spots. 

Garré, sclerosing osteomyelitis of. Chronic scle- 
rosing, nonsuppurative osteitis appearing radi- 
ographically as a spindle-shaped thickening of 
the bone. 

Girtner, Salmonella enteritidis of. Food poison- 
ing with severe gastrointestinal disturbance 
caused by Salmonella enteritidis, also called 
Bacillus enteritidis and Géartner’s bacillus. 


972 


Gartner’s duct cyst or abscess. A cyst or abscess 
occurring in Gartner’s duct, a duct occasionally 
extending from the parovarium through the 
broad ligament to the vagina, being the remains 
of the lower part of the wolffian duct (ductus 
epoophori longitudinalis). 

Gaucher’s anemia (disease). Familial splenic ane- 
mia, marked by the presence in the spleen of 
large cells with one or more nuclei and a glossy 
homogeneous cytoplasm containing lipoid pera- 
sin (Gaucher’s cells). 

Gee-Herter disease (celiac syndrome). A group 
of malabsorption syndromes comprising: 1, true 
or idiopathic celiac disease; 2, pancreatic insuf- 
ficiency with associated pancreatic fibrosis; 3, 
severe dietary deficiency; and 4, an allergic 
process to wheat glutens, manifested by glos- 
sitis, abdominal distention, anorexia, wasting, 
stunting of growth, central nervous system ir- 
ritability, tetany, and diarrhea with pale, bulky, 
offensive stools. 

Gee-Thaysen disease. Idiopathic steatorrhea of 
adults and adolescents in nontropical countries, 
probably identical with sprue. 

Gerhardt’s change of sound (Gerhardt’s sign). 
Change of percussion sound on change of the 
patient’s position, seen in pneumothorax and in 
pulmonary tuberculosis. 

Gerlier’s disease. Paralytic vertigo, a disease of 
the nerve and nerve centers attacking farm la- 
borers and stablemen, and characterized by pain, 
paresis, vertigo, ptosis and muscular contrac- 
tions. 

Gilbert’s disease. 
lytic jaundice. 

Gilles de la Tourette’s disease. Motor incoordina- 
tion with echolalia and coprolalia. 

Goldberger diet. A diet for pellagra in which 30 
gm. of dried brewer’s yeast is added to a mixed 
diet. 

Graham Steell murmur (sign). A soft diastolic 
murmur heard in the third left intercostal space 
near the left sternal border caused by relative 
pulmonary insufficiency. 

Graham technic. A method of demonstrating the 
gallbladder roentgenographically by the intra- 
venous injection of tetraidophenolphthalein. 

Graves’ disease (Basedow’s disease, Parry’s dis- 
ease). Exophthalmic goiter (primary hyper- 
thyroidism, diffuse thyroid hyperplasia with hy- 
perthyroidism). 

Grocco’s paravertebral triangle (area) of dullness. 
A sign of pleural effusion consisting of a triangu- 
lar area of dullness on the back on the side op- 
posite to that of the pleural effusion. 

Gubler’s tumor. A tumor on the back of the wrist 
in cases of paralysis of the extensors of the hand. 

Gull’s disease. Myxedema due to atrophy of the 
thyroid gland. 


The congenital forms of hemo- 


Haff disease. A condition that affects fishermen of 
the Koenigsberg Haff, who are suddenly seized 
with severe pain in the limbs, great weariness and 
hemoglobinuria, probably resulting from poison- 
ing by arsine introduced into the Haff through 
the waste of cellulose factories. 

Hand-Schiiller-Christian disease. See 
Schiller-Christian syndrome. 

Hanot’s cirrhosis of the liver (disease, syndrome). 
Primary intrahepatic biliary cirrhosis of un- 
known cause, with jaundice, hepatomegaly, 
splenomegaly, and fever. 

Harrison’s groove. A horizontal depression along 


Hand- 
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the lower border of the chest corresponding to 
the costal insertion of the diaphragm, seen in 
children with rickets and with chronic respira- 
tory affections. 

Hashimoto’s goiter (disease). Symmetrical resili- 
ent enlargement of the thyroid gland with atro- 
phy of the acini of the gland and replacement of 
the parenchymatous cells by a diffuse infiltration 
with lymphocytes. 

Heberden’s nodes. Swellings of the terminal pha- 
langeal joints, symmetrical and usually painless, 
but sometimes with episodes of pain, swelling, 
tenderness and stiffness, more common in 
women. 

Heerfordt’s disease. 
with sarcoidosis. 

Henoch’s electric chorea (spasmodic tic). A con- 
dition marked by spasmodic movements of 
groups of muscles occurring at irregular inter- 
vals. 

Henoch’s purpura. A form of purpura with crises 
of abdominal pain and melena produced by an 
urticarial-hemorrhagic effusion into the wall of 
the intestine. 

hippocratic facies. A drawn, pinched and livid 
expression, indicative of approaching death. 

Hirschsprung’s disease. Congenital megacolon. 

Hodgkin’s disease. A fatal disase of the lymph 
nodes, spleen and general lymphoid tissues, of 
which the Dorothy Reed cell is diagnostic. 

Holmgren’s test. The use of skeins of colored 
worsted in testing the perception of colors. 

Holz phlegmon. A chronic cellulitis of the floor of 
the mouth and neck. 

Howell-Jolly bodies. Small, round or oval bodies, 
pinkish or bluish with Giemsa’s stain seen in 
some erythrocytes and thought to be fragments 
of their nucleus (nuclear particles or fragments). 

Hunter’s glossitis. Smooth atrophy of the sur- 
faces and edges of the tongue seen in pernicious 
anemia. 

Hunterian or ulcerative chancre (indurated chan- 
cre; true chancre). A form of the primary ul- 
cerative lesion of syphilis with a hard base and 
sides which exude a thin secretion. 

Huntington’s chorea (chronic chorea). A heredi- 
tary affection of adults marked by irregular 
movements, speech disturbances, and dementia. 

Hutchinson’s summer prurigo (hydroa estivale). 
Papules or small vesicles appearing mostly on 
the face and extensor aspects of the extremities 
in symmetrical arrangement and tending to recur 
each summer in childhood. 

Hutchinson’s teeth. Peg-shaped or wedge-shaped 
permanent incisors and mulberry molar teeth 
with rounded, notched biting surfaces, seen in 
congenital syphilis. 

Hutchinson-Gilford disease. Progeria. 

hyperaldosteronism. 1. A primary form of in- 
creased secretion of aldosterone, usually by an 
adrenal tumor, characterized by arterial hyper- 
tension, polyuria, attacks of muscular weakness, 
hypokalemia, hypochloremia and alkalosis with 
a high urinary output of aldosterone. 2. Sec- 
ondary hyperaldosteronism, occurring in pa- 
tients with cardiac, renal or hepatic edema whose 
urine has a low sodium concentration. 


Uveoparotid fever associated 


Ito-Reenstierna test. Intracutaneous injection of 
a vaccine of killed Ducrey bacilli to elicit a pos- 
itive skin reaction in suspected cases of chan- 
croidal infection. 
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Jacksonian epilepsy (seizures; focal epilepsy). 
Epilepsy due to a focal lesion or injury of an 
area of the motor cortex of the brain, with the 
convulsions limited to the muscle group con- 
trolled by the affected area. 


Jacksonian (sensory) fit (anterior and posterior | 


tolandic epilepsy). Convulsive movements and 
abnormal sensations beginning in the small mus- 


cles of the hand, foot, or face and spreading | 
slowly, sometimes to involve the whole body, in | 


which case loss of consciousness and a general- | 


ized convulsion ensue. 


Jadassohn’s anetoderma. A form of atrophia cu- 


tis idiopathica beginning with a well-defined | 


erythematous, lentil-sized macule, which soon 
fades at the center and forms a circular lesion 
within which the epidermis is slightly wrinkled, 
the surface later becoming shiny, white and 
crinkly, usually occurring on the trunk, shoul- 
ders, and face. 

Joffroy’s sign. Absence of forehead wrinkling in 
exophthalmic goiter when the patient suddenly 
turns his eyes upward. 


Kaposi’s sarcoma (disease). Multiple idiopathic 
hemorrhagic sarcoma, with infiltrating nodular 








lesions, consisting first of lymphocytoid cells | 


and later of spindle cells with vascular prolifera- 


tion and dilatation, appearing first on the hands © 


or feet and spreading to involve the lower ex- 
tremities symmetrically, with bluish red lesions. 
Kaposi’s yaricelliform eruption. An acute, erup- 
tive, vesicular, febrile disease that sometimes 


complicates eczema in infants, often with cervi- | 


cal adenopathy. 

Kernig’s sign. In the dorsal decubitus the pa- 
tient can easily and completely extend the leg, 
but when in the sitting posture or when lying 
with the thigh upon the abdomen the leg can- 


not be completely extended—a sign of menin- 


gitis. 

Kienbéck’s disease. Chronic, slowly progressive 
osteochondrosis of the semilunar (carpal lunate) 
bone. 

Kirkland’s disease. An acute infection of the 
throat with regional lymphadenitis. 

Klumpke’s paralysis (Klumpke-Déijerine paralysis). 
The lower-arm type of brachial paralysis— 
atrophic paralysis of the muscles of the arm 
and hand, from a lesion of the eighth cervical 
and first dorsal nerves, often occurring in in- 
fants delivered by breech presentation. 

Kny’s myokymia. Possibly a variant of amyo- 
trophic lateral sclerosis, with cramps and fasicu- 
lations of various muscles but without muscular 
atrophy and with deep tendon reflexes. 

Kohler’s disease. 1. Malformation of the scaphoid 
bone of the foot in children due to traumatism 


and developmental defect conditioned by trau- 


matism, witn limping and pain on walking, ten- 
derness over the scapnoid, and sometimes red- 
ness and swelling. 2. Disease of the second 
metatarsal bone, with thickening of its shaft 
and changes about its articular head, charac- 
terized by pain in the second metatarsophalan- 
geal joint on walking or standing. 

Koplik’s spots. 
rounded by a reddish areola on the mucous 
membrane of the cheeks during the prodromal 
stage of measles. 

Korsakoff’s delirium. The prolonged attack of 
delirium tremens preceding the onset of Korsa- 
koff’s psychosis (see Korsakoff’s syndrome). 


Small bluish white spots sur- | 
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Korsakoff’s psychosis. See Korsakoff’s syndrome. 

Kryle’s disease (hyperkeratosis follicularis et para- 
follicularis in cuter penetrans). A rare follicu- 
lar hyperkeratosis which forms a horny cone 
projecting into the cutis, with a pitlike depres- 
sion remaining after removal, of localized or 
generalized distribution. 

Kiimmell’s disease. Compression fracture of ver- 
tebrae, the symptoms appearing a few weeks 
later, consisting of back pain, intercostal neu- 
ralgia, motor disturbances of the legs, and a 
gibbosity of the spine which is painful on pres- 
sure and reduced by extension (post-traumatic 
spondylitis). 

Kussmaul, the air-hunger of (Kussrnaul’s breath- 
ing). The hyperpnea seen in diabetic acidosis. 


Laennec’s cirrhosis. Porta] cirrhosis of the liver. 

Landouzy-Déjerine dystrophy or type (of facio- 
scapulohumeral muscular atrophy). Atrophy 
of the muscles of the face, shoulder girdle and 
arm, producing the “myopathic face.” 

Landry’s acute ascending paralysis (dilatation). 
Acute ascending spinal paralysis, probably a 
form of polyneuritis. 

Larsen-Johansson disease. A disease of the pa- 
tella in which the roentgenogram shows an ac- 
cessory center of ossification in the lower pole. 

Laségue’s sign. In sciatica, elevating the lower 
extremity held straight causes pain in the back 
of the thigh. 

Laurence-Moon-Biedl pituitary infantilism. 
Laurence-Moon-Bied] s. 

Leber’s disease. A hereditary form of optic or 
retrobulbar neuritis which is often sex-linked. 

Legg-Calvé-Perthes disease. Osteochondrosis of 
the capitular epiphysis (head) of the femur 
(osteochondritis deformans juvenilis, coxa 
plana), affecting children between 5 and 10 
years of age, with slight pain and a limp, the 
x-ray films showing a progressive flattening and 
fragmentation of the head of the femur. 

Letterer-Siwe disease (syndrome). Skeletal 
changes, skin lesions, hepatosplenomegaly, 
lymphadenopathy, anemia, and a hemorrhagic 
tendency, occurring usually before the age of 
3 years, biopsy of skin and lymph nodes reveal- 
ing numerous reticuloendothelial cells, with a 
rapidly fatal course. 

Levinson test. A laboratory test for tuberculous 
meningitis and other intracranial conditions. 
Lindau’s disease (Lindau-von Hipple disease). 
Angioma of the cerebellum, usually cystic, as- 
sociated with hemangioma of the retina, poly- 

cystic pancreas, and polycystic kidneys. 

Litten’s phenomenon (sign, shadow). Diaphrag- 
matic phenomenon (see page 426). 

Little’s disease. Congenital spastic stifiness of 
the limbs, a form of cerebral spastic paralysis 
dating from birth and due to lack of develop- 
ment of the pyramidal tracts. 

Lobstein’s disease. Osteogenesis imperfecta. 

low-sait syndrome (S) (low-sodium, hyponatremia 
syndromes). Low-salt syndromes of varying 
types depending upon the point of disturbance 
in sodium metabolism or of fiuid imbalance: 1, 
sodium depletion; 2, cellular hypo-osmolarlity 
with reduced sodium stores; 3, water intoxica- 
tion and hyperlipemic hyponatremia with nor- 
mal body sodium; and 4, hyponatremia associ- 
ated with edematous states. 

Ludwig’s angina. Purulent inflammation around 
the submaxiliary gland, beneath the jaw and 


See 
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about the floor of the mouth, usually due to a 
streptococcal infection. 


Madelung’s deformity. Distortion of the radius 
at its lower end with backward displacement of 
the ulna. 

Magnan’s paresthesia (symptom). A sensation 
as of a round body beneath the skin, sometimes 
experienced in chronic cocainism. 

Majocchi’s disease. Purpura annularis telangi- 
ectodes, a rare purpuric syndrome. 

Marcus Gunn phenomenon (syndrome). Ptosis 
of the upper eyelid with widening of the palpe- 
bral fissure during mastication or movements 
of the lower jaws, usually unilateral. 

Marie-Striimpbell spondylitis. Rheumatoid an- 
kylosing spondylitis. 

McBurney’s point. The point of tenderness usu- 
ally found in acute appendicitis, located about 2 
inches from the right anterior spine of the ilium 
on a line from this and the umbilicus. 

McEwen’s point. A point above the inner canthus 
of the eye which is tender in acute frontal si- 
nusitis. 

Meckel’s diverticulum. An occasionally found ap- 
pendage or sac of the cecum or lower ileum, 
derived from an unobliterated vitelline duct. 

Meigs’s disease. See Meigs’s syndrome. 

Merzbacher-Pelizaeus disease (Pelizaeus-Merz- 
bacher form of cerebral sclerosis). Familial 
centrolobar sclerosis, beginning in infancy and 
progressing rapidly, with mental deterioration 
and trophic and vasomotor disturbance. 

Mikulicz’s disease or syndrome (achroacytosis). 
Chronic enlargement of the lacrimal and salivary 
glands, of varying etiology (tuberculosis, leu- 
kemia, lymphosarcoma, sarcoidosis), accompa- 
nied by dryness of the mouth and decreased or 
absent lacrimation. 

Milroy’s disease (Meige’s disease; Nonne-Milroy- 
Meige syndrome). A form of hereditary edema 
of the legs. 

Mobius’ sign. Inability to keep the pupils con- 
verged in exophthalmic goiter, due to insuffi- 
ciency of the internal recti muscles. 

Moeller’s glossitis. Chronic superficial glossitis, 
or glossodynia exfoliativa, sometimes involving 
the cheeks and palate. 

Moon’s teeth. The small, domed first molars of 
syphilitic patients. 

Mooren’s ulcer. Rodent ulcer of the cornea. 

Morgagni, hydatid of. The cystlike remnant of 
the miillerian duct attached to an oviduct or 
testicle. 

Morquio’s disease or syndrome (Morquio-Brails- 
ford disease). Eccentro-osteochondrodysplasia, 
a peculiar type of ossification with multiple dis- 
crete centers, a familial condition marked by 
dwarfing and deformities. 

Morton’s metatarsalgia. Pain in the metatarsus 
due to osteochondrosis of the heads of the 
metatarsal bones. 

Morvan’s disease. A form of syringomyelia 
marked by painless ulceration of the tips of the 
fingers (panaris) and analgesic paralysis and 
atrophy of the forearms and hands. 

Morvan’s fibrillary chorea. Fibrillary contractions 
of the muscles of the calves and posterior part 
of the thighs, sometimes extending to the trunk 
but never affecting the neck and face. 

Moyer’s sign. Cogwheel contractions of the biceps 
muscles noted on palpation as the forearm is 
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extended by the examiner after flexion of the 
arm; seen in parkinsonism. 

Murphy’s sign. 1. Inability to take a deep inspi- 
ration when the examiner’s fingers are hooked 
up beneath the right costal arch below the 
hepatic edge, a sign of gallbladder disease. 2. 
Absence of the tympanic sound when the lower 
right abdominal wall is percussed by the four 
fingers in succession, indicating a small amount 
of exudate in appendicitis (piano percussion 
sign). 

myoclonia of Lenoble and Aubineau. See Le- 
noble-Aubineau heredofamilial syndrome. 


Niemann’s disease. See Niemann-Pick disease. 

Niemann-Pick disease (Niemann’s disease). A 
disturbance of infantile phosphatide metabolism 
marked by anemia and a leukocytosis with rela- 
tive increase in lymphocytes, and hepatospleno- 
megaly, the histiocytes throughout the body be- 
coming filled with lecithin fat which gives them 
a foamy appearance, with death in the first two 
years of life. 

nystagmus-myoclonus of Lenoble. See Lenoble- 
Aubineau heredofamilial syndrome. 


Oliver’s spots (Gabler’s spots). An occupational 
leukoderma caused by the wearing of rubber 
gloves treated with an antioxidant (monobenzyl 
ether of hydroquinone), with depigmentation of 
the dorsal surfaces of the hands up to the middle 
of the forearms, sometimes blotchy or streaked. 

Ollier’s disease. Dyschondroplasia. 

Osgood-Schlatter disease. Osteochondrosis of the 
tuberosity of the tibia. 

Osler’s disease (Osler-Vaquez disease). 1. Ery- 
themia. 2. Hereditary epistaxis with hemorrhagic 
telangiectasia. 


Paget’s disease. 1. Osteitis deformans. 2. An in- 
flammatory cancerous affection of the areola and 
nipple. 

Pancoast’s tumor. 
mor. 

Parkinson’s disease. Paralysis agitans. 

Parrot’s nodes. Syphilitic nodes of the outer table 
of the skull. 

Pel-Ebstein type (of Hodgkin’s disease). Remit- 
tent or continuous pyrexia occurring in irregu- 
lar waves of several days’ duration separated by 
periods of remission, occurring in some cases of 
Hodgkin’s disease. 

Perthes’ disease. See Legg-Calvé-Perthes disease. 

Peyronie’s disease. Induration of the corpora 
cavernosa of the penis, producing a fibrous 
chordee. 

Pick’s (Arnold) disease. Circumscribed atrophy 
of the brain, a form of dementia characterized 
by progressive degeneration of the higher facul- 
ties and the development of aphasia. 

Pick’s (Friedel) disease (syndrome). Polysero- 
sitis (pericardial pseudocirrhosis of the liver). 

porter’s bursitis. Bursitis over the seventh cervical 
spinous process in porters who carry heavy 
weights on the upper part of the back and who 
develop prematurely a kyphosis analogous to 
that of old age. 

Pott’s disease. Osteitis or caries of the vertebrae, 
usually of tuberculous origin, with abscess for- 
mation. 


Superior pulmonary sulcus tu- 
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Pott’s fracture. Fracture of the lower part of the 
fibula, with serious injury of the lower articula- 
tion, usually a chipping off of the inner malleo- 
lus, or rupture of the internal lateral ligament. 

Pott’s gangrene (senile gangrene). Gangrene of 
an extremity due to arteriosclerosis obliterans. 

Putnam’s sign. Lengthening of the leg in hysteric 
hip disease. 


Queyrat’s erythroplasia. A precancerous condi- 
tion characterized by red patches on pavement 
epithelium of mucosa (penis, labia, mouth, 
anus). 


Quincke’s disease. Angioneurotic edema. 


Raynaud’s disease (syndrome). Paroxysmal color 
changes of the digitis, mainly the fingers, con- 
sisting of pallor, cyanosis and reactive hyperemia, 
initiated by exposure to cold, emotional disturb- 
ance, excessive smoking, or mechanical factors 
(cervical rib or hyperabduction syndromes). 

Rendu-Osler-Weber disease (syndrome). Recur- 
ring multiple telangiectases and angiomas of the 
skin, mucous membranes, and internal organs 
with hemorrhages, familial and hereditary. 

Riedel’s goiter (disease). A form of chronic thy- 
roiditis characterized by woody hardness of the 
thyroid gland with deposition of scar tissue, 
diminished number of alveoli of irregular shape 
and size, and fibrous attachment to surrounding 
tissues. 

Riehl’s melanosis. A spotty brownish pigmenta- 
tion, most intense on the forehead, on the malar 
regions, behind the ears, and on the sides of 
the neck, beginning with itchy, reddening and 
desquamation, later becoming stationary. 

Riga’s disease (ulcer of the frenum). An indu- 
rated gray area in the frenum of the tongue of 
infants and children, followed by ulceration. 

Riggs’ disease. Alveolar pyorrhea. 

Rinne test. <A test of hearing in which the shank 
of a tuning fork is placed against the mastoid 
until it is no longer heard, then held about 1 
inch away from the auditory canal and broad- 
side to it, and in which normally the vibrations 
are heard approximately twice as long by air 
as by bone conduction, so that if the sound is 
heard better before the ear the air conductivity is 
better than the bone conductivity, and vice 
versa. 

Romberg’s sign (test). Swaying of the body when 
standing with the feet close together and the 
eyes closed when there is ataxia of the lower 
extremities. 


Rosenbach’s disease. Erysipeloid. 


St. Vitus’ dance. Acute chorea (Sydenham’s 


chorea). 

Sandwith, bald tongue of. An extremely clean 
tongue sometimes seen in the late stages of 
pellagra. 

Schamberg’s dermatosis (disease). A peculiar, 
slowly progressive, pigmentary disorder of the 
skin, mainly involving the shins, ankles and 
dorsa of the feet, occurring only in males, be- 
ginning with crops of reddish puncta that slowly 
progress outward with fresh lesions at the pe- 
riphery, the spots fading to brownish or yellow- 
ish and coming to resemble grains of cayenne 


pepper. 
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Scheuermann’s disease. Necrosis of the epiphyses 
a the vertebrae; osteochondrosis of the verte- 

rae. 

Schilder’s disease (encephalitis). Periaxialis dif- 
fusa, a massive inflammation of the cerebral 
hemispheres, beginning in the occipital lobes 
and characterized by the early disappearance of 
the myelin, occurring mostly in children and 
beginning with blindness. 

Schimmelbusch’s disease. A form of progressive 
mastitis, with the production of many small 
cysts. 

Schmorl’s nodes (nodules). Nodules seen in 
roentgenograms of the spine, due to prolapse of 
a nucleus pulposus into an adjoining vertebra. 

Schonlein’s purpura (disease). Purpura rheu- 
matica. 

Schultze, myokimia of. Persistent quivering of 
the muscles (myoclonia fibrillaris multiplex). 
Schwartze symptom. Isolated areas of hyperemia 
in the mucosa covering the promontory as seen 
through an atrophied transparent drumhead, 

found in otosclerosis. 

Seitz’s metamorphosing respiration. A variety of 
bronchial respiration consisting of an inspiratory 
murmur which begins as a tubular bronchial 
sound and ending with either a cavernous or 
amphoric tone. 

Semon-Rosenbach law. Affection of the abductors 
of the vocal cords (posterior cricoarytenoids) 
in progressive organic diseases of the motor 
laryngeal nerves, as the first, and occasionally 
the only muscles involved. 

Senear-Usher type (of pemphigus; syndrome). 
An uncommon and relatively chronic and be- 
nign variety of pemphigus, characterized by dis- 
coid patches, scaling, flaccid bullae and crusting 
of the face, trunk and scalp, which may clinically 
resemble seborrheic dermatitis or lupus erythe- 
matosus, the eruptions disappearing spontane- 
ously, leaving reddish brown pigmented areas 
in which new bullae may appear. 

Shaver’s disease. Pneumonoconiosis caused by 
aluminum bauxite abrasives resulting in emphy- 
sema and cor pulmonale. 

Sheehan’s disease (syndrome). Postpartum ne- 
crosis of the pituitary gland following severe 
hemorrhage, collapse or shock at the time of 
delivery or during the early postpartum period, 
manifested by pallor, asthenia, apathy, atrophy 
of the breasts with loss of areolar pigment, in- 
hibition of lactation, loss of pubic hair, and 
genital atrophy, and temporary or permanent 
amenorrhea. 

Sichel, ptosis adiposa of. An apparent ptosis 
caused by a fold of skin and fat hanging down 
below the border of the eyelid. 

Simmond’s disease. Premature senility accom- 
panied by psychic symptoms due to total atrophy 
of the pituitary gland, affecting mainly women, 
and marked by progressive emaciation, prema- 
ture aging, wrinkling of the skin, loss of pubic 
and axillary hair, loss of libido, and lowered 
basal metabolic rate. 

Simmonds’ pituitary cachexia. 
ease. 

Sjégren’s disease. 
syndrome). 
Sluder’s headache (neuralgia). A neuralgia of 
the sphenopalatine ganglion, causing a burning 
or boring pain in the area of the maxilla with 

extension into the neck and shoulder. 

Smith’s fracture. A fracture near the lower end 
of the radius near its articular surface wit for- 


See Simmonds’ dis- 


See Sjégren’s syndrome (sicca 
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ward displacement of the lower fragment (re- 
verse Colles’ fracture). 

Sprengel’s deformity or congenital elevation of the 
scapula. Congenital upward displacement of 
the scapula. 

Spurway’s disease (syndrome). Osteogenesis im- 
perfecta (brittle bones and blue sclerae). 

Stellwag’s sign. Retraction of the upper eyelids 
producing apparent widening of the palpebral 
fissure, with infrequent blinking, seen in exoph- 
thalmic goiter. 

Still's disease. A form of chronic polyarthritis 
affecting children, with lymphadenopathy, sple- 
nomegaly, and irregular fever. 

Strycker-Halbeisen syndrome. A patchy, super- 
ficial, vesicular and scaly erythroderma, intense 
pruritus and macrocytic anemia, the lesions ap- 
pearing on the face, neck and upper chest, and 
cured by means of diet and vitamin B complex. 

Sudeck’s atrophy. Acute bone atrophy developing 
at the site of an injury or inflammation and 
showing radiographically patchy bone atrophy. 

Sydenham’s chorea. Ordinary chorea; chorea mi- 
nor. 


Tay-Sachs disease. Amaurotic familial idiocy. 

Thomsen’s disease. Myotonia congenita or heredi- 
taria, characterized by tonic spasm and rigidity 
of certain muscles when an attempt is made to 
moye them after a period of rest or when me- 
chanically stimulated, the stiffness disappearing 
as the muscles are used. 

Thornwaldt’s disease (syndrome). Occipital head- 
ache and postnasal discharge, produced by in- 
flammation in the median nasopharyngeal recess. 

Tietze’s disease (syndrome). A painful swelling 
at the costoclavicular or an upper costochondral 
junction, of unknown etiology, with a benign 
and self-limited course. 

Tooth’s paralysis (peroneal muscdlar atrophy). 
The peroneal form of progressive muscular 
atrophy. 

Traube’s plugs (Dittrich’s plugs). Whitish, 
brownish or yellowish masses found in the 
sputum or in the bronchial tubes in septic bron- 
chitis and gangrene of the lungs. 

Trousseau’s sign. A muscular spasm on pressure 
over large detached arteries or nerves, seen in 
tetany, elicited by applying the sphygmomanom- 
eter with sufficient force to stop the circulation. 


Unverricht, myoclonus epilepticus of. A rare dis- 
ease in which in the intervals between major 
epileptic seizures there are paroxysmal clonic 
contractions of the muscles of the extremities, 
especially of the proximal portions, and more 
or less persistent fibrillary tremors. 


Vaquez’ disease. Polycythemia rubra vera. 

Vincent’s angina. Ulceromembranous stomatitis, 
thought to be caused by Bacillus fusiformis (Fu- 
sobacterium fusiforme) and Borrelia vincentii. 

Virchow’s node (signal node). An enlarged supra- 
clavicular lymph node, usually on the left side, 
which indicates the presence of a malignant 
intra-abdominal lesion. 

Volkmann’s contracture (paralysis). A contrac- 
tion of the fingers and sometimes the wrist, with 
paralysis, developing rapidly after a severe in- 
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jury in the region of the elbow joint or improper 
use of a tourniquet. 

von Gierke's disease (glycogenosis; glycogen stor- 
age disease). A composite term referring to a 
group of inborn errors of carbohydrate metabo- 
lism characterized by excessive deposition of 
glycogen in tissues, usually associated with an 
anomaly of one or another enzyme system con- 
cerned with glycogen degradation or synthesis, 
occurring in a hepatorenal form or as a gener- 
alized glycogenesis involving preponderantly car- 
diac and skeletal muscle. 

yon Graefe’s sign. Failure of the upper eyelid to 
move downward with the eyeball while looking 
at the examiner’s moving finger, seen in exoph- 
thalmic goiter. 

yon Hippel’s disease (Lindau-von Hippel disease). 
Angioma of the cerebellum, usually cystic, as- 
sociated with hemangioma of the retina, poly- 
cystic pancreas, and polycystic kidneys. 

yon Recklinghausen’s disease (Recklinghausen’s 
disease). 1. Multiple neurofibromatosis. 2. Os- 
teitis fibrosa cystica. 3. Neoplastic arthritis de- 
formans. 

von Willebrand's disease (Willebrand-Jiirgens syn- 
drome). A constitutional, nonhemophilic, he- 
reditary, hemorrhagic diathesis, with a normal 
platelet count, clot retraction, coagulation, and 
prothrombin consumption but a_ prolonged 
bleeding time, of unknown basic etiology. 

Vrolik’s disease. Osteogenesis imperfecta (osteo- 
psathyrosis congenita of Looser), the first frac- 
tures o@curring in utero, with skull changes, 
short stature and early death, both parents fre- 
quently having normal bones and sclerae. 


Weber-Cockayne hereditary bullous disease of the 
feet (and hands). A localized type of epider- 
molysis bullosa, usually familial. 

Weber's test (Weber positive). When a vibrating 
tuning-fork is held against the vertex, the sound 
is heard best by the nonaffected ear if deafness 
is due to disease of the auditory apparatus, by 
the affected ear if deafness is due to obstruction 
of the air passages. 

Weil's disease. Leptospiral infection, with human 
strains including L. icterohemorrhagiae, L. cani- 
cola, L. pomona, L. autumnalis and L. grippo- 
typhosa. 

Werdnig-Hoftman paralysis. See Werdnig-Hoff- 
man type of progressive muscular atrophy of 
childhood. 

Werdnig-Hoffman type of progressive muscular 
atrophy of childhood. A rare heredofamilial 
disease associated with progressive degeneration 
of the anterior horn cells of the spinal cord and 
muscular atrophy and weakness. 

Werlhof’s disease. Purpura hemorrhagica. 

Westphal-Striimpell pseudosclerosis. A form of 
hepatolenticular degeneration with lesions more 
diffuse than those of progressive lenticular de- 
generation (Wilson’s disease), marked by trem- 
ors, rigidity, emotional disturbance and optic 
atrophy. 

Whippel’s disease (syndrome). Intestinal lipo- 
dystrophy, characterized by a lipoid type of 
mesenteric adenitis, steatorrhea, and rapid wast- 
ing. 

Williams’ tracheal tone (Williams’ sign). A dull 
tympanitic resonance heard in the second inter- 
costal space in severe pleural effusion. 

Wilms’s tumor. Embryonal carcinosarcoma of the 
kidney. 
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Wilson’s disease. 1. Dermatitis exfoliatava. 2. 
Progressive lenticular degeneration. 

Winckel’s disease. A fatal disease of newborn in- 
fants, characterized by icterus, hemorrhage, 
bloody urine and cyanosis. 
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Wintrich’s change of sound (sign). A change in 
the pitch of the percussion note when the mouth 
is opened and closed, indicating a cavity in the 
lung. 





Abnormalities. 


Abdomen, 512. See also specific 


regions. 
abscess of wall, 561 
ascites, 571 
contusion and shock, 870 
distention, fluid, 571 
distention, gaseous, 577 
meteorism, 577 
pain 
epigastrium, 517 
general, 513 
hypochondrium, left, 526 
hypochondrium, right, 523 
hypogastrium, 536 
iliac and inguinal, 530 
umbilical, 528 
penetrating ‘wounds and ee 


70 
peristalsis, visible, 597 
retracted on inspiration, 593 
rigidity, general or local, 594 
scaphoid, 593 
skin affections, 604 
skin reflexes, absent, 600 
swelling 
epigastrium, 563 
flank, anterior, 568 
general, 559 
hypochondrium, left, 566 
hypochondrium, right, 564 
hypogastrium, 571 
iliac oe ae right or left, 
569 


inguinal or groin, 600 
lumbar anterior, 568 
umbilical, 566 
wall, 561 

tenderness 
epigastrium, 522 
general, 516 
hypochondrium, left, 527 
hypochondrium, right, 525 
iliac and inguinal, 535 
umbilical, 529 

tympanites, 577 

veins, enlarged, 596 

visceral injury, 870 

See specific re- 

gions. 

attitude (posture), 746 

emotion, 809 

fat distribution, 811 

fingernails, 376 

gait, 814 

mentality, 842 

noted by 
laryngoscopy, 283 
ophthalmoscopy, 115 
rectal examination, 672 
vary examination, 655, 


pupillary reflexes, 109 
sensation, 861 

skin color, 898 
speech, 909 
temperature, 932 
urine color, 946 
uvula, 276 


Abortion and premature labor 


hypogastrium, pain, 537 
pelvis, pain, 537 
uterine bleeding, 646 


Abscess 


abdominal wall: swellings, 561 
alveolar, acute 
peer process, 
21 


swelling, 
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Abscess (cont.) 


alveolar, acute (cont.) 
ear, pain, 148 
edema, circumscribed or lo- 
cal, 808 
face, swelling, local, 55 
gums, swelling, 211 
jaw, pain, 246 
jaw, swelling, 250 
teeth, loosening, 244 
teeth, pain, 240 
alveolar, chronic: swollen gum, 


anal 
perineal swelling, 671 
rectum, pain, 665 
appendiceal 
fecal urethral discharge, 632 
iliac region, right, swelling, 
569 
rectum, abnormalities felt, 
stools, pus, 927 
axillary (deep) 
pain, 405 
swelling, 320 
breast 
nipple discharge, 421 
pain, 419 
swelling, 419 
cerebellar 
head retraction, 25 
nystagmus, 99 
cerebral 
bradycardia, 492 
drowsiness or stupor, 798 
headache, general or varia- 
ble, 11 
hemianopsia, 131 
hemiplegia, 341 
pupil changes, 106 
scalp, tenderness, localized, 


speech disturbances, 912 
vomiting, chronic, 553 
chest wall 
edema, 417 
inflammation, 413 
tenderness, localized, 406 
cholecystic: stools, pus, 927 
dental. See abscess, alveolar. 
dental pulp 
jaw, pain, 246 
teeth, painful, 240 
epidural: headache, frontal, 4 
eyelids: swelling, local, 71 
face 
pain, 31 
swelling, local, 55 
groin: inguinal swelling, 601 
hip: Scarpa’s triangle swelling, 
682 
ischiorectal 
anoperineal swelling, 671 
perineum, tenderness, 669 
rectum, abnormalities felt, 
674 
rectum, pain, 665 
stools, pus, 926 
knee 
pain, 685 
swelling, general, 688 
swelling, popliteal space, 689 
larynx: pain, 279 
leg: pain, 709 
lip: swelling, 186 


Hh? 








Abscess (cont.) 


liver 
enlargement, 582 
hypoctondunr, right, pain, 
24 


hypochondrium, right, ten- 
derness, 526 
pleural effusion, purulent, 
465 
sweating, general, 929 
Lee aveling, deepseated, 


lung 
breathing, cavernous and 
amphoric, 453 
cacogeusia, 237 


cough, 391 
hemoptysis, 397 
percussion, hyperresonance 


or tympany, 449 
pleural effusion, purulent, 
464 


rales 459 
sputum, characteristics, 391 
sweating, general, 929 
mediastinal: pain, sternal re- 
gion, 402 
neck, superficial: swelling, 297 
palate: swelling, 215 
palmar: hand and finger pain, 
353 
pelvic 
palpation, 
659 
stools, mucous, 926 
perinephric 
edema, circumscribed or lo- 
cal, 808 
lumbar pain, 616 
lumbar swelling, deepseated, 
620 


abnormalities, 


lumbar tenderness, 618 
stools, pus, 927 
perirectal 
ste abnormalities felt, 
rectum, pain, 666 
peritonsillar 
dysphagia with pain, 270 
lymphadenopathy, neck, 301 
mouth, inability to open, 249 
neck, pple, localized, 
pharynx, redness, 258 
pharynx, swelling, 264 
respiration, stertorous, 438 
saliva, dribbling, 195 
swallowing, painful, 270 
throat, pain in, 253 
tonsil, redness, 258 
tonsil, swollen, 260 
peri-urethral 
palpation, abnormalities, 
658 
perineum, pain, 669 
perineum, ulcers, 669 
prostatic 
penis, pain, 630 
perineum, pain, 669 
perineum, ulcers, 670 


rectum, abnormalities felt, 
673 
rectum, pain, 667 
psoas 


iliac and inguinal pain, 534 
iliac swelling, 570 
inguinal pain, 534 
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Abscess (cont.) 
psoas (cont.) 
inguinal swelling, 601 ; 
Scarpa’s triangle, swelling, 
682 
thigh pain, 680 
rectum, submucous 
rectum, abnormalities felt, 
672 
rectum, pain, 667 
stools, pus, 926 
retropharyngeal 
dysphagia with pain, 272 
dyspnea, 433 
head, retraction, 25 
mouth open, 200 
nasal regurgitation, 176 
neck, swelling, 298 
pharynx, swelling, 263 
respiration, stertorous, 438 
throat pain, 255 
throat, redness, 259 
torticollis, 311 
scalp: headache, 11 
septum, nasal 
nose, obstruction, 172 
nose, pain, 166 
subdiaphragmatic. See Abscess, 
subphrenic. 
subpericranial: head swelling, 
18 


subphrenic 
epigastrium, pain, 520 
epigastrium, swelling, 563 
hypochondrium, left, swell- 
ing, 566 
hypochondrium, right, pain, 
524 


hypochondrium, right, swell- 
ing, 565 

hypochondrium, right, ten- 
derness, 526 


pieur) effusion, purulent, 
6 
temperature elevation, pro- 
longed, 933 

testicle: scrotum, ulcers, 639 
thigh 

extremity swelling, 690 

pain, 679 
tongue 

pain, 221 


swallowing, painful, 272 
swelling, 226 
umbilical: discharge from na- 
vel, 599 
Acanthosis nigrans 
mouth, pigmented patches, 206 
skin affections, axilla, 323 
male genitalia, 642 
skin pigmentation, 900 
Achalasia. See Cardiospasm. 
Achillodynia: foot pain, 721 
Achondroplasia 
abdomen, _ swelling, 
559 
dwarfism, 801 
fontanels, delayed closure, 16 
hands, deformity, 360 
head, abnormal, 14 
nose, deformity, 168 
Achromatopsia, 140 
Achylia_ gastrica: 
pain, 520 
Acidosis: dyspepsia, 542 
Acne rosacea 
face, 60 
keratitis, 85 
nose, redness, 166 
nostrils, nose, cheeks, 180 
papules, 880 
Acne vulgaris 
chest, 422 
face, 58 
neck, 312 


general, 


epigastrium, 





Acne vulgaris (cont.) 
nostrils, nose, cheeks, 180 
papules, 880 
pustules, 889 

Acrocephaly, 15 

Acrocyanosis, 776 
hands, 367 

Acromegaly 
dementia, 786 
drowsiness or stupor, 800 
extremity, lower, bones 

larged, 693 
facies, 43 
features, thickened, 53 
feet, enlarged, 721 
hair, increased, 820 
hands, enlarged, 358 
head, abnormal, 14 
headache, frontal, 5 
hemianopsia, 131 
jaw, enlargement, 250 
kyphosis, 622 
optic atrophy, 120 
polyuria, 955 
stature, tall, 915 
tinnitus aurium, 156 
tongue, large, 226 

Acroparesthesia, 867 
hand and fingers, pain, 356 
Deo upper extremities, 

3 


en- 


Actinomycosis 
alveolar process, swelling, 214 
cough, 394 
face, swelling, local, 58 
gums, swelling, 214 
jaw, swelling, 250 
neck, sinuses, 310 
neck, swelling, 299 
pharynx, swellings, 265 
sputum, characteristics, 394 

Acute constipation, 762 

Acute diarrhea, 789 

Acute vomiting, including nau- 

sea, 546 

Adamantinoma: 

250 


Adams-Stokes, syndrome. 
Stokes-Adams 


jaw swelling, 
See 
syndro- 


me. 
Addisonian anemia. See Anemia, 
pernicious. 

Addison’s disease 
abdomen, pain, general, 516 
amenorrhea, 651 
anorexia, 741 
blood pressure, low, 751 
cachexia, 755 
cardiac area, decreased, 476 
cardiac sounds, decreased, 482 
coma, 762 
convulsions, 774 
death, sudcen or unexpected, 
diarrhea, acute, 791 
diarrhea, chronic, 795 
dizziness, 797 
dyspepsia, 542 
dyspnea, 434 
emotions, alteration of, 811 
epigastrium, pain, 522 
epigastrium, tenderness, 523 
headache, 12 
hiccough, 822 
hypopyrexia, 939 
mentality, changes of, 849 
mouth, pigmented patches, 206 
murmur, pulmonary, 504 
papilledema, 119 
sclera, pearly, 88 
shock, 873 
skin pigmentation, 899 
splenomegaly, 590 
syncope, 930 
tachycardia, 491 


Index 


Addison’s disease (cont.) 
vomiting, chronic, 553 
weakness, 959 
weight loss, 962 

Adenitis, epidemic cervical. See 

Kirkland’s disease. 


Adenoids, hypertrophied. See 
also Obstruction, audi- 
tory tube. 


breath, foul, 193 
chest deformities, 409 
cough, 392 

deafness, 158 





epipharynx, swelling, 263 
facies, characteristic, 41 
headache, occipital, 7 

nasal obstruction, 170 

nasal voice, 855 

nostril collapse, 169 

pharnyy anes accumulation, 


respiration, stertorous, 438 
sneezing, 185 
Adenolipomatosis, 812 
Adenoma, bronchial: hemo- 
c ptysis, recurrent, 397 
Adenopathy. See Lymph nodes, 
enlarged. 
Adhesions 
appendicular: pain, 533 
ileocecal: pain, 533 
labial: genitalia, malforma- 
tions of external, 651 
preputial: genitalia, malforma- 
tions of external, 651 
Adie’s syndrome, 110 
Adiposa of Sichel: pseudoptosis, 


Adiposis dolorosa 
fat, abnormal distribution, 811 
obesity, 858 
Adrenal cortex tumor 
hirsutism, 820 
obesity, 857 
Adrenocortical syndrome. 
Cushing’s syndrome. 
Adrenogenital syndrome 
dentition early, 241 
hair, increased, 820 
hypertension, secondary, 439 
Aero-otitis media, acute 
ear, pain, 148 
ears, full sensation, 157 
hearing, heightened, 162 
es epigastrium, pain, 


See 


Ageusia, 236 
Agraphia. See Aphasia. 
Albers-Schénberg disease 
blindness, transient or perma- 
nent, 140 
optic atrophy, 122 
sclera, bright blue, 89 
splenomegaly, 590 
Albinism, 900 
eyelids, frequent blinking, 76 
nystagmus, 100 
Albright’s syndrome 
dwarfism and infantilism, 803 


Albuminuria, orthostatic (pos- 
tural): lordosis, 623 
Alcoholism 2 
acute 
amnesia, 737 
ataxia, 743 


breath odor, 194 





breathing, slow, 435 
coma, 759 

diplopia, 127 

drowsiness or stupor, 797 
emotions, alteration, 810 
face, flushed, 38 

face, general swelling, 52 
gait, abnormalities, 815 
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Alcoholism (cont.) 
acute (cont.) 

headache, general, 9 

hiccough, 821 

hypopyrexia, 938 

speech disturbance, 914 

vomiting, acute, 548 

chronic 

anorexia, 740 

conjunctiva, redness, 82 

convulsions, 772 

dementia, 786 

dyspepsia, 544 

face, flushed, 39 

impotence, 823 

lacrimation and epiphora, 82 

mentality, changes, 843 

movements, tremulous, 853 

nose, redness, 166 

throat, mucous 

tion, 267 

Alganesthesia, 861 
Alkalosis: mouth, dry, 197 
Alkaptonuria, 948 
Allachesthesia, 862 
Allergy 


drug 
bullae, 886 
pustules, 890 
rash. see Drug rash. 
vesicles, 884 
wheals, 895 
gastrointestinal or food 
dyspepsia, 542 
erythema, general, 875 
nasal. See Rhinitis, allergic. 
Allesthesia, 862 
Allochiria, 862 
Alopecia, 26, 819 
areata 
hair, decreased, 819 
scalp, bald patches, 27 
scalp, skin affections, 28 
congenital, 26 
premature idiopathic, 26 
senile, 26 
syphilitic 
baldness or thin hair, 26 
eyebrows, 30 
Alveolar capillary block syn- 
drome 
cough, 395 
causes of, 434 
dyspnea, 434 
Alzheimer’s disease. See Demen- 
tia, presenile. 
Amaurosis, 137 
hysterical: blindness, 139 
Amblyopia, 134 
congenital: vision dimness, 136 
congenital, color, 141 
exanopsia: vision dimness, 136 
hysterical 
vision dimness, 136 
vision, double, one eye, 129 
malarial: vision dimness, 137 
pretended, 140 
quinidine: visual acuity, 136 
reflex: vision dimness, 137 
toxic 
blindness, 138 
color blindness, 141 
scotoma, 142 
vision dimness, 136 
traumatic: vision dimness, 136 
Amelogenesis imperfecta, heredi- 
tary, 244 
Amenorrhea, 650 
general considerations, 650 
primary, 650 
secondary, 650 
Amnesia, 735 
divisions of, 735 
feigned, 736 


accumula- 


Amnesia (cont.) 
general considerations, 735 
psychogenic, 736 
psychophysiology, 735 

Amphoric breathing, 452 

Amphoriloquy, 456 

Amyloid disease 
diarrhea, chronic, 796 
hepatomegaly, 583 
polyuria, 955 
splenomegaly, 585, 590 
tongue, swollen, 227 
tonsils, swollen, 261 

Amyotrophic lateral sclerosis 
atrophy, muscular, 745 
hand deformities, 360 
extremities, lower, paralysis, 
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upper, atrophy, 


extremities, 
345 
extremities, upper, pain, 326 
extremities, upper, paralysis, 
336 
facies, characteristic, 44 
gait, abnormalities, 817 
knee jerks, exaggerated, 699 
movements, fibrillary, 851 
Analgesia, 861 
Anasarca, 737 
classification, 737 
chest wall edema, 417 
mechanisms, general, 738 
lumbar region, swelling, 620 
vascular factors, 738 
Anemia 
acute 
drowsiness or stupor, 799 
tinnitus aurium, 155 
cerebral, acute: delirium, 784 
Cooley’s. See Anemia, erythro- 
blastic. 
erythroblastic 
face, pallor (permanent), 36 
head, abnormal, 14 
headache, frontal, 5 
hemolytic. See Jaundice, he- 
molytic. 
idiopathic hypochromic: face 
pallor, 36 
murmurs, pulmonary, 503 
pernicious 
ataxia, 744 
carotid arteries, throbbing, 
293 
diarrhea, chronic, 794 
dyspepsia, 545 
dyspnea, 433 


extremities, lower, edema, 
723 

extremities, lower, paralysis, 
703 

extremities, lower, paresthe- 
sia, 707 

extremities, upper, paresthe- 
sia, 363 


face, pallor (permanent), 36 
paresthesia, 867 
pyorrhea alveolaris, 243 
retinal vascular changes and 
retinitis, 117 
splenomegaly, 590 
teeth, carious, 243 
temperature elevation, pro- 
longed, 935 
tongue, pain, 220 
tongue, red, 224 
vomiting, chronic, 551 
weakness, 959 
precordium, thrill, 473 
sclera, white or bluish, 88 
secondary, acute: dyspnea, 433 
secondary, chronic 
dyspnea, 433 
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Anemia (cont.) 
secondary, chronic (cont.) 
extremities, lower, edema, 
723 
hepatomegaly, 583 
palpitation, 508 
spherocytic. See Spherocyto- 
sis, hereditary. 
splenic. See also Banti’s syn- 
drome. 
ascites, 575 
epistaxis, 178 
face, pallor (permanent), 37 
hematemesis, 556 
hepatomegaly, 583 
splenomegaly, 585, 589 
vomiting, chronic, 554 
Anesthesia, 862 
pharynx and palate, 268 
Aneurysm 
abdominal aorta 
back pain, visceral origin, 
610 
epigastrium, pain, 520 
epigastrium, swelling, 564 
lumbar pain, 617 
arch of aorta 
aortic area murmurs, 502 
aortic second sound accent- 
uated, 483 
aphonia, 281 
blood pressure, differing two 
sides, 752 
cardiac dullness, increased, 
475 
carotid arteries, throbbing, 
chest wall 
edema, 417 
swellings, localized, 413 
tenderness, localized, 407 
veins enlarged, 418 


cough, 390 
dyspnea, 431 
edema, circumscribed or 


local, 809 
episternal pulsation, 294 
extremity, upper, edema, 329 
extremity, upper, pain, 324 
face, general swelling, 52 
hemoptysis, 396 
hoarseness, 281 
neck tenderness, 
292 
orthopnea, 859 
percussion dullness, 446 
precordial pulsation, 
normal, 470 
precordial thrill, 473 
pulse, unequal, 384 
pupils, changes in, 108 
sensations, subjective, 868 
sputum, characteristics, 390 
sternal region, pain, 399 
sweating, partial, excessive, 
927 


localized, 


ab- 


tracheal tugging, 312 
arteriovenous: murmur, 
tinuous, 505 
axillary artery: swelling, 321 
capilar, cuabetes mellitus, 


con- 


descending arch of aorta: 
dysphagia without pain, 
Pai) 
descending aorta 
back pain, thoracic, 612 
back pain, visceral origin, 


back, stiffness, 619 
dissecting 
back pain, visceral origin, 
609 
pain, distribution of, 399 
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Aneurism (cont.) 
dissecting (cont.) 
sternal region, pain, 399 
external iliac artery: inguinal 
region swelling, 602 
innominate artery 
pulsation, episternal, 295 
pulsation, supraclavicular, 
295 


internal carotid artery: hemi- 
anopsia, 132 ae 
lung: sputum characteristics, 
391 
popliteal 
knee pain, 686 
popliteal space swelling, 689 
ruptured aortic 
death, sudden and unex- 
pected, 780 
hematemesis, 556 
shock, 872 
scalp. See Tumor, vascular, of 
scalp. 
sinus of Valsalva (rupture): 
murmur, continuous, 
505 
subclavian artery 
neck, swelling, 300 


pulsation, supraclavicular, 
295 
Angina 
ebdorinal: epigastrium, pain, 


agranulocytic 
mouth, ulcers, 204 
throat, sore, 255 


Ludwig’s: mouth swellings, 
floor, 201 

pectoris 

chest, 


pocalizes tenderness, 


death, sudden, 780 
dyspepsia, 543 
extremity, upper, pain, 324 
pain 
duration, 398 
quality or character, 398 
radiation, 398 
sensations, subjective, 869 
shock, 872 
sternal region, pain, 398 
Vincent’s 
dysphagia with pain, 271 
gums spongy, bleeding, ul- 
cerated, 209 
mouth, ulcers, 204 
neck, lymphadenopathy, 303 
eat or tonsils, redness, 


pharynx, ulcers, 266 
swallowing, painful, 271 
throat, pain, 255 

tons Se aney ane patches, 


tonsil, ulcer, 261 
Angioma. See also Hemangioma. 


arteriale racemosum: pulsa- 
tion, supraclavicular, 
296 

cavernous, of scalp: head 
swellings, 20 

plexiform, of scalp: head 


swellings, 20 


senile, 907 
simplex 
eyelids, localized swellings, 
VW 
facial involvement, 61 
spider, 424. 
Angiospastic ophthalmo-auricu- 
lar syndrome: retinal 


vascular changes, 117 
Anhidrosis, 906 
Anisocoria, 104 





Anisometropia 
pupils, change in, 105 
squint or strabismus, 93 
Ankle clonus, 717 
Ankle, pain in, 716 
Ankyloblepharon: 
formity, 75 
Ankylosis of jaw 
deformity, 251 
mouth, inability to open, 248 
Ankylostomiasis 
appetite, perverted, 742 
cachexia, 755 
extremities, lower, edema, 723 
face, pallor (permanent), 36 
stools, blood in, 923 
Anomalies 
foot, 731 
genitalia, female external, 651 
genitalia, male external, 640 
heart. See Heart disease, con- 
genital. 
toes, 732 
Anonychia, 376 
Anoperineal region, 665 
swelling in, 671 
Anorexia, 739 
general considerations, 740 
nervosa 
dyspepsia, 542 
weight loss, 961 
Anosmia, 183 
Antefiexion of uterus 
dysmenorrhea, 650 
palpation, abnormalities, 657 
sterility, 918 
Anterior chest wall syndrome 
precordial pain, 404 
sternal region pain, 402 
Anterior tibial syndrome 
cHrCrn is, lower, 
70 


eyelids, de- 


atrophy, 


extremity, lower, atrophy, 706 
leg or legs, pain, 710 
Anthrax 
face, swelling, local, 57 
neck, swelling, 299 
Antritis. See Sinusitis. 
Anuria, 951 
Anus 
Injury: stools, blood, 922 
itching, 670. See also Pruritus 
ani. 
Aorta 
atheroma: pulsation, 
nal, 295 
coarctation 
blood pressure, high, 750 
pulse, collapsing, 384 
pulse volume and wave, 380 
dilatation 
aortic area murmurs, 502 
precordium, thrill, 473 
pulsation, abnormal 
cordium, 471 
pulsation, episternal, 295 


epister- 


pre- 


pulsation, supraclavicular, 
295 
tracheal tugging, 312 
dynamic 


epigastrium, pain, 521 
episternal pulsation, 295 
Aortic murmurs, 501 
Aortic second sound 
accentuation, 483 
enfeeblement, 483 
Aortitis 
aortic area murmurs, 502 
aortic second sound, accen- 
tuated, 483 
percussion dullness, 446 
pulsations, abnormal precor- 
dium, 471 
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Aortitis (cont.) 
sensations, subjective, 869 
sternal region pain, 399 
Apex beat 
diffuse, 469 
displaced, 465 
feeble or absent, 468 
general causes, 468 
forcible, 467 
general causes, 467 
position normal, 465 
Aphasia, 910. See also Speech, 
disturbances. 
auditory, 158 
global, 911 
motor, 911 
receptive, 911 
sensory, 910 
Wernicke’s, 911 
Aphonia, 279 
hysterical, 281 
Apoplexy or cerebral hemor- 


rhage 
bradycardia, 493 
cheeks, flapping, 51 
coma, 758, 759 
conjugate deviation, 96 
convulsions, 773 
cyanosis, 778 
death, Nee and unexpected, 
extremities, upper, paresthesia, 
362 


extremity, upper, paralysis, 329 
face, flushed, 39 
facial paralysis, 50 
head retraction, 24 
head turned to one side, 24 
headache, occipital, 8 
hemianopsia, 132 
hemiplegia, 339, 341 
hyperpyrexia, 937 
hypopyrexia, 938 
knee jerks, altered, 696 
mentality, changes, 846, 848 
mouth, foaming, 198 
papilledema, 118 
pupil changes, 106 
Pup ‘ reflexes, abnormal, 
speech, disturbances, 912 
squint or strabismus, 95 
vomiting, acute, 549 
Apoplexy, pulmonary: hemopty- 
sis, 396 
Appendictis 
acute 
abdomen, pain, general, 514 
abdomen, rigidity, 595 
constipation, chronic, 763 
diarrhea, acute, 791 
dyspepsia, 544 
epigastrium, pain, 521 
hypochondrium, right, pain, 
524 
hypogastrium 
pain, 537 
iliac and inguinal pain, 530 
iliac region, tenderness, 535 
lumbar pain, 616 
palpation, abnormalities, 659 
penis, pain, 630 © 
posture in bed, 782 
tongue, furred, 223 
umbilical region, pain, 528 
urination, frequent, 944 
vomiting, acute, 546 
chronic 
dyspepsia, 543 
iliac and inguinal pain, 530 
iliac region, tenderness, 535 
Appetite 
decreased, 739 


and pelvis, 
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Appetite (cont.) 
increased, 741 
perverted, 742 
Be ETT EIS head abnormal, 


Arcus senilis, 84 
Argyll-Robertson pupil, 109 
Argyria 
gums, colored line, 207 
mouth, pigment patches, 206 
sclera, slaty, 89 
skin pigmentation, 900 
Arm. See Upper extremity. 
Armenian disease: abdominal 
pain, general, 516 
Arnold-Chiari syndrome: nystag- 
mus, 100 
Arrhythmia, cardiac 
auricular fibrillation, 495 
auricular flutter, 495 
causes, 496 
forms, 494 
heart pews atrial ventricular, 


pulsus alternans, 495 
sino-auricular block, 496 
sinus, 494 
pulse, 381 
systoles, premature, 494 
tachycardia, paroxysmal, 494 
tachycardia, paroxysmal ven- 
tricular, 495 
Arrhythmia, juvenile. See Ar- 
rhythmia, sinus. 
Arteriosclerosis 
cerebral 
amnesia, 736 
brachial monoplegia, 330 
Cheyne-Stokes breathing, 
438 
dementia, 786 
dizziness, 796 
drowsiness or stupor, 799 
gait, abnormalities, 815 
hemiplegia, 341 
insomnia, 824 
mentality, changes, 848 
paresthesia, 867 
syncope, 931 
weakness, 959 
coronary. See Angina pectoris; 
Infarction, myocardial; 
Thrombosis, coronary. 
general 
arcus senilis, 84 
carotid artery throbbing, 292 
dyspepsia, 543 
face pallor (permanent), 33 
headache, general, 9 
hemoptysis, 397 
hemorrhage, subconjuncti- 
val, 81 
polyuria, 954 
pulse, collapsing, 384 
pupils, changes, 108 
retinal vascular changes and 
retinitis, 117 
weakness, 959 
obliterans 
leg pain, 709 
paresthesia, 707, 867 
toes or foot, gangrene, 726 
spinal cord: abdominal reflexes 
absent, 600 
Arteriovenous fistula 
extremity, upper, enlargement, 


hands, swelling, 358 

legs, varicose veins, 712 

pulse, collapsing, 384 

pulse, volume and wave, 380 

scalp. See Tumor, yascular, of 
scalp, 


Arteritis, temporal (cranial): 
headache, lateral, 6 
Arthralgia, 836 
occupational 
extremity, upper, pain, 325 
pieces upper, weakness, 


hand pain, 356 
Arthritis 
atrophic. See Arthritis, rheu- 
matoid. 
deformans. See Arthritis, rheu- 
matoid. 
degenerative. See Osteoarthri- 
tis. 
gonococcal 
ankle pain, 717 
back spasm or rigidity, 619 
CAE upper, atrophy, 


jaw pain, 248 
joints, pain, multiple, 838 
knee pain, 685 
knee swelling, 687 
wrist swelling, 351 
gouty. See Gout. 
hypertrophic. See Osteoarthri- 
tis. 
infectious diseases and 
joints, pain in multiple, 838 
knee pain, 685 
knee swelling, 688 
neck pain, 289 
wrist swelling, 351 
pneumococcal 
knee pain, 685 
knee swelling, 688 
rheumatoid 
ankle pain, 716 
blood pressure, low, 752 
contractures, 768 
dyspepsia, 545 
elbow swelling, 348 
extremities, lower, atrophy, 
7106 
extremities, upper, atrophy, 
345 
extremity, upper, atrophy, 
344 
face, pallor (permanent), 33 
finger deformities, 372 
foot or toe pain, 719 
hand and fingers, pain, 355 
hand deformity, 360 
hand paresthesia, 363 
hip pain, 677 
jaw pain, 247 
joints, pain in multiple, 836 
knee pain, 683 
knee swelling, 687 
kyphosis, 621 
neck pain, 289 
shoulder pain, 316 
weight loss, 962 
wrist swelling, 350 
senescent. See Osteoarthritis. 
suppurative 
edema, circumscribed or lo- 
cal, 808 
elbow swelling, 347 
hand pain, 354 
hip pain, 677 
joints, pain in multiple, 838 
knee pain, 685 
knee swelling, 688 
shoulder pain, 317 
shoulder swelling, 318 
wrist swelling, 350 
syphilitic, acquired: knee swell- 
ing, 687 
syphilitic, congenital: 
swelling, 687 
traumatic: shoulder pain, 317 


knee 
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Arthritis (cont.) 
tuberculous, extremity, upper, 
atrophy, 344. See also 
Tuberculosis, bones and 
joints. 
Arthropathy 
syringomyelia. See Charcot’s 
joint. 
tabetic. See Charcot’s joint. 
Ascites, 571 
abdomen swelling, general, 559 
ees a wall, veins enlarged, 
physical signs, 572 
Aspermia, 919 
Asphyxia 
carbon monoxide 
coma, 760 
cyanosis, 779 
face, flushed, 39 
coma, 761 
convulsions, 773 
cyanosis, 779 
pupil, changes, 108 
pupil ; reflexes, abnormal, 
traumatic 
cyanosis, 779 
hemorrhage, 
val, 81 
Asthenopia 
conjunctiva, redness, 80 
diplopia, 127 
eyelids, crusted, 73 
eyelids, twitching, 76 
lacrimation and epiphora, 82 
nictitation and blepharospasm, 


715 
photophobia, 124 
vision dimness, 134 
Asthma 
bronchial 
chest, impaired mobility, 427 
cough, 389 
cyanosis, 778 
dyspnea, 429 
expiration, prolonged harsh, 
453 
face, pallor (transient), 38 
neck an face engorgement, 


subconjuncti- 


orthopnea, 859 
percussion, hyperresonant, 
448 


polyuria, 955 
tales, 459 
sensations, subjective, 869 
sneezing, 185 
vocal or tactile fremitus, di- 
minished, 442 
cardiac. See Edema, pulmo- 


nary. 
spasmodic. See Asthma, bron- 
chial. 
Astigmatism 
asthenopia, 134 
diplopia, monocular, 129 
eyeball pain, 90 
vision dimness, 134 
Asymmetry 
face, 54 
test, 411 
Ataxia, 742 
cerebellar, 743 
Friedreich’s. See Freidreich’s 
ataxia. 
hereditary cerebellar 
speech disturbances, 914 
locomotor. See Tabes dorsalis. 
sensory, 743 
test for, 742 
Atelectasis 
breath sounds weak or absent, 
455 
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Atelectasis (cont.) 
breathing, bronchial, 452 
breathing, | bronchovesicular, 
452 
chest, impaired mobility, 427 
fremitus, vocal or tactile, di- 
minished, 442 
massive pulmonary 
apex beat, displaced, 466 
chest asymmetry, 412 
intercostal spaces, retracted, 
416 


percussion dullness, 445 
rales, 460 

Athetosis, 849 
hand deformity, 359 
movements, athetoid, 849 
posthemiplegic, 849 


Athlete’s foot. See Dermato- 
phytosis. . 
Atlanto-axial disease: dysphagia 


with pain, 273 
Atrichosis, 29 
Atrophic rhinitis. See Rhinitis, 
chronic atrophic. 
Atrophy. See also various struc- 
tures. 
disuse: extremity, upper, 344 
Erb’s juvenile muscular 
a ae upper, atrophy, 


extremities, upper, paralysis, 
Sy 


extremities, lower, 706 
extremity, lower, 705 
extremity, upper, 342, 344 
fascioscapulohumeral muscular 
extrude, upper, atrophy, 


extremities, upper, paralysis, 
337 


facial paralysis, 50 
facies, characteristic, 45 
lips, deformity, 190 
mouth, open, 200 
liver, acute, yellow 
epistaxis, 179 
hematemesis, 556 
jaundice, 833 
vomiting, acute, 549 
muscles, general, 745 
optic, 120 
blindness, 138 
color blindness, 141 
hereditary, 121. See also 
Leber’s disease. 
scotoma, 143 
vision dimness, 135 
visual field contraction, 133 
progressive muscular, 745 
chest deformities, 411 
Sxieraliies: upper, paralysis, 
3 


extremity, upper, 344 
extremity, upper, pain, 326 
hand deformities, 360 
knee jerks, diminished or ab- 
sent, 697 
movements, fibrillary, 851 
ptosis, 66 
pseudohypertrophic muscular: 
fat, abnormal distribu- 
tion, 812 
retinitic and choroiditic: optic 
atrophy, 120 
testicle, 637 
tongue, 228 
Tooth’s peroneal progressive 
muscular 
extremities, lower, 706 
foot drop, 729 
Attitudes, abnormalities of, 746 
Auricular fibrillation 
arrhythmia, cardiac, forms, 495 








Auricular fibrillation (cont.) 
heart, palpitation, 508 
pulse, irregular, 381 
veins, jugular, pulsation, 294 
Auricular flutter 
arrhythmia, cardiac, forms, 495 
pulse rate, halving of, 383 
tachycardia, 487 
Auriculotemporal syndrome 
lacrimation and epiphora, 83 
sweating, partial excessive, 928 
Auriculoventricular heart block. 
See Heart block. 
Australian X disease: move- 
ments, choreiform, 850 
Autophony, 162 
Avellis’s syndrome. See 
Hoarseness, 279. 
anesthesia, 864 
Axilla 
adenopathy, 321 
skin affections, 322 
swelling, 320 
abscess, acute, 320 
axillary artery aneurysm, 321 
lymph nodes enlarged, 320 
Ayerza’s disease: cyanosis, 779 
Azoospermia, 919 


also 


Babinski’s sign, 730 
Babinski-Nageotte syndrome: 
Anesthesia, 864 
Back and spine, 605 
hollow, 622 
hump, 621 
muscle spasm, 618 
pain in, 605 
general causes, 605 
musculoskeletal origin, 605 
psychogenic origin, 610 
thoracic, 611 
visceral origin, 609 
stiffness or rigidity, 618 
Backache, 605 
psychosomatic, 610 
spine, localized tenderness, 
5 
Balanoposthitis: penis, burning, 
30 
chronic: penis, ulcers of, 631 
Bald patches, 27 
Baldness or thin hair, 26 
Banti’s disease. See 
splenic. 
Banti’s syndrome. See also Ane- 
mia, splenic. 
diarrhea, chronic, 796 
hematemesis, 556 
jaundice, 835 
Barber’s itch. See Sycosis vul- 
garis. 
Barlow’s disease. See Scurvy, in- 
fantile. 
Barraquer-Simons disease: See 
Lipodystrophy, progres- 
sive. 
Bartholinitis: vulva swelling, 652 
Baseball finger: deformities, 373 
Basedow’s disease. See Goiter, 
exophthalmic. 
Bazin’s disease. See also Ery- 
thema induratum. 
legs, ulcers, 713 
Bechterew’s disease. See Spon- 
dylitis, rheumatoid. 
Behc¢et’s triple complex 
groin, lymphadenopathy, 604 
penis, pain, 631 
penis, ulcers, 631 
urethral discharge, 632 
Benedikt’s syndrome 
ptosis, 64 
squint or strabismus, 95 


Anemia, 


Index 


Bilirubinuria, 829 
Birthmark. See Nevus, simple. 
Bites and stings 
erythema, local, 877 
face, local swelling, 55 
lips, swollen, 186 
Black eye, 67 
Black sclera, 89 
Blackhead. See Comedones. 
Blackwater fever. See also Ma- 
laria. 
hemoglobinuria, 947 
Bladder, urinary 
calculus 
dysuria, 945 
hematuria, 949 
penis, pain, 629 
perineum, pain, 668 
urination, frequent, 944 
Carcinoma 
fecal urethral discharge, 632 
penis, pain, 629 
urination, frequent, 944 
exstrophy: genitalia, external, 
anomalies, 640 
foreign body: hematuria, 950 
Tupture: hypogastrium and 
pelvis, pain, 539 
tuberculosis 
penis, pain, 629 
urination, frequent, 944 
urine, incontinence of, 953 
tumor of 
hematuria, 949 
urine retention, 956 
ulcer in: penis, pain, 629 
Blebs, 885 
Bleeding from 
anus, 921 
conjunctival vessels, 81 
earilioz) 
gums, 208 
lungs, 395 
mouth, 199 
nose, 177 
skin vessels, 902 
stomach, 554 
uterus, 645 
estrogen medication, 646 
general considerations, 646 
Blepharitis 
eyelids, crusted, 73 
lacrimation and epiphkora, 82 


Blepharochalasis: pseudoptosis, 
65 

Blepharophimosis: eyelid, de- 
formity, 75 


Blepharospasm, 75 
Blind spots, 141 
Blindness 
color, 140 
color, congenital, 140 
day: vision dimness, 137 
hysterical, 139 
night: vision dimness, 137 
transient or permanent, 137 
Blinking, 75 
Blisters, large (blebs), 885 
Blisters, small (vesicles), 882 
Blood. See also Bleeding. 
factors in coagulation, 902 
antihemophilic globulin, 902 
Christmas factor;.902 
Factor V, 902 
Factor VIL, 902 
Factor IX, 902 
labile factor, 902 
prothrombin, 902 
prothrombinase, 902 
PTA, 902 
PTC, 902 
stable factor, 902 
thrombin, 902 
thromboplastin, 902 
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Blood (cont.) 

factors in coagulation (cont.) 
thromboplastinogenase, 902 

in pleural cavity, 463 

in stool, 921 

in urine, 948 

occult, 921 

Blood pressure 
differing on two sides, 752 
high, 748 

general considerations, 748 
low, 751 

drug effects, 752 

general considerations, 751 
normal range, 748 

Bloodshot eye, 78 

Blushing. See Face, flushed. 

Boil. See also Carbuncle and fu- 

runcle. 
gums. See Abscess, alveolar. 
neck, 312 

Boils or phlegmons, 897 

Bones 
brittleness of, 753 
crepitus, 775 
extremity, swelling or thicken- 

ing of, 691 

Bow legs, 715 

Brachial monoplegia, 329 

Brachial plexus, complete lesion 
brachial monoplegia, 332 
extremity, upper, atrophy, 343 
pupil changes, 107 

Brachialgia. See Neuralgia, bra- 

chial. 

Bradycardia, 491 
auriculoventricular nodal, 492 
general considerations, 491 
heart block, 492 
physiologic, 491 
sino-atrial, 491 

Bradypnea, 435 


Brailsford-Morquio disease: 
dwarfism, 803 
Breast 
abscess. See Abscess, breast. 
caked, 419 
carcinoma. See Carcinoma, 
breast. 
cyst. See Cyst, breast. 
pain in, 418 


estrogen therapy, 418 
swelling of, 419 
Breath 
diagnostic odors of, 194 
in critically ill, 194 
in febrile diseases, 194 
foul, 193 
Breath sounds, weak or absent, 
454 
Breathing 
Biot’s type, 435, 438 
breath sounds, weak or absent, 
454 
bronchial, 450 
bronchovesicular, 450 
cavernous and amphoric, 452 
Cheyne-Stokes, 438 
diffeult (dyspnea), 428 
expiration, 
45 


irregular, 438 
Kussmaul’s, 435 
mouth, 199 
puerile or exaggerated, 454 
senile, 454 
slow, 435 
stertorous, 438 
stridulous, 436 
tubular, 450 
Bright’s disease 
acute. See Glomerulonephritis, 
acute, 





prolonged harsh, 


Bright’s disease (cont.) 
chronic. See Glomerulonephri- 
tis, chronic. 
Brill-Symmers disease: 
denopathy, 842 
Brill-Zinsser disease: pains, gen- 
eral, 861 
Brittle bones, 753 
Bromism. See also Poisoning, 
bromide. 
pharynx and palate, anesthesia 
of, 269 
taste loss, 238 
tongue, tremulous, 234 
Bronchial asthma. See Asthma, 
bronchial. 
Bronchial breathing, 450 
Bronchiectasis 
breathing, amphoric and caver- 
nous, 453 
bronchophony, 457 
cacogeusia, 237 
chest 
deformities, 410 
impaired mobility, 427 
clubbed fingers, 369 
cough, 388 
dyspnea, 430 
hemoptysis, 396 
hyperresonance or tympany, 
_percussion, 448 
pectoriloquy, whispering, 457 
pleural effusion, purulent, 464 
rales, 459 
sputum, characteristic, 388 
Bronchitis 
acute 
cough, 386 
rales, 458 
sternal region, pain, 400 
chronic 
cough, 388 
expiration, prolonged, harsh, 
453 


lympha- 


rales, 458 
vocal or tactile fremitus, di- 
minished, 442 
fibrinous 
cough, 394 
sputum, characteristic, 394 
Bronchophony, 456 
Bronchopneumonia 
breathing, bronchial, 451 
breathing, bronchovesicular, 
451 


bronchophony, 457 

chest, impaired mobility, 426 

cough, 387 

cyanosis, 777 

death, sudden and unexpected, 
780 

dullness or flatness, percussion, 
445 


dyspnea, 430 

hyperresonance or tympany, 
percussion, 449 

nostrils, dilated, 170 

pectoriloquy, whispering, 457 

pleural effusion, serous, 462 

rales, 459 

sputum, characteristics, 387 


temperature elevation, pro- 
longed, 933 
Brow ague. See Neuralgia, supra- 
orbital. 
Brown-Séquard syndrome 
extremities, lower, paralysis, 


702 
extremity, lower, paralysis, 700 
Brucellosis: temperature eleya- 
tion, prolonged, 934 
Buccal cavity, 191 
Budd-Chiari syndrome 
ascites, 576 
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Budd-Chiari syndrome (cont.) 
epigastrium, pain, 522 
hematemesis, 557 
hepatomegaly, 584 


nypocnongiuny right, pain, 
hypochondrium, right, tender- 
ness, 526 
jaundice, 835 
vomiting, acute, 550 
Buerger’s disease. See also 
Thromboangiitis oblit- 
erans. 
cataract, 114 
feet, redness, 728 
paresthesia, 868 
shock, 873 
Buhl’s disease 
anasarca, 739 
headache, occipital, 9 
nipples, discharge, 422 
Bulging 
intercostal spaces, 415 
precordium, 412 
Bulimia, 741 
Bullae, 885 
Bunion. See Hallux valgus. 
Burns 
erythema, local, 877 
esophagus: swallowing, pain- 
ful, 271 


fingers or hands, gangrene, 371 
hyperpyrexia, 938 
mouth: pain, 192 
shock, 872 
ulcers on chest wall, 414 
Bursa 
adhesive chronic: 
pain, 315 
iliopectoneal: swelling in Scar- 
pa’s triangle, 682 
iliopsoas. See also Bursa, ilio- 
pectoneal. 
inguinal region or 
swelling, 602 
infrapatellar 
knee, pain in, 684 
knee, swelling of, 688 
olecranon: elbow, swelling, 348 
popliteal: popliteal space, 
swelling, 689 
prepatellar 
knee, pain in, 684 
knee, swelling of, 687 
subacromial: shoulder 
315 
subdeltoid. See Bursa, 
cromial. 
Buttocks, skin affections of, 626 


shoulder 


groin, 


pain, 


suba- 


Cachexia, 754 
face pallor (permanent), 36 
malarial: hematemesis, 556 
strumipriva: cachexia, 755 
Cacogeusia, 236 
Caisson disease 
anesthesia, 865 
coma, 762 
cyanosis, 779 
deafness, 159 
dyspnea, 434 
erythema, general, 876 
extremities lower, paralysis, 
705 
extremity, upper, paralysis, 334 
girdle sensation, 511 
joints, pain multiple, 839 
knee jerk, diminished or ab- 
sent, 697 
knee jerk, exaggerated, 699 
pain, general, 861 
paresthesia, 708 
urine retention, 956 


986 


Calculus . 2 ; 
pancreatic: epigastrium, pain, 
521 


renal 
dyspepsia, 545 
hematuria, 948 
lumbar pain, 614 
lumbar tenderness, 618 
oliguria, 952 
penis, pain, 629, 630 
testicle, pain, 635 
urination, frequent, 943 
vomiting, acute, 548 
salivary: jaw pain, 248 
ureteral 
hematuria, 948 
iliac and inguinal regions, 
pain, 530 
urethral 
penis, pain, 629 
urine retention, 956 
vesical 
hematuria, 949 
penis, pain, 629 
perineum, pain, 668 
urination, frequent, 944 
urination, painful or diffi- 
cult, 945 
Callus 
bones, extremity, thickening, 
91 
foot or toes, pain, 719 
palms and soles, 367 


suppurating: foot ulcer, 725 
Calvé’s disease of spine. See 
Kyphosis. 
Cancer. See also Carcinoma; Epi- 
thelioma; Sarcoma; 
Tumor. 


chimney-sweeps’. See Epitheli- 
oma, of scrotum. 
melanotic, 901 
prickle cell. See Epithelioma, 
squamous cell. 
Cancrum oris: lips, skin affec- 
tions, 189 
Capacity, ventilatory, 429 
Capillary popaseD under nails, 
37 


Captivity syndrome: extremities, 
lower, paralysis, 705 
Caput succedaneum: head swell- 
ing, 19 
Carbuncle and furuncle 
buttocks, skin affections, 626 
extremity, swelling, 690 
eyelids, swelling, localized, 71 
face, swelling, local, 55 
forearm, 364 
lip, swollen, 186 
lumbar region, swelling, super- 
ficial, 620 
nasal, pain, 165 
neck 
pain, 289 
skin affections, 312 
swelling, 296 
Carcinoid syndrome 
blood pressure, low, 752 
diarrhea, acute, 792 
diarrhea, chronic, 796 
dyspnea, 434 
eyelids, swelling, 70 
extremities, lower, edema, 724 
face, flushing (transient), 40 
face, swelling, general, 53 
flushing, 814 
hypochondrium, 
525 
pleural friction sound, 461 
sensations, subjective, 869 
skin telangiectases, 908 
steatorrhea, 917 


right, pain, 








Carcinoid syndrome (cont.) 
tachycardia, 491 
ventricle, right, enlargement, 
480 


Carcinoma. See also Cancer; 
Malignancy; Sarcoma; 
Tumor. 

abdominal 
abdominal wall veins en- 
larged, 597 
hypochondrium, right, swell- 
ing, 565 


lymph nodes 
abdominal, enlarged, 841 
neck, enlarged, 304 


umbilical region, swelling, 
567 
bile ducts 
hypochondrium, right, swell- 
ing, 565 


jaundice, 832 
bladder, urinary 
feoal urethral discharge, 632 
penis, pain, 629 
urination, frequent, 944 
bone 
crepitus, 775 
extremity, lower, swelling or 
thickening, 693 
breast 
chest wall, ulcers, 415 
extremity, upper, edema, 329 
lymph nodes, axillary, en- 
largement, 321 
lymph nodes, neck, enlarged, 
304 


nipple discharge, 421 
pain, 419 
shoulder swelling, 319 
swelling, 420 

cervix uteri 
abnormalities, palpation, 656 
abuormehues, speculum, 

6 


sacral, sacro-iliac, or coccy- 
geal pain, 617 
cheek, 214 
endophytic, 214 
exophytic, 214 
iymph nodes, neck, enlarged, 


swelling, 214 

colon 
constipation, chronic, 765 
fecal urethral discharge, 632 
hypochondrium, left, pain, 


iliac and inguinal regions, 
pain, 531 
iliac region, swelling, 569 
lumbar region, anterior, 
swelling, 568 
stools, blood in, 922 
stools, mucus in, 925 
esophagus 
back pain, thoracic, 612 
dysphagia with pain, 272 
dysphagia without pain, 273 
hematemesis, 556 
swallowing, painful, 272 
gallbladder 
hypochondrium, right, pain, 
525 
hypochondrium, right, swell- 
ing, 565 
jaundice, 832 
general signs 
cachexia, 754 
face pallor (permanent), 34 
lymph nodes, enlarged, 841 
weakness, 959 
_ weight loss, 961 
gingiva: gums, swelling, 211 
jaw 
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Carcinoma (cont.) 
jaw (cont.) 
neck, lymph nodes, enlarged, 
3 


swelling, 250 
kidney: enlargement, 592 
larynx 
abnormalities, laryngoscopy, 
285 
dysphagia with pain, 272 
extrinsic, 282 
hoarseness, 282 
intrinsic, 282 
lymph nodes, 
larged, 304 
pain, 278 
lip. See also Epithelioma. 
lymph nodes, neck, enlarged, 


neck, en- 


skin affections, 189 
swelling, local, 188 
liver 
ascites, 575 
dyspepsia, 544 
hepatomegaly, 581 
hypochondrium, right, pain, 
524 
jaundice, 832 
lung or pleura 
breathing, bronchial, 452 
breath sounds, weak or ab- 
sent, 456 
chest, impaired mobility, 428 
chest pain, 405 
Carpe veins, enlarged, 
8 


cough, 393 
dyspnea, 433 
effusion 
blood pleural, 463 
purulent pleural, 465 
serous pleural, 463 
fremitus, vocal or tactile, 
diminished, 442 
hemoptysis, 397 
percussion dullness or flat- 
ness, 446 
lymph nodes 
enlargement, 841 
face pallor (permanent), 34 
hypochondrium, right, swell- 
ing, 565 
umbilical region, swelling, 
weakness, 959 
weight loss, 961 
metastatic. See also individual 
organs. 
fracture, spontaneous, 753 
hand and fingers, swelling, 
358 
mouth 
inability to open, 249 
mouth floor, swelling, 201 
neck, lymph nodes, enlarged, 
304 
nose 
discharge, purulent, 176 
nee Veoh nodes, enlarged, 


nosebleed, 179 
obstruction, 172 
palate. See Carcinoma, mouth. 
mouth, roof, swelling, 215 
pancreas 
back pain, thoracic, 612 
back pain, visceral origin, 
609 
diarrhea, chronic, 795 
dyspepsia, 544 
epigastrium, pain, 519 
epigastrium, swelling, 563 
hypochondrium, right, swell- 
ing, 565 
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Carcinoma (cont.) 
pancreas (cont.) 
jaundice. 831 
steatorrhea, 916 
penis 
pain in, 630 
ulcer on, 631 
peritoneum 
ascites, 575 
pelvic: abnormalities, 
tum, 674 
umbilical .region, 
567 
pharynx 
dysphagia with pain, 272 
ae pmph nodes, enlarged, 


rec- 


swelling, 


swelling, 264 
ulcer, 266 
prostate 
abnormalities, felt, rectum, 
673 


hematuria, 949 

hypogastrium 
pain, 539 

penis, pain, 630 

urination, frequent, 943 

urine retention, 956 

rectum 
abnormalities, felt, rectum, 


and pelvic 


diarrhea, chronic, 794 
fecal urethral discharge, 632 
rectum, pain in, 666 
sacral, sacro-iliac, or coccy- 
geal pain, 617 
stools, blood in, 921 
stools, mucus in, 925 
scalp: head, swelling, 21 
scrotum: ulcer, 640 
spine 
back pain, musculoskeletal 
origin, 607 
back pain, neurogenic ori- 
gin, 608 
back pain, thoracic, 611 
extremity, lower, paralysis, 
700 


extremity, upper, pain, 327 
tenderness, localized, 626 
thigh or thighs, painful, 680 
stomach 
anorexia, 740 
cachexia, 754 
dyspepsia, 543 
epigastrium, pain, 518 
epigastrium, swelling, 563 
epigastrium, tenderness, 522 
heartburn, 510 
hematemesis, 555 
stools, blood in, 922 
vomiting, chronic, 550 
testicle 
pain, 635 
sensation, loss, 636 
swelling, 637 
thyroid gland: 
307 
tongue 
dysphagia with pain, 271 
earache, 148 
neck, lymph nodes, enlarged, 
304 
pain in, 220 
swelling of, 228 
ulcer, 231 
tonsil 
neck, lymph nodes, enlarged, 
304 
swelling, 260 
ulceration, 261 
uterus 
abnormalities, palpation, 656 


enlargement, 








Carcinoma (cont.) 
uterus (cont.) 
abnormalities, speculum, 662 
hypogastrium and _ pelvic 
pain, 537 
leukorrhea, 644 
uterine bleeding, 646 


vagina: abnormalities, specu- 
lum, 662 

vertebrae. See Carcinoma, 
spine. 


vulva: ulcer, 653 
Cardiac arrhythmia. See also 
Arrhythmia, cardiac. 
causes of, 496 
forms of, 494 
Cardiac dullness 
decreased area, 475 
increased area, 474 
Cardiac enlargement, 476. See 
also Hypertrophy, car- 
diac. 
electrocardiographic _ findings, 
general enlargement, 480 
peruse, dullness or flatness, 


physical signs of, 476 
ventricle, left, 479 
ventricle, right, 480 
x-ray findings, 477 
auricular, 477 
ventricle, left, 477 
ventricle, right, 477 
Cardiac hypertrophy. See Hyper- 
trophy, cardiac; Car- 
diac enlargement. 
Cardiac murmurs, 498 
aortic, 501 
diastolic, 501 
general description of, 501 
systolic, 501 
Austin-Flint, 500 
cardiorespiratory: general con- 
siderations, 506 
continuous, 505 
Graham Steell, 503 
hemic, 503 
mechanism of production, 498 
mitral, 499 
diastolic, 499 
general description, 499 
systolic, 499 
pathologic, 499 
physiologic, 499 
pulmonic: general description, 
503 
tricuspid: general description, 
504 
Cardiac sounds 
aortic 
second sound accentuated, 
483 
second sound enfeebled, 483 
apex 
first sound accentuated, 482 
first sound enfeebled, 482 
intensity decreased, 481 
intensity increased, 476 
physiologic third sound, 485 
pulmonic 
second sound accentuated, 
484 
second sound enfeebled, 485 
reduplicated, 485 


Cardiac standstill. See also 
Stokes-Adams_ syn- 
drome. 


syncope, 932 
Cardialgia, 509 
Cardiomegaly, 476. See also Car- 
diac enlargement; Hy- 
pertrophy, cardiac. 
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Cardiorespiratory murmurs, 506 
Cardiospasm 
back pain, thoracic, 612 
dysphagia without pain, 274 
regurgitation, 558 
Carditis, rheumatic, acute 
apex beat diffuse, 469 
cardiac arrhythmias, causes of, 
497 
cardiac sounds 
intensity increased, 476 
reduplicated, 486 
gallop rhythm, 491 
heart palpitation, 509 
mitral area murmurs, 500 
pain, precordial, 403 
tachycardia, 491 
Caries 
cranial: headache, 11 
dental, 243 
breath, foul, 193 
face, pain, 31 
headache, lateral, 6 
taste, disagreeable, 237 
Carious teeth, 243 
Carotenemia, 898 
Carotenodermia. 
mia. 
Carotid artery throbbing, 292 
anemia, 292 
emotional influences, 292 
exertion, 292 
febrile state, 292 
tobacco abuse, 292 
Carotid body tumor: neck swell- 
ing, 299 
Carotid sinus syndrome 
blood pressure low, 752 
syncope, 930 
Cartilage 
floating 
joint mice, 684, 688 
knee, pain in, 684 
knee, swelling, 688 
semilunar dislocation 
knee, pain, 684 
knee, swelling, 688 
Caruncle, urethral 
dyspareunia, 663 
urination, painful or difficult, 
945 


See Carotene- 


Cat scratch disease 
lymph nodes, groin, enlarged, 
604 
lymphadenopathy, 842 
Catalepsy: risus sardonicus, 46 
Cataract, 113 
after-cataract, 114 
blind spots, 142 
blindness, 138 
complicated, 114 
congenital, 113 
diplopia, monocular, 129 
juvenile, 113 
polyopia, 129 
presenile, 113 
pupillary reflexes, abnormal, 
110 
secondary, 114 
senile, 113 
simple, 113 
traumatic, 114 
vision diminished, 135 
vision red, 143 
Cauda equina. See also Tumor, 
cauda equina. 
lesions: knee jerks, diminished 
or absent, 697 
extremities, 
atrophy, 707 
Causalgia 
extremity, upper, pain in, 325 
hand and fingers, pain, 356 


tumor: lower, 
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Cave disease 
cough, 395 
dyspnea, 434 
Caverniloquy, 456 
Cavernous breathing, 452 
Cecum 
carcinoma: fecal urethral dis- 
charge, 632 
tuberculosis: iliac region swell- 
ing, 570 
Celiac disease, 560. See also 
Sprue, nontropical; 
Steatorrhea, idiopathic. 
development retarded, 788 
diarrhea, chronic, 795 
extremities, lower, edema, 724 
steatorrhea, 916 
weight loss, 962 
Cellulitis 
chest wall, ulcers, 415 
extremity, upper, edema, 328 
fingers or hand, gangrene, 372 
foot and leg, edema, 724 
foot or toes, pain, 718 
hand and fingers, pain, 353 
neck, lymph nodes, enlarged, 
302 


neck, pain, 289 
neck, swelling, 297 
orbital 
chemosis of conjunctiva, 84 
diplopia, 128 
exophthalmos, unilateral, 
101 
eyeball, painful, 91 
eyelids, swelling, 70 
pelvic, chroic 
abnormalities, palpation, 659 
hypogastrium and_ pelvic 
pain, 538 
hypogastrium, tenderness, 
540 


perirectal. See Periproctitis. 
Cementoma, 213 
Cephalalgia, 1 
eee headache, lateral, 
Cephalea. See Headache. 
Cerebellum. See also Tumor, 
cerebellar. 
disease of gait, abnormalities, 
817 


tumor of: posture in bed, 782 
Cerebral embolism. See Embo- 
lism, cerebral. 

Cerebral hemorrhage. See Apo- 
plexy. 
Cerebral thrombosis. See Throm- 
bosis, cerebral. 
tumor. See Tumor, 
cerebral. 
Cerumen, impacted 
deafness, 158 
ear, fullness, 156 
tinnitus aurium, 155 
Cervical adenopathy, 301 
Cervical rib syndrome 
extremity, upper, atrophy, 343 
extremity, upper, pain, 327 
extremity, upper, paralysis, 333 
extremity, upper, paresthesia, 
362 
fingers or hand, gangrene, 372 
hand deformities, 361 
neck, pain, 290 
pulses, unequal, 384 
shoulder, pain, 316 
Cervicitis 
acute 
abnormalities, speculum, 661 
leukorrhea, 643 
chronic 
abnormalities, palpation, 657 


Cerebral 








Cervicitis (cont.) 
chronic (cont. ) 
abnormalities, speculum, 662 
leukorrhea, 644 
Cervix uteri 
abnormalities, palpation, 656 
abnormalities, speculum, 661 
carcinoma: abnormalities, 
speculum, 662 
hypertrophy 
abnormalities, palpation, 656 
abnormalities, speculum, 662 
laceration of 
abnormalities, palpation, 
65 
abnormalities, speculum, 
61 
hypogastrium and _ pelvic 
pain, 537 
leukorrhea, 644 
uterine bleeding, 648 
polyp: hypogastrium 
pelvic pain, 538 
rigidity: dystocia, 804 
stenosis: sterility, 918 
ulcers: leukorrhea, 645 
Cestan-Chenais syndrome: 
esthesia, 864 
Chagas’ disease 
adenopathy, 842 
extremities, lower, edema, 724 
ulcers, 897 
Chalazion: eyelid, swelling, lo- 
calized, 71 
Chancre 
abnormalities, speculum, 660 
finger, 374 
groin, lymphadenopathy, 603 
lip, skin affections, 189 
lip, swelling, 188 
neck, lymphadenopathy, 303 
penis, painful, 628 
soft. See Chancroid. 
ulcer, 895 
penis, 631 
pharynx, 265 
scrotum, 640 
tonsils, 261 
vulva, 653 
Chancroid 
groin, lymphadenopathy, 603 
ulcers, 895 
eyelid, 72 
penis, 631 
perineum, 670 
vulva, 653 
vagina: abnormalities, specu- 
lum, 660 
Characteristics of sputum, 386 
Charcot-Leyden crystals, 389 
Charcot’s joint 
elbow, swelling, 348 
knee, swelling, 687 
shoulder, swelling, 319 
Cheek or cheeks 
carcinoma: lymphadenopathy, 
neck, 304 
flapping of, 51 
skin affections of, 180 
swelling of, 214 
ulceration of, 214 
Cheilitis: lips, swollen, 186 
Chemosis or swelling of conjunc- 
tiva, 83 
Chest, 385 
asymmetry of, 411 
deformities of, 408 
chicken, 409 
cobbler’s, 410 
congenital, 408 
funnel, 408 
pigeon, 409 
surgical, 408 


and 


an- 
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Chest (cont.) 
deformities (cont.) 
trauma, 408 
edema of wall, 417 
mobility, impaired, 425 
precordial pain, 402 
side pain, 404 
skin affections of, 422 
swellings, localized, 413 
tenderness, localized, 406 
ulcers on, 414 
veins, enlarged, 417 
Cheyne-Stokes breathing, 438 
Chickenpox. See Varicella. 
Chilblains 
ear, skin affections, 153 
feet, redness, 728 
foot or toes, pain, 720 
hand and fingers, pain, 354 
Chills or rigors, 755 
face, pallor (sudden), 38 
urethral, 756 
Chloasma 
face, skin affections, 60 
pigmentation, abnormal, 899 
Chlorosis. See also Anemia. 
appetite perverted, 742 
face pallor (permanent), 37 
Choked disc, 117 
Cholangitis, suppurative 
chills or rigor, 756 
jaundice, 835 
liver enlargement, 582 
pyrexia, recurring, 936 
Cholecystitis 
- acute 
abdominal rigidity, 595 
hypochondrium, right, pain, 
523, 524 
hypochondrium, right, swell- 
ing, 564 
hypochondrium, right, ten- 
derness, 525 
jaundice, 832 
vomiting, acute, 548 
chronic 
dyspepsia, 541 
Bypee oadmiay, right, pain, 
hypochondrium, right, swell- 
ing, 564 
Cholelithiasis 
abdominal rigidity, 595 
dyspepsia, 541 
epigastrium, pain, 519 


hypochondrium, right, pain, 
523 

hypochondrium, right, swell- 
ing, 564 

hypochondrium, right, tender- 
ness, 525 


jaundice, 831 
shoulder pain, 316 
vomiting, acute, 548 
Cholemia: delirium, 783 
Cholera, Asiatic: diarrhea, acute, 
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Chondrodystrophy 
bow leg, 715 
development, retarded, 788 
lordosis, 623 
Chondroma , 
extremity, lower, »bones thick- 
ened, 692 
hand and fingers, swelling, 357 
Chorea 
acute 
extremity, upper, weakness, 
331 


facial spasm, twitching, 
grimacing, 46 

gait, abnormalities, 816 

ae spasmodic movements, 
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Chorea (cont.) 
acute (cont.) 
movements, choreiform, 850 
Nictitation and _ blepharo- 
spasm, 76 
respirations in, 440 
speech, disturbance, 914 
chronic progressive 
dementia, 786 
facial spasm, twitching, 
grimacing, 48 
movements, choreiform, 850 
speech, disturbances, 913 
Huntington’s. See Chorea, 
chronic progressive. 
minor. See Chorea, acute. 
Sydenham’s. See Chorea, 
acute. 
Choreiform movements, 850 
Choroid 
poroD oa retina, white patch, 
pee! : retina, appearance, 


gubercls x : retina, appearance, 
Choroiditis, exudative 

dysmetropsia, 144 

metamorphopsia, 144 

optic neuritis, 119 

photopsia, 144 

retina, peck or white spots, 


scotomas, 142 

vision diminished, 135 

vision field, retracted, 133 
Choroidoretinitis, syphilitic 

Tetina, cvlaek or white spots, 


scotomas, 142 
Christian’s disease 
exophthalmos, 102 
polyuria, 955 
splenomegaly, 590 
Christmas disease 
epistaxis, 180 
hematemesis, 557 
skin, hemorrhages into, 906 
Chromatopsia, 143 
Chromidrosis, 898 
Chronic constipation, 764 
Chronic diarrhea, 792 
Chronic vomiting, 550 
Chyluria, 948 
Cicatrices 
contractures, 768 
lagophthalmos, 67 
lip, deformities, 190 
Cinchonism. See Poisoning, 
quinine. 
Circulatory failure, 
See Shock. 
Circumcision: priapism, 633 
Cirrhosis 
liver 
alcoholic. See Cirrhosis, 
portal. 
biliary, primary 
hepatomegaly, 583 
hypochondrium, right, 
pain, 525 
jaundice, 834 
biliary, secondary: 
tomegaly, 583 
Charcot’s. See Cirrhosis, 
biliary. 
Hanot’s. See Cirrhosis, bili- 
ary. 
portal 
ascites, 572 
breath, foul, 193 
dyspepsia, 544 
extremities, lower, edema, 
723 


peripheral. 


hepa- 





Cirrhosis (cont.) 
liver (cont.) 
portal (cont.) 
eee pallor (permanent), 


facies, characteristic, 42 
hematemesis, 555 
hepatomegaly, 581 
hypochondrium, right, 
tenderness, 525 
insomnia, 825 
jaundice, 832 
nosebleed, 178 
oliguria, 952 
splenomegaly, 585 
stools, blood in, 923 
tongue, coated, 223 
tongue, tremulous, 234 
veins, abdominal wall, en- 
larged, 597 
veins, chest wall, enlarged, 
418 
vomiting, chronic, 552 
lung. See Fibrosis, pulmonary. 
Clavicle, fracture: shoulder ele- 
vation or depression, 
319 
Clavus: foot or toes, pain, 718 
Clawfoot, 732 
Clawhand. See Hand. 
progressive muscular atrophy, 


Cleft palate. See also Palate. 
dysphagia without pain, 274 
nose, fluid regurgitation, 176 
palate, perforated, 216 
voice, nasal, 855 

Cleidocranial dysostosis: dwarf- 

ism, 803 

Clonus, ankle, 717 

Cloudy cornea, 84 

Clubbed fingers, 368 

Clubfoot, 731 

Coal gas poisoning. See Poison- 

ing, carbon monoxide. 

Coarctation, aorta: blood pres- 

sure, high, 750 

Coated tongue, 222 

Coats’s disease 
retina, black or white spots, 

123 
retinal vascular changes, 117 

Cobbler’s chest, 410 

Coccygeal region: pain, 617 __ 

Coccygodynia: sacral, sacro-iliac, 

or coccygeal pain, 617 

Coitus, painful, 663 

Cold sensation, 868 

Colic, renal. See Calculus, renal. 

Colitis 
adaptive. See Colon, irritable. 
Mucomembranous. See also 

Colon, irritable. 
rectal pain, 667 
stools, mucous, 924 
mucous. See Colon, irritable. 
spastic. See Colon, irritable. 
ulcerative 
abdominal pain, general, 515 
diarrhea, chronic, 792 
iliac and inguinal region, 
pain, 534 
stools, blood in, 921 
umbilical region, tenderness, 
530 

Collapse 
alae nasi, 169 
and shock, 869 
jugular (diastolic), 294 

Collapsing of pulse, 384. See 

also Pulse. 

Coloboma of choroid: 

white patch, 123 


retina, 
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Colon. See also Colitis. 
carcinoma. See Carcinoma, 
: colon. 
dilatation, idiopathic. See also 
Hirschsprung’s disease. 
abdominal swelling, general, 
constipation, chronic, 766 
peristalsis, visible, 599 
tympanites, 578 
disease of: back pain, visceral 
origin, 610 
irritable 
constipation, chronic, 766 
diarrhea, chronic, 793 
hypochondrium, left, tender- 
__| fess, 527 
iliac region, swelling, 570 
pain 
abdominal, general, 514 
hypochondrium, left, 527 
hypochondrium, right, 524 
sen aati and pelvis, 
53 


sare and inguinal regions, 
spastic. See Colon, irritable. 
Color blindness, 140 
conseutal color amblyopia, 
tests for, 140 
Color vision, 143 
Colpitis: leukorrhea, 643 
Colpocele, 655 
Coma, 758 
Cheyne-Stokes respiration, 439 
Comedones 
face swelling, local, 56 
skin pigmentation, 899 
Compression 


cardiac, chronic. See Peri- 
carditis, chronic, con- 
strictive. 
cerebral 
bradycardia, 492 
coma, 759 


drowsiness or stupor, 798 
respiration, slow, 435 
vomiting, acute, 549 
syndrome 
cough, 395 
hemoptysis, 397 
spermatic cord or testicle: 
testicle, atrophy, 637 
Concato’s disease, 576. See also 
Polyorrhymenitis. 
Concussion, cerebral 
coma, 759 
drowsiness and stupor, 798 
headache, general or variable, 
10 
mentality, changes, 874 
pupil, changes, 106 
pupillary reflexes, 111 
respiration, slow, 435 


shock, 872 
vomiting, acute, 549 
Condylomata 
acuminata 
anoperineal region, swelling, 
672 
genitalia, male, skin affec- 
tions, 641 


papules, 881 

stools, blood in, 923 
vulva, skin affections, 654 
vulva, swellings, 653 


lata 
anoperineal region, swelling, 
671 
genitalia, male, skin affec- 
tions, 641 


perineum, pain, 669 
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Condylomata (cont.) 
lata (cont.) 
perineum, ulcers, 669 
stools, blood in, 923 
vulva, skin affections, 654 
vulva, swellings, 653 
Congenital. See also various or- 
gans. 
heart. See Heart disease, con- 
genital. 
polycystic kidney. See Kidney, 
congenital polycystic. 
Congestion 
lungs, chronic passive 
dyspnea, 431 
percussion dullness, 445 
rales, 458 
vocal or tactile fremitus 
diminished, 443 
lungs, hypostatic. See Conges- 
tion, lungs, chronic pas- 
sive. 
passive: 
556 


liver, hematemesis, 


thyroid gland: enlargement, 
307 


Conjugate deviation of eyes and 
head, 96 
Conjunctiva, 78 
hemorrhage, 81 
mucopurulent or purulent dis- 
charge, 83 
redness or injection, 78 
swelling or chemosis, 83 
Conjunctivitis 
acute catarrhal 
cornea, ulcers, 86 
discharge, purulent or mu- 
copurulent, 83 
lacrimation and epiphora, 81 
redness or injection, 78 
vision dimness, 134 
acute contagious 
chemosis of conjunctiva, 84 
discharge, purulent or mu- 
copurulent, 83 
redness or injection, 78 
acute simple. See Acute ca- 
tarrhal. 
adult purulent. See Gonorrheal 
ophthalmia. 
blepharospasm, 76 
chronic catarrhal 
epIpher and lacrimation, 
redness or injection, 79 
chronic simple. See Chronic 
catarrhal. 
epidemic acute. See acute con- 
tagious. 
eyeball pain, 90 
granular. See Trachoma. 
infantile purulent. See Oph- 
thalmia neonatorum. 
lacrimal. See Dacrocystitis 
phlyctenular: redness or injec- 
tion, 79 
photophobia, 124 
radiation and ultraviolet: red- 
ness or injection, 79 
traumatic: redness or injec- 
tion, 79 
Constipation 
acute, 762 
chronic, 764 
diarrhea, chronic, 793 
divisions of, 764 
dyspepsia, 544 
general considerations, 764 
iliac region, swelling, 570 
stools, mucus in, 925 
tympanites, 578 
spastic. See Constipation, 
chronic. 








Consumption, galloping. See 
Bronchopneumonia, 
tuberculous. 

Continuous murmurs, 505 

Core uOn of field of vision, 
13 

Contraction, premature 

cardiac arrhythmia, forms of, 


jugular veins, pulsating, 294 
palpitation, 508 
pulse, irregular, 381 
pulse rate halving, 383 
Contracture, 767 
active, 767 
Dupuytren’s, 768 
fingers, deformity, 373 
hand, deformity, 359 
fingers, congenital, 373 
general considerations, 767 
passive, 767 
Volkmann’s ischemic, 768 
hand, deformity, 361 


extremity upper, paralysis, 
334 
Contusion. See also Injury; 
Trauma. 
abdominal 


simple: shock, 870 
visceral injury 
abdominal rigidity, 596 
shock, 870: 
wall: abdominal rigidity, 596 
cerebral: coma, 75 
chest, tenderness, local, 406 
pea 38 soft part, swelling, 


hip pain, 677 
priapism, 633 
spinal cord: priapism, 633 
Convulsions, 769 
epileptic, 769 
febrile, apeeeey and childhood, 
Vi 


idiopathic, 769 
symptomatic, 769 
Cooley’s anemia. See Anemia, 
erythroblastic. 
syndrome: 
pain, 318 
Cor bovinum, 479 
Cor pulmonale. See Heart dis- 
ease, pulmonary. 
Cord hemisection. See Paralysis, 
Brown-Sequard. 
Cornea, 78 
cloudy, 84 
opacity 
blind spots, 142 
monocular diplopia, 129 
visual dimness, 135 
visual field, 133 
opaque, hazy or steamy, 84 
protrusion of, 87 
ulcers of, 86 
eyeball, pain, 90 
grayish infiltration surround- 
ing, 85 
photophobia, 124 
Corneo-conjunctival reflex, abo- 
lition of, 87 
Corns or callus 
feet, 367 
suppurating: foot ulcer, 725 
Copora cavernosa thrombosis: 
priapism, 633 
Coronary insufficiency, acute. 
See also Heart disease, 
arteriosclerotic; infarc- 
tion, myocardial; angina 
pectoris. 
shock, 872 
sternal region pain, 398 
sweating, general, 929 


Coracoid shoulder 
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Coronary thrombosis. See In- 
farction, myocardial; 
thrombosis, coronary. 

Coryza. See also rhinitis, acute. 

herpes labialis, 187 

photophobia, 125 
Cough, 386 

functions of, 387 

neurophysiology of, 387 

physiology of, 386 

psychogenic, 393 


Coxa 
valga: extremity, lower, length- 
ened, 695 
vara: extremity, lower, short- 
ened, 694 


Crackling or crepitus, 775 
skin, 906 
Cramp 
muscular, 774 
heat, 774 
night, 774 
occupational, 325 
typer’s, 325 
writer’s, 325 
Cranium, bifidum: head swell- 
ing, 19 
Crepitus, 775 
Cretinism 
abdominal swelling in general; 
560 
alopecia, 26 
deafness, 161 
delayed dentition, 242 
development, retarded, 788 
drowsiness, stupor, 800 
dwarfism, 801 
face pallor (permanent), 34 
facies, characteristic, 43 
features, thickening, 53 
fontanels, delayed closure, 16 
hands, deformity, 359 
head, abnormal, 13 
hypopyrexia, 938 
lips, thick, 187 
mentality, changes, 848 
mouth, open, 200 
nose, deformity, 168 
skin, dryness, 907 
supraclavicular fat pad, 299 
teeth, carious, 243 
tongue, large, 226 
Crohn’s disease. See Enteritis, 
regional. 
Croup 
false, of children, 280 
laryngoceny) abnormalities, 


cough, 391 
membranous. See also diph- 
theria 
laryngoscopy, 
ties, 286 
spasmodic: breathing, 
lous, 437 
Crusted eyelids, 73 
Crusts and scabs, 892 
Cruveilhier-Baumgarten syn- 
drome: abdominal wall, 
veins enlarged, 597 
Cryptomenorrhea, 650 
Cryptorchism. See. also Testicle, 
undescended. 
genitalia, external, 
of, 641 
iliac and inguinal regions, pain, 
533 
testicle, atrophy, 637 
Curschmann’s spirals, 389 
Curtis-Fitzhugh syndrome: right 
hypochondrium, pain, 
a2 
Curvature of spine 
kyphosis, 621 


abnormali- 


stridu- 


anomalies 
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Curvature of spine (cont.) 
lordosis, 622 
scoliosis, 623 
Cushing’s syndrome. See also 
Hyperadrenocorticism. 
abdominal pain, general, 516 
blood pressure, high, 750 
boils, 898 
bones, brittle, 754 
diarrhea, chronic, 796 
dwarfism, 803 
dyspepsia, 542 
emotions, altered, 811 
extremities lower. edema, 724 
face, flushed, 40 
facies, characteristic, 45 
fat, abnormal distribution, 811 
hair, increased, 820 
hypertension, secondary, 479 
impotence, 823 
skin pigmentation, 902 
weakness, 960 
Cutis marmorata. See Livedo 
reticularis. 
Cyanosis, 776 
enterogenous, 778 
factors in production of, 777 
eneral, 776 
emoglobin, reduced, 776 
local, 776 
local causes for, 777 
oxygen unsaturation, 776 
skin coloring, abnormal, 899 
Cyst 
Baker’s. See Cyst, popliteal. 
Sa enous: neck swelling, 
8 
breast, 420 
cystadenoma, 420 
fibroadenoma, 420 
nipple discharge, 421 
pain, 419 
swellings, 420 
dental 
alveolar process, 212 
face swelling, local, 57 
gums, swelling, 212 
jaw, swelling, 250 
varieties of, 212 
dermoid 
ear, swelling, 150 
face, swelling, local, 57 
head, swelling, 19 
mouth floor, swelling, 201 
neck, swelling, 298 
epididymis 
scrotum, swelling, 638 
testicle, swelling, 637 
inclusion of palm: hand, swell- 
ing, 357 
meibomian. See Chalazion. 
mesenteric: umbilical region, 
swelling, 567 
Moll’s glands: eyelids, swell- 
ing, local, 71 
mucous 
cheek, swelling, 214 
lips, swelling, 187 
tongue, swelling, 228 


omental 
epigastrium, swelling, 564 
umbilical region, swelling, 
567 
ovary 
abdominal swelling, general, 
560 


abnormalities, palpation, 659 

abnormalities, rectum, 674 

ascites, 575 

dysmenorrhea, 649 

female sterility, 919 

hypogastrium, swelling, 571 

iliac and inguinal regions, 
pain, 531 





Cyst (cont.) 
ovary (cont.) 
iliac region, swelling, 570 
urination, frequent, 944 
pancreatic 
epigastrium, pain, 521 
epigastrium, swelling, 563 
parotid, simple: face, swelling, 
local, 57 
popliteal space: swelling, 689 
retroperitoneal: umbilical 
region, swelling, 567 
sebaceous, 890 
axilla, swelling, 321 
a et swelling, local, 


ear, swelling, 149 
eyelids, swelling, local, 71 
face, swelling, local, 56 
genitalia, skin affections, 641 
head, swelling, 18 
lumbar region, 
swelling, 620 
neck, swelling, 296 
nodules or tubercles, 890 
vulva, swelling, 653 


superficial 


thyroglossal; neck swelling, 
298 
umbilical: abdominal wall 


swelling, 562 
urachus: hypogastrium, swell- 
ing, 571 
vitello-intestinal duct: abdomi- 
nal wall swelling, 562 
Cystadenoma of nipple, papil- 
lary: discharge, 421 
Cystitis, acute 
dyspareunia, 664 
hematuria, 948 
pywesa sea and pelvic pain, 
53 


hypogastrium tenderness, 540 

penis, pain, 629 

perineum, pain, 668 

urination, frequent, 943 

Se ee and difficult, 
9 


Cystocele ; 
abnormalities, palpation of, 
656 


urine, incontinence of, 953 
Cytomegalic inclusion disease: 
hematomegaly, 584 


Dacrocystitis 
acute 
eyelids, swelling, local, 71 
conjunctiva, redness, 80 
chronic: epiphora and_lacri- 
mation, 82 
syphilitic 
fingers, deformities, 373 
fingers, swelling, 358 
tuberculous 
fingers, deformities, 373 
fingers, swelling, 358 
Dandruff. See Seborrheic derma- 
titis. 
Darier’s disease. See also Kera- 
tosis follicularis. 
axilla, skin affections, 323 
fingernails, skin affections, 378 
lips, skin affections, 190 
nostrils, nose, cheeks, skin af- 
fections, 182 
palms and soles, skin affec- 
tions, 368 
David’s disease 
epistaxis, 180 
hemorrhages, skin, 906 
deToni-Fanconi syndrome; hepa- 
tomegaly, 384 
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Deafness, 157 
sao characteristics of, 
congenital, 161 
hysterical, 160 
mixed, 157 
nerve, 159 
occupational, 159 
perception: characteristics of, 


157 
word, 158 
Death 
impending: characteristic fa- 
cies, 41 
sudden and unexpected, causes 
of, 779 
Decubitus, 781 
ulcer, 896 


Defecation, pain on, 665 
Defects, postural 
back pain, musculoskeletal ori- 


gin, 605 
lumbar pain, 613 
Deficiency, riboflavin: tongue 
swollen, 226 
Deformities 
chest, 408 
ear, 163 
eyelids, 74 
fingers, 372 
foot, 731 
hands, 359 
jaw, 251 
lip, 190 
Madelung’s: wrist, 351 
nose, 168 
congenital, 169 
“silver-fork,” 351 
toes, 732 
Degeneration, progressive lentic- 
ular 


emotions, altered, 811 

facies, characteristic, 45 

mouth, open, 200 

movements, tremulous, 854 

spasticity or rigidity, general, 
909 


speech disturbance 915 
Dehydration: fontanels, 
shrunken, 17 
Dejerine-Roussy syndrome. 
Thalamic syndrome. 
Dejerine-Scottas syndrome 
anesthesia, 865 
extremities, upper, 
338 
Delirium 782 
psychotic, 783 
tremens. See also Alcoholism. 
delirium, 783 
mentality, changes of, 846 
tongue, coated, 223 
tongue, tremor, 234 
Dementia, 785. See also Psycho- 


See 


paralysis, 


sis. 
alcoholic. See Alcoholism, 
chronic. 


arteriosclerotic 
amnesia, 736 
dementia, 786 
mentality, changes of, 848 
hypertensive 
dementia, 786 
mentality, changes of, 848 
praecox. See also Schizophre- 
nia. 
amnesia, 736 
dementia, 785 
drowsiness or stupor, 800 
facial spasm or grimacing, 
48 
facies, characteristic, 42 
mentality, changes of, 844 
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Dementia (cont.) 
presenile 
amnesia, 736 
dementia, 785 
emotions, alteration of, 811 
mentality, changes of, 845 
speech disturbance, 915 
salivation and dribbling, 196 
senile. See also Dementia, ar- 
teriosclerotic. 
dementia, 785 
facies, characteristic, 42 
mentality, changes of, 845 
Dengue: pains, general, 860 
Dental disease 
headache, lateral, 6 
jaw pain, 247 
toothache, 239 
Dentine, hypersensitive. See Den- 
tal disease. 
Dentiogenesis imperfecta, heredi- 
tary: teeth, translucent, 
245 
Dentition 
delayed, 241 
early, 241 
ulcers from, 231 
Depression, psychic. See also Psy- 
choneurosis; neurosis. 
fatigue, psychogenic, 812 
Dercum’s disease. See Adiposis 
dolorosa. 
Dermatitis 
atopic. See Eczema. 
exfoliative 
erythema, general, 875 
fingernails, 377 
scales, 888 
herpetiformis: vesicles, 884 
medicamentosa. See Drug rash. 
papillaris capillitii 
neck, skin affections, 313 
scalp, skin affections, 29 
seborrheic. See also Seborrheic 
dermatitis. 
chest, skin affections, 423 
venenata 
face, skin affections, 61 
forearms, skin affections, 365 
Dermatophytids 
hands and forearms, 365 
vesicles, 883 
Dermatophytosis 
hands and forearms, 365 
scales, 887 
vesicles, 883 
Dermatosis 
irritation 
fingers, skin affections, 375 
forearms and hands, skin af- 
fections, 365 
progressive pigmentary. 
Schamberg’s disease. 
Detachment of retina 
appearance of, 123 
blind spots, 143 
metamorphopsia, 144 
photopsia, 144 
visual fields, 
33 


See 


contraction of, 


Development 
mental, 787 
sexual, 787 
normal: infant or child, 787 
retarded (physical or mental), 

787 

Deviation 
conjugate, eyes and head, 96 
tongue, 235 


Dextrocardia: apex beat, dis- 
placed, 467 
Diabetes 
bronzed. See Hemochromato- 
sis, 


Diabetes (cont.) 
insipidus 
mouth, dry, 198 
polyuria, 954 
skin, dry, 906 
thirst, increased, 939 
mellitus 
appetite, increased, 741 
blindness, transient or per- 
manent, 140 
boils or phlegmons, 898 
breath odor, 194 
capillary aneurysm, 116 
cataract, 114 
coma, 759 
drowsiness or stupor, 799 
dyspnea, 431 
ee oF hands, gangrene, 
3 


foot, ulcers, 725 
hypopyrexia, 938 
impotence, 823 
itching, 828 
mentality, changes of, 848 
mouth, dry, 197 
polyuria, 954 
priapism, 634 
pruritus vulvae, 655 
pyorrhea alveolaris, 243 
retinal vascular changes and 
retinitis, 116 
skin, dry, 906 
skin, pigmentation of, 900 
slow respiration, 435 
teeth, carious, 243 
thirst, increased, 939 
toes or foot, gangrene, 726 
tongue, red, 224 
ulcer, 896 
urination, frequent, 943 
vomiting, chronic, 553 
weakness, 959 
weight loss, 961 
phosphatic 
polyuria, 955 
thirst, increased, 940 
Diaphragm paralysis: abdominal 
retraction, inspiration, 
593 
Diarrhea 
acute, 789 
chronic, 795 
excessive: fontanels shrunken, 


functional, 792 
infant, acute, 789 
epidemic, 789 
food poisoning, acute, 789 
intestinal infection, 789 
overfeeding, 789 
parenteral, 789 
virus origin, 789 
nervous: chronic, 792 
Diastasis recti: umbilical region, 
swelling, 566 
Diet, faulty: dyspepsia, 541 
Dietl’s crisis, 568. See also Neph- 
roptosis. 
Difficult labor, 803 
Difficult swallowing, 273 
Difficult urination, 945 
Digitalis effect and intolerance 
bradycardia, 492 
cardiac arrhythmia, 497 
vomiting, acute, 548 
Dilatation 
aorta. See Aorta dilatation. 
cardiac. See Cardiac enlarge- 
ment. 
colon. See Hirschsprung’s dis- 
ease. 
stomach 
abdominal swelling, general, 
560 
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Dilatation (cont.) 
stomach (cont.) 
due to pyloric stenosis 
peristalsis, visible, 598 
vomiting. acute, 551 
dyspepsia, 544 
epigastrium, swelling of, 563 
heartburn, 510 
oliguria, 952 
thirst, increased, 939 
umbilical region, swelling, 
566 
Diminshoe re absent knee jerk, 


Diphtheria 
cough, 391 
neck, ays nodes enlarged in, 


neck, tenderness, local, 291 

palate paralysis, nasal voice, 
855 

pharynx and tonsils, white 
membrane, 262 

pharynx and tonsils, redness, 
258 


throat, pain, 254 
tonsil, ulcer, 261 
laryngeal 
abnormalities by laryngos- 
copy, 286 
breathing, stridulous, 436 
cyanosis, 777 
dyspnea, 432 
hoarseness, 280 
nasal 
discharge, mucopurulent, 
175 


nosebleed, 177 
obstruction, 172 
Diplegia 
cerebral 
attitude, 
747 
contractures, 768 
gait, abnormalities of, 816 
infantile 
development, retarded, 788 
extremities, lower, paralysis, 
704 
exfronuibies: upper, atrophy, 


abnormalities of, 


extremities, upper, paralysis, 
335 
head, abnormal, 14 
movements, athetoid, 849 
speech disturbances of, 913 
Diplopia, 126 
crossed, 126 
homonymous, 126 
horizontal, 126 
monocular, 129 
tests for, 126 
vertical, 126 
Disc, ruptured 
cervical 
extremity, upper, atrophy, 
344 
extremity, upper, pain, 323 
extremity, upper, paralysis, 
332 ; 
fingers and hands, paresthe- 
sia, 363 
neck pain, 290 
shoulder pain, 316 
intervertebral 
back pain of musculoskeletal 
origin, 606 
back pain of neurogenic ori- 
gin, 608 
lumbar 
lumbar pain, 616 
thigh pain, 678 
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Discharge 
conjunctiva: mucopurulent or 
purulent, 83 
ear, 150 
navel, 599 
nipple, 421 
nose 
mucopurulent or purulent, 


watery, 173 
urethra, 632 
urethra, fecal, 632 
vagina, leukorrhea, 643 
Dislocation 
cervical vertebra, unilateral: 
head turned to one side, 


24 

finger: pain, 355 

forearm bones, backward: el- 
bow swelling, 347 


head radius, forward: elbow 
swelling, 347 
hip 
congenital 
extremity, lower, shorten- 
ing, 694 


gait, abnormalities of, 817 
lordosis, 623 
scoliosis, 624 
extremity, lower, lengthen- 
ing, 695 
extremity, lower, shortening, 
694 
foot, inversion, 730 
inguinal region of 
swelling, 602 
pain, 677 
jaw 
deformity, 252 
jaw pain, 246 
mouth, open, 200 
salivation and dribbling, 196 
knee 
pain, 685 
swelling, 688 
lens, partial dislocation of: 
monocular diplopia, 129 
nose: deformity, 169 
patella: pain, 684 
phalanges: deformity, 373 
semilunar bone: wrist swelling, 
351 
semilunar cartilage 
knee swelling, 688 
pain, 684 
shoulder 
elevation or depression, 319 
pain in, 317 
swelling, 318 
thumb 
hand, deformity, 361 
pain, 355 
wrist, posterior: swelling, 351 
Displaced rib syndrome. See Rib 
facet syndrome. 
Dietrich’s plugs, 388 


groin, 


Diverticulitis 
acute 
iliac and inguinal region, 
pain, 531 


iliac and inguinal region, ten- 
derness, 536 

iliac region, left, swelling, 
569 

umbilical region, pain, 528 

chronic 

diarrhea, chronic, 795 

fecal urethral discharge, 632 

iliac and inguinal regions, 
pain, 531 d 

iliac region, left, swelling, 
569 








Diverticulum 
esophageal 
pulsion 
dysphagia without pain, 
DTS) 


neck, swelling, 300 
regurgitation, 558 
simple, 558 
traction, 558 

Meckel’s: discharge, navel, 599 
Dizziness, 796 
Double vision, 126 
monocular, 129 
Dribbling and salivation, 195 
Drooping eyelids, 63 
Drop, foot, 728 
Drop, wrist, 352 
Dropsy 
abdominal. See Ascites. 
general, 737 
Drowsiness, 797 
Drug. See also Poisoning. 
effect 
dizziness, 797 
dyspepsia, 542 
mouth, dry, 198 
tinnitus aurium, 155 
aE gland enlargement, 


rash 
bullae, 886 
erythema, general, 875 
papules, 881 
pustules, 890 
vesicles, 884 
wheals, 895 
Dryness 
mouth, 197 
skin, 906 
throat, 256 
Dubin-Johnson syndrome. See 
also Jaundice, acholuric 
hepatomegaly, 584 


hypochondrium, right, pain, 
525 
Dubini’s disease: movements, 
fibrillary, 851 
Ductus arteriosus, patent 
murmurs 
continuous, 505 
pulmonic area, 504 
precordium thrill, 473 
Duhring’s disease: thighs and 


groin, skin affections, 
683 
Dullness 
cardiac 
decreased, 475 
increased, 474 
percussion, 443 
Dumping syndrome 
dyspepsia, 544 
epigastrium, pain, 518 
tachycardia, 491 
umbilical region, pain, 529 
weakness, 960 
Duodenal ulcer. See Ulcer, duo- 
denal. 
Dupre syndrome: head retrac- 
tion, 25 
Dupuytren’s contracture, 7168. See 
also Contracture, Du- 
puytren’s. 
Dwarfism and infantilism, 801 
Dysarthria, 912. See also Speech, 
disturbances of. 
Dysentery 
amoebic 
acute 
abdominal pain, general, 
514 
diarrhea, acute, 791 
stools, blood in, 922 
stools, mucus in, 925 
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Dysentery (cont.) 
amoebic (cont.) 
chronic: diarrhea, chronic, 
795 
bacillary 
abdominal pain, general, 514 
diarrhea, acute, 790 
rectal pain, 667 
stools, blood in, 922 
stools, mucus in, 925 
weight loss, 961 
Dysesthesia, 862 
Dysfunction, endocrine: sterility, 


Dyshidrosis: palms and soles, 368 
Dyslalia, 910 
Dysmenorrhea, 649 
essential, 536, 649 
hypogastium and pelvic pain, 


membranous, 536, 649 
primary, 536, 649 
psychogenic, 649 
sacral, sacroiliac, or coccygeal 
pain, 617 
secondary, 536, 649 
thigh or thighs, pain, 680 
Dysmetropsia, 144 
Dyspareunia, 663 
Dyspepsia, 540 
breath, foul, 193 
cacogeusia, 237 
diet, faulty, 541 
general considerations, 540 
nervous, 541 
heartburn, 509 
sensations, subjective, 869 
weight loss, 960 
with pain, 270 
without pain, 273 
Dysphonia, 279 
Dysplasia 
epidermal 
anodontia, partial or total, 
244 
tooth development, defec- 
tive, 244 
monostatic fibrous: maxilla or 
mandible, swelling, 212 
Dyspnea, 428 
breathing, puerile or exagger- 
ated, 454 
contributing factors, 428 
facies, characteristic, 40 
agate spaces, retracted, 


mouth breathing, 199 
nostrils, dilatation, 170 
paroxysmal, 431 
psychogenic, 433 
threshold, 429 
Dystocia, 803 
Dystrophia adiposa genitalis. See 
also Frolich’s syndrome. 
drowiness or stupor, 800 
dwarfism and infantilism, 801 
fat, abnormal distribution, 811 
obesity, 857 
Dystrophy 
Erb’s juvenile muscular. See 
Atrophy. Erb’s juvenile 
muscular. 
primary muscular 
lordosis, 623 
scoliosis, 625 
pseudohypertrophic muscular 
attitude, abnormalities of, 
T47 
extremities, lower, paralysis, 
704 
gait, abnormalities of, 818 


Ear, 146 
bleeding, 152 
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Ear (cont.) : 
deformities or malformations, 
163 


discharge, 150 
gangrene, 152 
swelling from, 150 
malposition and irregular for- 
mation, 163 
pain, 146 
ringing in, 154 
sense of fullness, 156 
skin affections, 152 
swellings of, 149 
Earache, 146 
Ebstein’s disease. See also Heart 
disease, congenital. 
meottcle, right, enlargement, 
80 


Ecchymosis, 902 
conjunctiva, 81 
eyelids, 67 
mouth, 206 
Echolalia, 910 
Eclampsia 
coma, 759 
convulsions, 772 
Ecthyma 
crusts and scabs, 893 
leg, skin affections, 714 
pustules, 890 
ulcers, 897 
Ectopic beats. See Contractions, 
premature. 
Ectrodactylism, 374 
Ectropion 
epiphora and lacrimation, 82 
eyelids, deformities, 74 
lagophthalmos, 67 
varieties of, 67 
Eczema 
crusts and scabs, 892 
deafness, 161 
erythema, local, 877 
eyelids, crusted, 73 
face swelling, general, 52 
itching, 826 
navel, oozing, 599 
of anus, 671 
of axilla, 322 
of ear, 152 
of ear, squamosum, 153 
of eyelids, 74 
of face, 59 
neck lymph nodes, enlarged, 
302 


of fingernails, 377 
of fingers, 375 
of forearm and hands, 364 
of lips, 189 
of male genitalia, 642 
of neck, 312 
of palms and soles, 367 
of scalp, 28 
Recs eeDk nodes, enlarged, 
0 


of thighs and groin, 682 
of tongue: burning and itching, 


of vulva, 654 

papules, 880 

pruritus ani, 671 

pruritus vulvae, 655 

pustules, 889 

scales, 887 

vesicles, 883 

Edema 

angioneurotic 

edema, circumscribed or 
local, 808 

eyelids, swelling, 70 
face swelling, local, 57 
lips, swelling, 186 
tongue swelling, 226 
vomiting, chronic, 554 








Edema (cont.) 
angioneurotic (cont.) 
wheals, 895 
chest wall, 417 
circumscribed or local, 807 
extremities, lower, 722 
extremity, upper, 328 
eyelids, 68 
foot and leg, 724 
general, 737 
glottis } 
aphonia, 281 
dysphagia without pain, 275 
hoarseness, 281 
larynx, pain, 278 
throat, pain, 255 
larynx 
abnormalities, laryngoscopy, 
284 
breathing, stridulous, 436 
dyspnea, 432 
malignant 
crepitus, 776 
foot or toes, gangrene, 728 
neck: swelling, 297 
pulmonary 
breath sounds, weak or ab- 
sent, 455 
cough, 389 
dyspnea, 430 
mouth, foaming, 198 
percussion, dullness or flat- 
ness, 445 
percussion, hyperresonance 
or tympany, 449 
rales, 458 
sputum, characteristics of, 
389 


vocal or tactile fremitus, 
diminished, 442 
scrotum, 639 
vulva, 652 
Effort syndrome. See Neuro- 
circulatory asthenia. 
Effusion 
pericardial. See Pericarditis 
with effusion. 
pleural. See Pleurisy with 
effusion. 
Egophony, 456 
Eisenmenger’s complex. See also 
ees disease, congeni- 
tal. 
ventricle, right, enlargement, 
480. 


Ejaculation, premature: sterility, 
920 


Elbow : 
skin affections of, 349 
swellings of, 347 
Electrolytes, disturbances of: 
dyspepsia, 542 
Elephantiasis 
foot and leg, edema, 725 
scrotum, swelling, 639 
skin affections, legs, 715 
pseudo: extremities, lower, 
edema, 725 
Embolism 
cerebral 
coma, 758 
convulsions, 773 
death, sudden and _ unex- 
pected, 780 
facial paralysis, 50 
hemianopsia, 132 
hemiplegia, 339 
knee jerks, diminished or 
absent, 696 
speech, disturbances of, 912 
femoral or popliteal: foot or 
toes, gangrene, 727 
pulmonary. See also Infarc- 
tion, pulmonary 
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Embolism (cont.) 
pulmonary (cont.) 
back pain, thoracic, 612 
breathing, bronchial, 451 
bronchophony, 456 
chest, side of, pain, 405 
cyanosis, 777 
death, sudden, 781 
dyspnea, 433 
hemoptysis, 396 
percussion, dullness or flat- 
ness, 445 
pleural friction sound, 461 
precordial pain, 403 
rales, 459 
shock, 871 
tachycardia, 490 
Emesis 545 
acute, including nausea, 546 
chronic, 550 
Emotions, alterations of, 809 
Emphysema 
atrophic 
chest, deformities, 411 
fatercomal spaces, retracted, 


compensatory 
breathing, puerile or exag- 
gerated, 454 
chest, asymmetry, 411 
percussion, hyperresonance 
or tympany, 448 
vocal or tactile fremitus, 
diminished, 442 
vocal or tactile fremitus, in- 
creased, 441 
hypertrophic 
apex beat, displaced, 466 
ape Cae feeble or absent, 


bradycardia, 493 

breath sounds, weak or 
absent, 454 

cardiac dullness, area de- 
creased, 475 

cardiac sounds, intensity 
decreased, 482 

chest deformities, 409 

sean epg a mobility, 


clubbed fingers, 370 

cough, 388: 

cyanosis, 778 

dyspnea, 430 

expe HOR) prolonged harsh, 


jugular veins, engorged and 
pulsation, 296 

kyphosis, 622 

percussion, hyperresonance 
or tympany, 448 

pulmonary sound _ second, 
accentuated, 484 

rales, 458 

sputum, characteristics, 388 

ventricle, right, enlargement, 


vocal or tactile fremitus, 
diminished, 442 
interstitial, 906 
causes of, 300 
neck, swelling, 300 
precordial pain, 403 
skin, crackling on pressure, 
906 
mediastinal. See also Em- 
physema, interstitial. 
pain, radiation, 399 
sternal region pain, 399 
of cheek: face, local swelling, 
Si 
subcutaneous, 906 
chest wall swelling, local- 
ized, 414 
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Emphysema (cont.) 
subcutaneous (cont.) 
crepitus, 776 
Empyema 
antrum Highmore 
anosmia, 183 


nasal discharge, purulent, 
1 
frontal sinus 
anosmia, 183 
nasal purulent, 


discharge, 
5 


nasal pain, 164 
lobulated 
chest wall, edema, 417 
tenderness, localized, 407 
necessitatis 
chest tenderness, local, 407 
chest wall, swelling, 414 
chest wall, ulcer, 415 
pleural, 464. 
amebiasis, 465 
apex beat, displaced, 466 
breathing, bronchial, 451 
breath sounds, weak or ab- 
sent, 454 
chest, asymmetry, 412 
chest, deformity, 410 
chest, impaired mobility, 427 
chest, side pain, 405 
See ac cy localized, 
7 


chest wall, edema, 417 
chest wall, veins enlarged, 


418 
clubbed fingers, 369 


edema, circumscribed or 
local, 809 

effusion, purulent pleural, 
464 


face pallor, permanent, 35 
intercostal spaces, bulging or 
obliteration, 415 
percussion, dullness or flat- 
ness, 444 
percussion, hyperresonance 
or tympany, 449 
sweating, general, 929 
vocal or tactile fremitus, 
diminished, 442 
pulsating: precordial area pul- 
sations, 472 
Encephalomeningocele, 19 
Encephalitis 
epidemic 
attitude, abnormalities of, 
747 


back, muscle spasm or rigid- 
ity, 619 

blepharospasm, 76 

conjugate deviation, 96 

delirium, 784 

diplopia, 128 

drowsiness or stupor, 798 

eyeballs, fixed, 92 

eyelids, fluttering, 76 

facial paralysis, 50 

facies, characteristic, 43 

gait, abnormalities of, 815 

headache, general or vari- 
able, 11 

insomnia, 825 

mentality, changes, 847 

movements, myoclonic, 851 

movements, tremulous, 854 

nystagmus, 99 

photophobia, 125 

ptosis, 65 

pupil changes, 107 

pupillary reflexes, abnormal, 
att 


spasticity or rigidity, gen- 
eral, 909 — 
squint or strabismus, 95 


Encephalitis (cont.) 
lethargica. See 
epidemic. 
Endarteritis obliterans. See Ar- 
teriosclerosis obliterans. 
Endocarditis 


Encephalitis, 


acute. See Carditis, acute 
rheumatic. 

bacterial 

acute 


murmurs, aortic area, 502 

sweating, general, 929 
subacute 

clubbed fingers, 370 

chills or rigors, 756 

He pallor (permanent), 


murmurs, aortic area, 502 
murmurs, mitral area, 500 
skin, hemorrhages, 904 
splenomegaly, 587 
temperature elevation, 
prolonged, 933 

chronic 
cardiac arrhythmia, 497 
clubbed fingers, 370 
heart palpitation, 508 

Endocervicitis 
acute 
abnormalities by speculum, 
61 


leukorrhea, 643 
sacral, sacroiliac, or coccy- 
geal pain, 617 
chronic 
abnormalities by palpation, 
657 


abnormalities by speculum, 


female sterility, 918 
leukorrhea, 644 
sacral, sacroiliac, coccygeal 
pain, 617 
Endocrine dysfunction( pituitary 
or ovary) 
amenorrhea, 650 
dysmenorrhea, 649 
sterility, female, 919 
Endometritis 
acute or septic ; 
abnormalities by palpation, 
658 


abnormalities by speculum, 
661 

hypogastrium 
pain, 537 

hypogastrium, 
540 


and pelvic 
tenderness, 


leukorrhea, 644 
chronic 
abnormalities by speculum, 
661 
dyspareunia, 663 é 
hypogastrium and _ pelvic 
pain, 537 
leukorrhea, 645 
sterility, female, 918 
uterine bleeding, 646 
postabortal: leukorrhea, 645 
reactive 
leukorrhea, 645 
uterine bleeding, 646 
senile 
leukorrhea, 645 
uterine bleeding, 646 
Endometriosis 
abnormalities 
659 
abnormalities by speculum, 662 
dysmenorrhea, 649 
uterine bleeding, 647 
Endothelioma 
gums and _ alveolar 
swelling, 213 


by palpation, 


process, 
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Endothelioma (cont.) 
palate or roof of mouth, 
swelling, 215 
Englemann’s disease 
Sy es of bones, 


gait, abnormalities, 818 
Enlargement. See also specific 
structures. 
feet, 721 
hands, 358 
heart, general, 480 
kidney, 590 
flank or lumbar 
swelling, 
liver, 579 
lymph nodes 
axillary, 321 
general, 839 
groin, 602 
spleen, 584 
Enophthalmos, 103 
traumatic, 103 
Enteritis. See also Enterocolitis. 
regional 
constipation, chronic, 766 
diarrhea, chronic, 793 
iliac and inguinal 
pain, 532 
umbilical region, pain, 529 
Enterocolitis 
acute 
abdominal pain, general, 513 
abdominal tenderness, 517 
diarrhea, acute, 789 
rectum, pain, 667 
stools, blood in, 922 
stools, mucus in, 925 
tongue, coated, 223 
tympanites, 578 
umbilical region, pain, 528 
pe ae region, tenderness, 


_ Tegion, 
anterior, 568 


region, 


vomiting, acute, 548 
chronic 
diarrhea, chronic, 795 
stools, mucus in, 926 
umbilical region, tenderness, 
530 
Enteroptosis. See Visceroptosis. 
Entrepion: eyelids, deformity, 75 
Enuresis, 953 
in children, 953 
postprostatectomy, 953 
Epicanthus: eyelids, deformity, 
I) 
Epididymis 
cyst of. See Cyst, epididymis. 
scrotum, swelling, 638 
Epididymitis 
acute 
iliac and inguinal region, 
pain, 533 
testicle, pain, 634 
testicle, swelling, 636 
testicle, tenderness, 635 __ 
chronic gonococcal: sterility, 
male, 920 
Epididymo-orchitis 
testicle, pain, 634 
testicle, swelling, 636 
testicle, tenderness, 635 
Epigastrium. See also Abdomen. 
pain in, 517 
swelling in, 563 
tenderness in, 522 
Epiglottiditis, infectious acute: 
swallowing, painful, 272 
Epilepsy 
Jacksonian. See Epilepsy, 
major. 
major (grand mal) 
amnesia, 737 
coma, 761 
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Epilepsy (cont.) 
major (grand mal) (cont.) 

conjugate deviation, 
and head, 96 

convulsions, 769 

cyanosis, 777 

dementia, 786 

eyeballs, fixed or immobile, 
92 


eyes 


eyelids, ecchymosis, 68 
facial spasm, grimacing, 47 
gait, abnormalities, 817 


hallucinations, gustatory, 
ERS) 
hallucinations, olfactory, 


mentality, changes of, 847 

mouth, bleeding, 199 

mouth, foaming, 198 

nictitation and  blepharo- 
spasm, 76 

nystagmus, 98 

photopsia, 145 

polyuria, 955 

pupil changes, 107 

pupillary reflexes, abnormal- 
ities, 112 

subconjunctival hemorrhage, 
81 


tongue, scarred, 233 
tongue, spasm, 233 
minor (petit mal) 
conjugate deviation, 
and head, 96 
een fixed or immobile, 
7) 


eyes 


face pallor, sudden or tran- 
sient, 38 
Epiphora and lacrimation, 81 
Epiphysis, separation of lower 
of femur: extremity, lower, 
shortening, 694 
of radius: wrist, swelling, 352 
Epiphysitis, vertebral: back pain, 
thoracic, 611 
Epispadias: external 
anomalies, 640 
Epistaxis, 177 
Episternal pulsation, 294 
Epithelioma 
basal cell 
crusts and scabs, 893 
eyelids, ulcer, 72 
face, skin affections, 61 
face swelling, local, 56 
face, ulcer, 58 
leg, ulcer, 713 
lip, swelling, 188 
lips, skin affections, 189 
lymph nodes, groin, 
larged, 603 
nose, 181 
ulcer, 896 
of nipple: discharge, 421 
of penis 
pain, 630 
ulcer, 631 
of scrotum: ulcer, 640 
squamous cell 
crusts and scabs, 893 
eyelids, ulcer, 72 
face, skin affections, 60 
face swelling, local, 56 
face, ulcer, 58 
leg, ulcer, 713 
lip, swelling, 187 
lips, skin affections, 189 
lymph nodes, groin, 
larged, 603 
nose, 182 
ulcers, 896 
Epulis, 212 
Erection, prolonged. See Priap- 
ism. 


genitalia, 


en- 


en- 








Erosion 
cervical. See Cervicitis. 
corneal recurrent: headache, 
frontal, 4 
from mouth washes: mouth 
pain, 192 
gastric and duodenal: regurgi- 
tation, 558 
Errors of refraction. See Eye- 
strain. 
Eruptions. See Skin affections. 
Erysipelas 
bullae, 885 


chills or rigor, 757 

ear, swelling, 149 

edema, circumscribed or local, 
808 


erythema, local, 877 
extremity, upper, edema, 328 
eyelids, skin affections, 74 
eyelids, swelling, 69 
face, skin affections 59 
face, lymphadenopathy of 
neck, 302 
face swelling, local, 55 
foot or toes, pain, 718 
hands and fingers, pain, 354 
mouth, skin affections, 217 
nose, redness, 167 
nose, swelling, 167 
nostrils, cheeks, 
tions, 181 
scalp, bald patches, 27 
Erysipeloid: hands and fingers, 
pain, 854 
Erythema 
general, 874 
induratum 
legs, 715 
nodules or tubercles, 891 
ulcers, 897 
local, 876 
multiforme 
face, 61 
forearms and hands, 366 
idiopathic, 366 
leg, 714 
mouth, 218 
papules, 882 
symptomatic, 366 
nodosum 
erythema, local, 878 
legs, 714 
nodules or tubercles, 891 
pernio. See Chilblains. 
scarlatinaforme: erythema, 
general, 876 
simplex: nostrils, 
cheeks, 180 
Erythermalgia 
feet, redness, 728 
foot or toes, pain, 720 
Erythrasma 
male genitalia, skin affections, 
642 


skin affec- 


nose, and 


thighs and groins, skin affect- 
tions, 683 
Erythremia, See Polycythemia 
rubra vera. 
Erythroblastosis fetalis: jaundice, 
831 


Erythromelalgia. See Erytherm- 
algia. 
Erythropsia, 143 
Esophagectasis. See Cardio- 
spasm. 
Esophagitis X 
acute 
back pain, thoracic, 612 
dysphagia with pain, 271 
regurgitation, 557 
chronic 
dyspepsia with pain, 271 
regurgitation, 557 
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Esophagitis (cont.) 
peptic. See Peptic ulcer, esoph- 
agus. 
Esophagus 
aortic aneurysm rupture into: 
hematemesis, 556 
carcinoma 
back pain, thoracic, 612 
dysphagia with pain, 272 
dysphagia without pain, 273 
disease of: See individual enti- 
ties. 
hematemesis, 556 
swallowing, painful, 272 
diverticulum 
pulsion 
dysphagia without pain, 
275 


neck, swelling, 300 
Tegurgitation, 558 
traction: regurgitation, 558 
simple, See Diverticulitis, 
esophageal, pulsion. 
foreign body: dysphagia with- 
out pain, 275 
peptic ulcer of 
back pain, thoracic, 612 
dysphagia with pain, 272 
hematemesis, 556 
swallowing, painful, 272 
stricture 
dysphagia without pain, 274 
regurgitation, 558 
Ethmoiditis 
exophthalmos, 102 
eyelids, swelling, 69 
chronic purulent 
nasal discharge, 175 
smell, impairment, 184 
Eunuchoidism: testicle, atrophy, 


638 
Eversion of foot, 729 
Exaggerated breathing, 454 
Exaggerated knee jerks, 698 
Exophthalmos, 100 
congenital, 100 
pulsating, 101 
Exophthalmic goiter. See Goiter, 
exophthalmic. 
Exostosis. See also Osteoma. 
extremity, lower, swelling of 
bones, 692 
popliteal space, swelling, 689 
Expiration, prolonged harsh, 453 
Extrophy of bladder: genitalia, 
external, anomalies, 640 
Extensor plantar reflex, 730 
Extrasystoles. See Contractions, 
premature. 
Extremities 
lower 
atrophy, 706 
edema, 722 
general considerations, 
722 
occupational factor, 722 
postural and climatic fac- 
tor, 722 
upper 
atrophy or wasting, 344 
edema, 328 
paralysis, 334 
Extremity 
lower, 676 
atrophy or wasting, 705 
paralysis, 699 
shortening, 693 
swelling, soft parts, 690 
swelling or thickening, 
bones, 691 
upper, 314 
atrophy or wasting, 342 
edema, 328 
pain, 323 
paralysis, 329 
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Eye 
conjugate deviation, 96 
fixed or immobile, 91 
enophthalmos, 103 
exophthalmos, 100 
fundus, 115 
nystagmus, 97 
pain in, 90 
Eyeballs 
atrophy: enophthalmos, 103 
fixed or immobile, 91 
oscillation. See Nystagmus. 
pain in, 90 
sunken, 103 
Eyebrows, skin affections of, 29 
Eyelids 
crusted, 73 
darkened, 74 
deformity of, 74 
ecchymosis of, 67 
fluttering of, 75 
opened always, 66 
ptosis, 63 
skin affections of, 73 
spasm, 75 
swelling of, 68 
swellings, localized, 70 
tremor, 75 
twitching of, 75 
ulcers of, 72 
Eyestrain. See also Asthenopia. 
eyeball, painful, 90 
headache, frontal, 3 
headache, occipital, 8 
photophobia, 124 


Face, 31 
asymmetry of, 54 
flushed, 38 
flushing, sudden or transient, 
40 


pain in, 31 
pallor or sallowness (perma- 
nent), 33 
pallor, sudden or transient, 37 
paralysis of, 48 
skin affections of, 58 
spasm, ertchige, grimacing, 
swelling 
general, 51 
local, 54 
ulcer of, 58 
Facet syndrome ' 
back pain, musculoskeletal ori- 
gin, 608 
extremities, lower, paraesthe- 
sia, 709 
Facies 
adenoid, 169 
characteristic or peculiar, 40 
Failure, ventricular. See Heart 
failure, congestive. 
Fainting, 929 
See Syncope. 
Farsightedness. See Hyperopia. 
Fasciculation, 850 
Fat, abnormal distribution of, 
811 
Favus 
crusts and scabs, 894 
scalp 
bald patches on, 27 
skin affections of, 29 
Fanconi syndrome: bones, brittle, 
753 
Features, thickened, 53 
Fecal urethral discharge, 632 
Feces 
impacted 
abnormalities felt by rectum, 
673 





Feces (cont.) 
impacted (cont.) 
See palpation of, 


back pain, visceral origin, 
610 

constipation, chronic, 765 

hypochondrium, left, swell- 


ing, 566 
hypochondrium, right, swell- 
ing, 565 
iliac region, left, swelling, 
569 


rectal pain, 667 
stools, blood in, 923 
stools, mucus in, 925 
stools, pus in, 927 
thigh or thighs, pain, 680 
umbilical region, swelling, 
567 
Feces, incontinence of, 813 
Feet 
enlargement of, 721 
redness of, 728 
Felon or whitlow 
finger or hand, gangrene, 372 
foot or toes, pain, 719 
Felty’s syndrome. See also Arthri- 
: tis, rheumatoid. 
joints, pain in multiple, 839 
lymphadenopathy, 842 
splenomegaly, 590 
Female 
genitalia, 643 
sterility, 917 
Fetor oris, 193 
Fever. See Temperature, abnor- 
malities of. See also in- 
dividual entities, as ty- 
phoid, etc. 
blisters, 187 
breakbone. See Dengue. 
Charcot’s intermittent biliary, 
582 
face, flushed, 38 
glandular. See Infectious mon- 
onucleosis. 
Pel-Ebstein type, 842 
thermic. See Sunstroke. 
uveoparotid. See Sarcoidosis. 
Fever’s disease: foot, heel, or toe, 
pain, 721 
Fibrillary movements, 850 
Fibro-epithelioma, benign 
facial involvement, 61 
papules, 881 


Fibroids, uterine. See Uterine 
fibroids. 
Fibrolipoma 
extremity, lower, soft parts 


swelling, 690 
hand and fingers, 357 
tongue, swellings, 227 
Fibroma 
abdominal wall, swellings, 562 
ear, swelling, 149 
hands and fingers, swelling, 357 
nasal cavity, obstruction, 171 
neck, swelling, 297 
nodules or tubercles, 892 
tongue, swelling, 227 
tonsil, swelling, 260 
Fibromyoma of cord or round 


ligament: inguinal re- 
gion or groin, swelling, 
602 


Fibrosarcoma: extremity, lower, 
swelling of bones, 693 
Fibrosis, pulmonary 
apex beat, displaced, 466 
apex beat, forcible, 468 
breathing, bronchial, 452 
breathing, bronchovesicular, 
452 











Soi 


Fibrosis, pulmonary (cont.) 
bronchophony, 457 
cardiac dullness, 

creased, 475 
chest deformities, 410 
chest, mobility impaired, 427 
clubbed fingers, 370 
cough, 392 
murmurs, pulmonic area 503 
pectoriloguy, 457 
perce dullness or flatness, 


area in- 


precordium, pulsations abnor- 
mal, 472 
pulmonic second sound, accen- 
tuated, 485 
scoliosis, 625 
sputum, characteristics, 392 
Fibrositis 
acute 
back muscles, spasm or ri- 
gidity, 618 
back pain, musculoskeletal 
origin, 606 
lumbar pain, 613 
lumbar tenderness, 618 
cervical: torticollis, 311 
extremity, upper, pain, 325 
headache, occipital, 8 
intercostal 
chest, mobility impaired, 427 
chest, tenderness, localized, 
407 
intramuscular, 288 
neck pain, 288 
primary, aponeuroses and ten- 
dons, 288 
thigh or thighs, pain, 679 
Fifth disease 
erythema, general, 876 
macules, 879 
Fingernails 
abnormalities and affections of, 


capillary pulsation under, 379 
dystrophy, 376 
hematoma: finger, painful, 355 
new growths, 377 
racquet, 376 
Fingers 
baseball, 373 
clubbed, 368 
x-ray findings, 369 
deformities of, 372 
gangrene of, 370 
mallet, 373 
pain in, and hand, 353 
skin aftections of, 374 
snap, 374 
sprain, pain, 355 
swellings of, 357 
trigger, 374 
Fissure in ano 
dyspareunia, 664 
rectum pain, 665 
stools, blood in, 921 
Fissure, tongue, 229 
Fistula 
arteriovenous. See Arteriove- 
nous fistula. 
bronchial: neck sinuses, 310 
bronchopleural: effusion, pu- 
rulent pleural, 464 
carotid, cavernous: exophthal- 
mos, pulsating, 101 
congenital 
ear deformities or malforma- 
tions, 163 
neck sinuses, 310 
in ano : 
anoperineal region, swelling, 
671 
perineum, ulcers, 670 
rectal pain, 666 
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Fistula (cont.) 
in ano (cont.) 
stools, blood in, 922 
stools, pus in, 927 
neck, 309 
rectovaginal 
abnormalities 
palpation, 658 
rectal examinations, 673 
speculum examination, 
661 


rectovesical: fecal urethral dis- | 


charge, 632 
urinary: scrotum, ulcer, 639 
vesicovaginal 
abnormalities 
palpation, 658 
speculum 
661 
Fits, 769. See also Convulsions. 
uncinate, 184 
taste loss, 
perversion, 238 
Fixed eyeballs, 91 
Fixed pupils, 109 
Flank: swelling, anterior, 568 
Flapping of cheeks, 51 
Flashes of light, 144 
Flatfoot 
foot deformities, 731 
foot eversion, 729 
foot or toes, pain, 718 
leg pain, 710 
Flatness on percussion, 443 
Flushing 
face 38 
sudden or transient, 40 
hot flushes, 814 
Foaming mouth, 198 
Folliculitis 
decalvans: bald patches, scalp, 
Dy, 


perforating: nose, skin affec- 
tions of, 181 
Fontanels 
bulging of, 16 
a ae eres or enlarged, 


sunken, 17 
Food allergy. See Allergy, gas- 
trointestinal. 
Foot 
deformities of, 731 
edema of, 724 
eversion of, 729 
gangrene of, 726 
emmersion: toes or foot, gan- 
grene, 726 
inversion of, 730 
pain in, 718 
strain: foot or toes, pain, 718 
trench: foot or toes, gangrene, 
726 
ulcers of, 725 
Foot and mouth disease 
lips, skin affections of, 190 
mouth picets or white patches, 
5 
tongue, pain in, 221 
tongue, ulcers of, 232 
vesicles, 884 
Footdrop, 728 
Foster Kennedy syndrome: optic 
atrophy, 122 
Fox-Fordyce disease 
axilla, skin affections, 323 
lips, skin affections, 189 
navel, oozing from, 600 
Forearms: skin affections of, 364 
Foreign body 
air passages 
breathing stridulous, 436 
breathing sounds, weak or 
absent, 455 


examination, 


impairment, or 











Foreign body (cont.) 
air passages (cont.) 
cyanosis, 779 
dyspnea, 431 


rales, 459 
bladder: hematuria, 950 
ear 


deafness, 160 
earache, 147 
sneezing, 185 
esophagus 
dysphagia with pain, 271 
dysphagia without pain, 275 
eye 
conjunctiva, inflamed, 79 
eyeball, painful, 90 
lacrimation and _ epiphora, 


nictitation and  blepharo- 
spasm, 76 
eyelids: swelling, localized, 71 
larynx 
abnormalities, laryngo- 
scopy, 286 
hoarseness, 282 
pain, 279 
nose 
Sahl et mucopurulent, 


epistaxis, 177 
obstruction, 173 
pain, 165 
rectum 
abnormalities felt by rectum, 


pain, 668 
throat: pain, 254 
urethra 
hematuria, 950 
urine retention, 956 
Foul breath, 193 
Fracture 
acromion process: shoulder, 
elevation or depression, 
320 
astragalus: ankle, pain, 717 
clavicle: shoulder, elevation or 
depression, 319 
Colle’s: wrist, swelling, 350 
crepitus, 775 
edema, circumscribed or local, 
0 


elbow region: swelling, 347 
femur 
extremity, lower, shortening, 
extremity, lower, swelling, 
690 
hip pain, 677 
knee pain, 684 
neck 
foot eversion, 729 
thigh pain, 678 
humerus 
neck 
shoulder pain, 315 
shoulder swelling, 318 
upper extremity, pain, 324 
wrist drop, unilateral, 352 
hyoid bone and thyroid carti- 
lage: neck, swelling, 299 
mandible 
jaw pain, 246 
saliva, dribbling, 196 
metacarpal bone: hand, pain, 
355 
metatarsal bone: foot or toes, 
pain, 719 
nasal bones 
nose, bridge, pain, 165 
nose, deformity, 168 
nose, swelling, 167 
orbit: blindness, transient or 
permanent, 137 








Index 


Fracture (cont.) f 
os calcis: foot or toes, pain, 
719 
patella, 
knee, pain, 684 
knee, swelling, 688 
pathologic, 753 
phalanges 
finger, deformities, 373 
hand and fingers, pain, 355 
foot or toes, pain, 719 
Pott’s 
ankle pain, 716 
foot eversion, 729 
a erpti el upper, pain, 
2 


ribs 
chest 
mobility, impaired, 427 
pain, side, 404 
tenderness, localized, 406 
cough, 390 
sputum, characteristics, 390 
scapula, surgical neck: shoul- 
der, elevation or depres- 
sion, 319 
skull 
base 
ear, bleeding, 152 
eyelids, ecchymosis, 67 
hemorrhage, subconjunc- 
tival, 81 
coma, 759 
deafness, 159 
ecchymosis, eyelids, 67 
headache, general or vari- 
able, 10 
nosebleed, 177 
pupillary reflexes, abnormal, 
11 


pupils, changes, 106 

shock, 872 

vomiting, acute, 549 
spontaneous, 753 
sternum 

chest deformity, 410 

chest tenderness, localized, 


406 
chest wall, swelling, local- 
ized, 414 


pain, sternal region, 399 
tibia or fibula; leg pain, 709 
ulna: upper extremity, pain, 

324 


vertebrae 
back pain, musculoskeletal 
origin, 606 
back pain, thoracic, 611 
wrist: swelling, 350 
Fracture-callus: Scarpa’s triangle, 
swelling, 682 
Fracture-dislocation 
cervical vertebrae 
extremities, upper, atrophy 
or wasting, 346 
Sree, upper, paralysis, 
33 


head, forward displacement, 
33 


2 
hyperpyrexia, 937 
neck pain, 290 
neck tenderness, 

291 x 

spine 
anesthesia, 863 
extremities, lower, paralysis, 

702 
feces, incontinence of, 813 
knee jerk, diminished or ab- 

sent, 697 
lumbar region, swelling, su- 

perficial, 621 
priapism, 633 
urine retention, 956 


localized, 
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Fragilitas ossium, 754 
Freckles. See Skin affections of 
face, 58 
Freiberg’s disease: foot, heel, or 
toes, pain in, 721 
Friedreich’s ataxia 
abdominal skin reflexes, 
sent, 600 
anesthesia, 865 
ataxia, 743 
atrophy, muscular, 746 
bones, brittle, 754 
contractures, 768 
dementia, 787 
extremities, lower, atrophy, 706 
extremities, lower, paralysis, 
704 
extremities, upper, paresthesia, 
364 


ab- 


foot, deformities of, 731 

gait, abnormalities of, 818 
hand deformities, 361 

head rolling, 22 

head, tremor or shaking, 23 
heart, Paton basal, general, 


knee jerks, diminished or ab- 
sent, 697 

kyphosis, 622 

movements, choreiform, 850 

nystagmus, 99 

optic atrophy, 121 

scoliosis, 625 

speech distrubances of, 913 

tongue, ataxic, 234 

Friedreich’s disease. See Freid- 
reich’s ataxia. 

Froelich’s syndrome. See also 
Dystrophia adiposogeni- 
talis. 

amenorrhea, 651 
fat, pone real distribution of, 
impotence, 823 
sterility, female, 919 
sterility, male, 920 
thirst, increased, 941 
Fremitus 
pleural friction, 443 
precordial friction, 474 
tactile 
decreased 
general causes, 440 
physiological, 440 
increased 440 
general causes, 440 
physiological, 440 
vocal 
decreased 
general causes, 440 
physiological, 440 
increased 440 
general causes, 440 
physiological, 440 
Frequent urination, 942 
Frostbite 
gangrene 
ear, 152 
fingers or hands, 370 
toes or foot, 726 
pain 
foot or toes, 720 
hand or fingers, 354 

Furuncle. See Carbuncle and fu- 
runcle. 

Furunculosis. See also Carbuncle 
and furuncle. 

external auditory canal 
deafness, 160 
discharge, 151 
ear, skin affections, 153 
earache, 147 
headache, lateral, 6 
nostrils 





Furunculosis (cont.) 
nostrils (cont.) 
nose,pain, 165 
nose, redness, 166 
nose, skin affections, 180 
nose, swelling, 167 
pustules, 889 


Gait, abnormalities, 814 
anatomy, general, 814 
considerations, general, 815 

Gallbladder, carcinoma of. See 

Carcinoma, gallbladder. 

Gallop ryt See Rhythm, gal- 

op. 

Ganglion, simple: wrist swelling, 


Ganglionitis, acute posterior: 
herpes zoster, 425 
Gangrene 
chemical: fingers and hand, 
371 
of ear, 150 


swellings, 150 
of fingers or hand, 370 
of lung 
cacogeusia, 237 
cough, 392 
sputum, characteristics, 393 
of toes or foot, 726 
pressure 
fingers and hand, 371 
toes or foot, 726 
senile: toes and foot, 726 
traumatic 
fingers and hand, 371 
toes or foot, 726 
X-ray: fingers or hand, 372 
Gastrectasis, acute: thirst, 
creased, 939 
Gastric hemorrhage, 555 
Gastric ulcer. See Ulcer, Peptic. 
Gastritis 
acute 
dyspepsia, 543 
epigastrium, pain, 518 
epigastrium, tenderness, 522 
heartburn, 509 
hematemesis, 555 
tongue, coated, 222 
vomiting, acute, 547 
chronic 
dyspepsia, 543 
epigastrium, pain, 518 
epigastrium, tenderness, 522 
heartburn, 509 
hematemesis, 555 
mouth, dry, 197 
tongue, coated, 222 
vomiting, chronic, 551 
corrosive, acute. See Gastritis, 
acute. 
exogenous. See Gastritis, acute. 
infectious, acute. See Gastritis, 


in- 


acute. 
suppurative, acute. See Gastri- 
tis, acute. 
toxic 
abdominal tenderness, gen- 
eral, 516 


epigastrium, pain, 519 
hematemesis, 555 
vomiting, acute, 547 
Gastroenteritis 
acute. See also Gastritis, acute; 
Enterocolitis, acute. 
abdominal pain, general, 513 
chronic. See Gastritis, chronic; 
Enterocolitis, chronic. 
Gastroptosis. See Visceroptosis. 
Gastrorrhagia. See Hematemesis. 
Gaucher’s disease 
gums, spongy, bleeding, or ul- 
cerated, 211 
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Gaucher’s disease (cont.) 
heart enlargement, general, 481 
hematemesis, 557 
hepatomegaly, 584 
jaundice, 835 
lymphadenopathy, 842 
mouth, bleeding, 199 
skin pigmentation, increased or 
decreased, 902 
splenomegaly, 590 
Gee-Herter disease. See Celiac 
disease; Steatorrhea, idi- 


opathic; Sprue, non- 
tropical. 

abdominal swelling, general, 
60 


Gee-Thaysen disease. See Gee- 
Herter disease. 

General dropsy, 737 

General pain, 860 

General symptoms, 733 

General paresis: See also Syph- 
ilis. 

amnesia, 737 
ataxia, 744 
bones, brittle, 753 
convulsions, 773 
dementia, 785 
diplopia, 127 
emotions, altered, 810 
facies, characteristic, 43 
feces, incontinence of, 813 
gait, abnormalities of, 817 
hemiplegia, 340 
herpes zoster, 425 
impotence, 823 
insomnia, 825 
knee jerk, exaggerated, 698 
lip, tremulous, 188 
mentality, changes of, 843 
movements, tremulous, 853 
optic atrophy, 120 
pharynx, insensitive, 269 
ptosis, 66 
pupillary reflexes, 111 
pupils in, 105 
speech, disturbed, 913 
tongue, paralyzed, 235 
tongue, tremor, 233 
vertigo, 958 
Genitalia 
female, 643 
malformations, external, 651 
male, 628 
anomalies, external, 640 
skin affections of, 641 

Genu varum, 715 

Gerlier’s disease: vertigo, 958 

Giddiness, 796 

Gigantism 

stature, tall, 915 
hemianopsia, 131 

Gilbert’s disease. See Jaundice, 
acholuric. 

Gilles de la Tourette disease: 
facial spasm, twitching, 
grimacing, 48 

Gingivitis, 208 

catarrhal: gums spongy, bleed- 
ing, 208 

chronic: gums spongy, bleed- 

ing, 208 

and alveolar 

swellings, 211 

gums, spongy, bleeding, 208 


gums process, 


gravidarum: gums, swollen, 
PAG 

hypertrophic, generalized: 
gums spongy, bleeding, 
208 


hypertrophic, localized: gums 
spongy, bleeding, 208 
mouth, bleeding, 199 
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Gingivitis (cont.) ; 
necrotic. See Angina, Vin- 
cent’s. 
traumatic: gums spongy, bleed- 
ing, 208 
Girdle sensation, 510 
Glanders, acute 
neck, lymphodenopathy, 305 
nose, pain, 166 
nose, swelling, 167 
Glands. See individual organs. 
Glandular fever. See Infectious 
mononucleosis. 
Glaucoma 
acute 
blindness, 138 
conjunctiva, chemosis, 84 
conjunctiva, redness or in- 
jected, 79 
coy cloudy or steamy, 


corneal-conjunctival reflex, 
abolished, 87 
eyeball, painful, 91 
pupillary reflexes, abnormal- 
ities, 110 
chronic 
blindness, 138 
headache, frontal, 3 
optic atrophy, 121 
pupil changes, 105 
vision, diminished, 135 
visual fields, 134 
simple 
blindness, 138 
scotoma, 142 
Globus hystericus, 268 
dysphagia without pain, 274 
Glomerulonephritis. See also 
Nephrotic syndrome; 
Uremia. 
acute 
anasarca, 738 
blood pressure, high, 749 
extremities, lower, edema, 
722 
eyelids, swelling, 68 
face pallor (permanent), 88 
face, swelling, general, 51 
facies, characteristic, 41 
hematuria, 948 
lumbar pain, 616 
oliguria, 951 
vomiting, acute, 548 
chronic 
anasarca, 738 
aortic second sound, accen- 
tuated, 483 
ascites, 574 
blood pressure, high, 749 
cardiac hypertrophy, 479 
deafness, 161 
diarrhea, chronic, 794 
epistaxis, 178 
extremities, lower, edema, 
IP? 
eyelids, swelling, 68 
face pallor (permanent), 34 
face, swelling, general, 51 
facies, characteristic, 41 
headache, occipital, 7 
hematuria, 949 
mouth, dryness, 197 
oliguria, 951 
polyuria, 954 
pruritus, 828 
retinal vascular changes and 
retinitis, 115 
sclera, pearly bluish, 88 
skin, dryness, 907 
thirst, increased, 941 
tinnitus aurium, 156 
vomiting, chronic, 552 
weakness, 959 











Glomerulonephritis (cont.) 
latent: anasarca, 739 
subacute 
anasarca, 738 
aortic second sound, accen- 
tuated, 483 
blood pressure, high, 749 
cardiac hypertrophy, 749 
extremities lower, edema, 
122 
eyelids, swelling, 68 
face pallor (permanent), 34 
Glomerulosclerosis, intercapil- 
lary. See also Nephrotic 
syndrome; Kimmelsteil- 
Wilson disease. 
ascites, 574 
Glossitis 
acute diffuse 
earache, 148 
tongue, painful, 221 
tongue, red, 225 
tongue, swollen, 226 
acute, papular: tongue, pain, 
220 


chronic streptococcal, (super- 
ficial ) 
dysphagia with pain, 272 
tongue, pain, 219 
tongue, red, 225 
Hunter’s, 220 
sclerotic, 230 
venenata: tongue, swollen, 226 
Glossodynia, 221 
Glossopyrosis, 220 
Glottis, edema of. See Edema, 
glottis. 
Goiter, 306 
Adenomatous 
thyroid enlargement, 306 
with hyperthyroidism. See 
also. Hyperthyroidism; 
Thyrotoxicosis. 
arrythmia, cardiac, causes 
of, 498 
tachycardiac, 490 
Adenomatous-colloid. See Goi- 
ter, mixed. 
Adolescent. See Goiter, colloid. 
Colloid 
thyroid enlargement 
diffuse, 306 
nodular, 306 
Exophthalmic. See also Hyper- 
thyroidism; Thyrotoxi- 
cosis. 
anasarca, 739 
apex beat, forcible, 468 
appetite, increased, 741 
cardiac arrhythmia, causes 
of, 498 
cardiac sounds, increased in- 
tensity, 476 
carotid artery, throbbing, 
999 
diarrhea, chronic, 794 
emotions, altered, 810 
exophthalmos, 100 
eyeballs, fixed, 92 
eyelids, tremor of, 77 
face flushing, sudden or tran- 
sient, 40 
facial spasm, grimacing, 47 
facies, characteristic, 41 
heart, general enlargement, 
481 \ 
hot flushes, 814 
hypertension, 751 
insomnia, 825 
lagophthalmos, 66 
mentality, changes of, 848 
movements, tremulous, 852 
murmurs 











Index 


Goiter (cont.) 
Exophthalmic (cont.) 
murmurs (cont.) 
mitral area, 501 
pulmonic area, 503 
palpitation, 508 
precordium, thrill in, 473 
pulsations, abnormal, pre- 
cordium, 470 
pulsations, capillary, 379 
sclera, pearly, 88 
sensations, subjective, 868 
skin pigmentation, 900 
skin, thickened, 909 
squint or strabismus, 95 
tachycardia, types of, 487 
thyroid enlargement, 307 
vomiting, chronic, 552 
weakness, 959 
weight loss, 961 
sweating, general, 929 
General symptoms 
cough, 393 
cyanosis, 778 
hoarseness, 282 
Hashimoto’s. 309. See also 
Thyroiditis, chronic. 
intrathoracic 
chest wall, veins enlarged, 
418 
percussion, dullness or flat- 
ness, 446 
malignant: thyroid enlarge- 
ment, 307 
mixed: thyroid enlargement, 
307 


parenchymatous, nontoxic. See 
Goiter, colloid. 
Riedel’s. See also Thyroiditis, 
chronic, 309. 
Simple. See Goiter, colloid. 
Gonorrhea. See also Arthritis, 
gonococcal; Urethritis; 
Peritonitis, pelvic. 
dyspareunia, 663 
dysuria, 945 
groin, lymphadenopathy, 603 
hematuria, 948 
leukorrhea, 644 
pollakiuria, 943 
urethral discharge, 632 
Gout 
finger, deformities, 373 
foot or toes, painful, 719 
hand and fingers, painful, 356 
hand and fingers, swelling, 358 
joints, pain in multiple, 838 
Graafian follicle, rupture: um- 
bilical region, pain, 528 
Gradenigo’s syndrome 
lacrimation and epiphora, 83 
photophobia, 125 
squint or strabismus, 96 
Grand mal. See Epilepsy, major. 
Granuloma 
gums, swelling, 212 
hands and fingers, swelling, 357 
umbilicus: abdominal wall, 
swelling, 562 
Graves’ disease. See Goiter, ex- 
ophthalmic. 
Grinding of teeth; 242 
Groin 
lymphadenopathy, 602 
pain, 530 
skin affections of, 682 
swellings in, 601 
tenderness, 535 
Guillain-Barre syndrome. See 
also Polyneuritis, acute 
idiopathic. 
anesthesia, 865 
ataxia, 744 
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Guillain-Barre syndrome (cont.) 
back pain, neurogenic origin, 
609 
paralysis, 


extremities, lower, 
704 


pees a upper, paralysis, 
knee jerk, diminished or ab- 
sent, 697 
paresthesia, 868 
papilledema, 119 
pupils, changes in, 109 
thigh or thighs, pain, 681 
Gumma. See also Syphilis. 
gum and alveolar process 
swelling, 213 
ulcerated, 210 
aD mal skin affections, 


head: swelling on, 19 
liver: hypochondrium, 
pain, 525 

mouth 
pain, 192 
ulcer, 204 
nasal 
mucopurulent discharge, 176 
obstruction, 172 
pain, 166 
neck: swollen, 298 
palate 
perforated, 216 
regurgitation of fluid 
through nose, 176 
swelling, 215 
pharynx 
swelling, 264 
ulcer, 266 
sternum 
chest wall, swelling, local, 
414 


right, 


chest wall, ulcer, 415 
tonsils, ulcerated, 261 
vulva: ulcer, 653 
Gums 
colored line on, 207 
in miners, 207 
in Negroes, 207 
simple ulcer of, 208 
spongy, bleeding, or ulcerated, 


swelling of, 211 


Hair 
decreased, 819 
increased, 819 
Halitosis, 193 


Hallerborden-Spatz syndrome: 
movements, athetoid, 
849 
Hallux 
rigidus 


foot or toes, pain, 720 
toes, deformity, 732 
valgus 
foot or toes, pain, 718 
toes, deformities, 732 
Habit spasm: eyelids, blinking, 
76 


Halving of pulse rate, 383 
Hammer-toe 
deformity, 732 
foot or toes, pain, 720 
Hand 
accoucheur’s, 360 
ape, 361 
claw, 360, 361 
deformities, 359 
enlargement, 358 
fingers, pain, 353 
gangrene, 370 
preacher’s, 361 
skin affections, 364 





Hand (cont.) 
swellings of, and of fingers, 
357 
trident, 360 
Hand-Schuller-Christian disease 
eyelids, swelling, local, 72 
gums, spongy, bleeding, or 
ulcerated, 211 
gums and alveolar process, 
swelling, 214 
lymphadenopathy, 842 
mouth 
bleeding, 199 
nodules or tubercles, 892 
pain, 193 
petechiae, 206 
nystagmus, 100 
obesity, 858 
optic atrophy, 122 
Hanot’s disease. See Cirrhosis, 
primary biliary. 
Harelip, 190 
Harrison’s groove, 409 
Hashimoto’s disease. See also 
Thyroiditis, chronic. 
thyroid enlargement, 309 
Hawking and spitting, 266 
Hay fever 
conjunctiva, redness or injec- 
tion, 80 
cough, 389 
deafness, 159 
lacrimation and epiphora, 82 
nasal discharge, watery, 173 
nasal obstruction, 172 
photophobia, 125 
sneezing, 184 
taste loss, 236 
throat, tickling or itching, 256 
Haverhill disease: erythema, gen- 
eral, 876 
Head 


abnormalities, size and shape, 
3 


banging: spasmodic move- 
ments, 22 

displacement, forward, 23 

injuries. See trauma of various 
parts of body; Concus- 
sion; Fracture, skull. 

retraction, 24 

rolling, 21 

shaking, 21 

spasmodic movements, 22 

swelling, 18 

tremor or shaking, 23 

turning to one side, 24 

veins, enlarged, 25 

Headache, 1 

bilious. See Migraine. 

extracranial sources, 2 

frontal, 2 

general or variable, 9 

helmet. See Headache, psycho- 
genic. 

incidence, 2 

intensity, 2 

intracranial sources, 1 

lateral, 5 

lower half. See Neuralgia, 
facial atypical. 

mechanisms of production, 1 

occipital, 7 

periodic sick. See Migraine. 

posttraumatic: headache, gen- 
eral or variable, 10 

pyrexial, 9 

headache, occipital, 8 

psychogenic, 9 

quality of, 2 

rheumatic, 8 

Sluder’s. See Neuralgia, facial 
atypical. 
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Headache (cont.) 
tension: headache, general or 
variable, 9 
traumatic: headache, 
or variable, 10 
vertex, 9 
Hearing 
heightened, 162 
impaired, 157 
Heart. See also Cardiac: 
rhythmia, Dullness, 
Enlargement, Murmurs, 
Sounds. 
Heart block 
auriculoventricular 
complete 
arrhythmia form, 495 
bradycardia, 492 
jugular vein, 
294 
partial 
pulse, irregular, 381 
pulse rate, halving, 383 
sino-atrial 
bradycardia, 491 
Heart disease 
congenital 
clubbed fingers, 369 
cough, 393 
cyanosis, 777 
dyspnea, 432 
ventricle, left, enlargement, 
479 
ventricle, right, enlargement, 


general 


Ar- 


pulsation, 


general symptoms and signs 
apex beat 
diffuse, 469 
displaced, 465 
feeble or absent, 868 
forcible, 467 
bradycardia, 491 
palpitation, 507 
precordium 
abnormal pulsations, 470 
friction fremitus, 474 
thrills in, 872 
tachycardia, 486 
hypertensive and arteriosclero- 
tic. See also Angina 
pectoris; Infarction, 
myocardial; Coronary 
insufficiency; Hyperten- 
sion; Arteriosclerosis, 
general. 
blood pressure, high, 748 
blood pressure, low, 752 
bradycardia, 493 
cardiac arrhythmia, 
of, 496 
death, sudden and _ unex- 
pected, 780 
dementia, 786 
dyspnea, 431 
heart block, 493 
insomnia, 824 
murmur, mitral systolic, 500 
palpitation, 508 
syncope, 931 
tachycardia, types, 490 
pulmonary. See also Fibrosis, 
pulmonary. 
causes of, 480 
cyanosis, 777 
murmurs, pulmonary area, 
503 
pulmonic second sound, ac- 
centuated, 484 


causes 


ventricle, right, enlarged, 
480 

valvular. See Aortic murmurs; 
Endocarditis, chronic; 
Mitral murmurs; Sten- 
osis, aortic; Stenosis, 
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Heart disease (cont.) 
valvular (cont.) ; 
mitral; Stenosis, tricus- 
pid. 
Heart failure, congestive 
apex, first sound enfeebled, 482 
apex beat, diffuse, 469 
apex beat, displaced, 466 
apex beat, feeble or absent, 468 
ascites, 572 
aortic second sound, enfeebled, 


cardiac arrhythmia, 497 

cardiac area dullness,  in- 
creased, 475 

cardiac sounds, decreased in- 
tensity, 481 

cardiac, sounds, reduplicated, 


chest wall, veins enlarged, 418 
Cheyne-Stokes breathing, 439 
cough, 389 
cyanosis, 777 
dyspepsia, 543 
dyspnea, 429 
epigastrium, pain, 520 
epigastrium, tenderness, 523 
extremities lower, edema, 722 
face pallor (permanent), 34 
gallop rhythm, 486 
heart enlargement, general, 480 
hepatomegaly, 579 
hypochondrium, right, tender- 
ness, 525 
insomnia, 824 
jugular veins, enlarged, 296 
jugular veins, pulsation, 293 
mentality, changes of, 844 
murmurs, aortic area, 502 
murmurs, mitral area, 500 
oliguria, 952 
orthopnea, 859 
palpitation, 508 
pleural effusion, serous, 462 
precordium, pulsations, ab- 
normal, 470 
pulmonic second sound, ac- 
centuated, 485 
rales, 458 
tachycardia, 490 
urination, frequent, 943 
vomiting, acute, 548 
weakness, 959 
hypertrophy. See Hyper- 
trophy, cardiac. 
soldiers’. See Neurocirculatory 
asthenia. 
sounds. See Cardiac sounds 
Heartburn, 509 
Heat 
cramps: muscular cramps, 774 
exhaustion 
sensation of, 868 
syncope, 931 
weakness, 958 
Heel 
pads: pain, 719 
pain in, 718 
Heerfordt’s disease. See also 
Fever, uveoparotid; 
sarcoidosis. 
lacrimal gland, swelling, 305 
parotid gland, swelling, 305 
Hemangioma 
cavernous, 423 
chest, skin affections, 423 
hypertrophicum, 423 
simplex, 423 
lips, swelling, 188 
tongue, swelling, 227 
Hemarthrosis: elbow, swelling, 
349 





Hematemesis, 554 i 
distinguished from hemoptysis, 


postoperative, 556 
Hematocele 
pelvic: abnormalities, palpa- 
tion, 569 
scrotum, swelling, 638 
Hematoma 
nasal septum: obstruction, 172 
pelvic: abnormalities, palpa- 
tion, 659 
scalp; head swelling, 19 
sternomastoid muscle 
neck, swelling, 298 
torticollis, 311 
subdural 
bradycardia, 493 
coma, 759 
corneo-conjunctival reflex, 
abolished same side, 88 
headache, general or vari- 
able, 9 
papilledema, 118 
ptosis, 65 
subperiosteal: knee swelling, 
688 


subungual, 377 
finger, painful, 355 
vulva: swelling, 652 
Hematomyelia 

brachial monoplegia, 331 

extremities, upper, atrophy or 
wasting, 346 

extremities, upper, paralysis, 
337) 


hand deformities, 362 
Hematuria, 948 
anticoagulant therapy, 950 
renal, essential, 950 
urine color, 946 
Hemianopsia, 129 
attention, 129 
bitemporal, 130 
heteronymous, 129 
homonymous, 129 
horizontal, 129 
lesions, main sites, 130 
quadrantic, 129 
tests for, 130 
vertical, 129 
Hemiatrophy 
facial 
mouth, drawn one side, 200 
progressive 
facial asymmetry, 54 
head, abnormal, 15 
skin pigmentation, 901 
Hemichorea: hemiplegia, 342 
Hemicrania. See Migraine. 
Hemiplegia, 338 
abdominal skin reflexes, absent 
ankle clonus, 717 
ataxia, 743 
attitude, abnormalities of, 747 
chest asymmetry, 412 
contractures, 767 
dolorosa: pain, unilateral, 861 
extensor plantar reflex, 730 
gait, abnormalities of, 816 
hand, deformities of, 362 
infantile 
extremity, lower, shortening, 
694 
head, abnormal, 14 
hemiplegia, 341 
knee jerks, exaggerated, 698 
opisthotonos, 859 
speech, disturbed, 913 
knee jerk, exaggerated, 698 
lesion, localization, 338 
movements, tremulous, 853 
tongue, deviated, 235 
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Hemochromatosis: skin pigmen- 
tation, 900 
Hemoglobin C disease: spleno- 
megaly, 591 
Hemoglobin E thalassemia dis- 
ease: splenomegaly, 
585 
Hemoglobinuria, 946 
categories of, 947 
march, 947 
Hemophilia 
elbow 
arthritis, 349 
hemarthrosis, 349 
epistaxis, 178 
eyelids, ecchymosis, 68 
gums, bleeding, 210 
hematuria, 950 
Hemophilioid disease: skin 
hemorrhages, 906 
Hemoptysis, 395 
differentiation from hema- 
temesis, 395 
general causes, 396 
Hemorrhage 
acute 
blindness, transient or per- 
manent, 139 
blood pressure, low, 751 
dyspnea, 433 
face pallor, sudden or tran- 
sient, 38 
hypopyrexia, 938 
mouth, dry, 197 
syncope, 930 
thirst, increased, 939 
anal, 921 
aural, 152 
bronchopulmonary, hemop- 
tysis, 395 
cerebellar: death, sudden, 780 
conjunctival, 81 
cutaneous, 902 
hematemesis, 554 
labyrinthine: deafness, 160 
meningeal 
hemiplegia, 341 
in infants: fontanels, bulg- 


ing, 17 
nasal, 177 
oral, 199 


orbital: eyelids, ecchymosis, 
67 


pontine 

conjugate deviation, 96 

death, sudden, 780 

pupils, changes in, 106 

squint or strabismus, 95 
retinal, 115 

scotoma, 142 
retroperitoneal: back pain, 

visceral origin, 610 

spinal cord. See Hematomyelia. 
subarachnoid. See Apoplexy. 
uterine, 645 
ventricular: pupils, changes in, 


Hemorrhagic disease of new- 
born: skin hemor- 
thages, 906 
Hemorrhoids 
dyspareunia, 664 
external: andperineal region, 
swelling, 672 
internal 
abnormalities felt by rectum, 
672 
stools, mucus in, 925 
perineum, tenderness, 669 
pruritus ani, 671 
rectal pain, 665 
sacral, sacroiliac, or coccygeal 
pain, 617 
stools, blood in, 921 
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Hemothorax, 463 
spontaneous, 464 
Hemeralopia. See Blindness, day. 
Hepatitis 
homologous serum. See Hepa- 
titis, viral. 
IH and SH or A and B. See 
Hepatitis, viral. 
infectious or epidemic. See 
Hepatitis, viral. 
serum. See Hepatitis, viral. 
toxic 
jaundice, 831 
hepatomegaly, 582 
viral 
dyspepsia, 544 
hepatomegaly, 581 
jaundice, 829 
Hepatomegaly, 579 
chest, impaired mobility, 428 
hypochondrium, right, swell- 
ing, 564 
percussion, dullness or flatness, 
447 


Hepatoptosis, 579 
Hernia 
cerebri: head, swelling, 20 
diaphragmatic 
abdomen, retracted, 593 
apex beat, displaced, 467 
epigastric 
abdominal wall, swelling, 
562 
pain, 521 
esophageal hiatal 
dyspepsia, chronic, 543 
epigastrium, pain, 521 
heartburn, chronic, 510 
hematemesis, 555 
sternal region, pain, 402 
femoral 
inguinal region, swelling, 601 
Scarpa’s triangle, swelling, 


681 
inguinal 
abdominal wall, swelling, 
561 
iliac and inguinal regions, 
pain, 532 


inguinal region, swelling, 600 
obturator 
inguinal region or groin, 
swelling, 602 
Scarpa’s triangle, swelling, 
682 
thigh, pain, 680 
pudendal: vulva, swelling, 652 
scrotal: swelling, 639 
strangulated. See also Obstruc- 
tion, acute intestinal. 
constipation, acute, 763 
shock, 870 
umbilical 
abdominal wall, swelling, 
562 
umbilical region, pain, 528 
umbilical region, swelling, 
566 
ventral 
abdominal wall, swelling, 
562 
hypogastrium, swelling, 571 
iliac region, swelling, 570 
Herniation nucleus pulposis. See 
Disc, ruptured, inter- 


vertebral. 

Herpes 

facialis: eyelids, skin affec- 
tions of, 74 


febrilis: eyelids, crusted, 73 

labialis, 187 

lingual: tongue, ulcer, 230 

of pharynx: white or yellow 
patches, 263 











Herpes (cont.) 
progenitalis 
penis, painful, 630 
penis, ulcer, 631 
ulcers, 896 
simplex 
crusted scabs, 893 
facial involvement, 60 
lips, swelling, 187 
skin, red, 188 
vesicles, 882 
vulvae 
pruritus, 655 
ulcers, 654 
zoster, 425 
anesthesia, 864 
back pain, neurogenic ori- 
gin, 609 
back pain, thoracic, 612 
chest pain, 404 
chest, skin affections of, 422 
chest, tenderness, local, 407 
crusts and scabs, 893 
extremity, upper, pain, 327 
face, skin affections of, 60 
facial pain, 32 
hyperesthesia, 865 
iliac and inguinal region, 
pain, 534 
jaw, lower, pain, 247 
mouth, 218 
ophthalmicus: eyelids, 74 
oticus: earache, 147 
tongue, ulcers, 231 
vesicles, 882 
Heterophoria: squint or strabis- 
mus, 93 
Hiccough, 820 
anatomical and _ physiological 
considerations, 820 
epidemic, 821 
hysterical, 821 
postoperative, 820 
Hidradenitis axillaris: axilla, 
skin affections, 323 
High blood pressure, 748 
Hip 
disease, hysterical: extremity, 
lower, lengthened, 695 
dislocation. See Dislocation, 
hip. 
pain in, 677 
sprained: pain, 677 
Hippocratic fingers. See Fingers, 
clubbed. 
Hippus, 109 
Hirschsprung’s disease. See also: 
Idiopathic dilatation. 
abdominal pain, general, 516 
abdominal swelling, general, 
561 
constipation, chronic, 766 
hypogastrium and pelvic pain, 
539 
peristalsis, visible, 599 
stools, blood in, 924 
tympanites, 578 
weight loss, 962 
Hirsutism, 819 
essential, 820 
localized, 820 
Histiocytosis X disease: lymph- 
adenopathy, 842 
Hive-like eruptions, 894 
Hives. See Urticaria. 
Hoarseness, 279 
Hodgkin’s disease. See also 
Lymphoma. 
abdominal wall swelling, 562 
amenorrhea, 651 
ascites, 576 
axillary lymph nodes, enlarged, 
322) 
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Hodgkin’s disease (cont.) 

back pain, musculoskeletal 
origin, 607 

back pain, thoracic, 611 

back pain, visceral origin, 610 

baldness or thin hair, 27 

boils or phlegmons, 898 

cachexia, 755 

chest wall, veins enlarged, 418 

cyanosis, 779 

diarrhea, chronic, 796 

dysphagia without pain, 276 

dyspnea, 434 

epigastrium, swelling, 564 

exophthalmos, 102 

extremities, lower, edema, 724 

extremities, upper, edema, 329 

face pallor (permanent), 37 

face, swelling, general, 53 

groin, lymphadenopathy, 604 

gums, spongy, bleeding, or ul- 
cerated, 211 

hematemesis, 557 

hematuria, 950 

hepatomegaly, 584 

herpes zoster, 425 

itching, 828 

jaundice, 835 

lips, swellings, local, 188 

lymphadenopathy, 841 

muscular atrophy, 746 

neck, lymphadenopathy, 304 

orthopnea, 860 

papules, 882 

percussion, dullness or flat- 
ness, 447 

pleural effusion, bloody, 464 

pleural effusion, serous, 463 

pyrexia, recurring, 936 

regurgitation, 559 

skin pigmentation, 900 

splenomegaly, 586 

stools, blood in, 924 

temperature elevation, pro- 
longed, 935 

tonsils, swollen, 261 

umbilical region, swelling, 568 

weakness, 960 

weight loss, 962 

wheals, 895 

Hollow back, 622 

Hollow foot: deformities, 731 

Homosexuality: impotence, 822 

Homozygous hemoglobin C and 

disease: splenomeg- 
aly, 585 

Hookworm disease. See Anklo- 
stomiasis. 

Hordeolum. See Stye. 

Horner’s syndrome. See also 
Paralysis, cervical sym- 
pathetic. 

causes of, 108, 109 

enophthalmos, 103 

face, asymmetry, 54 

in Klumpke’s paralysis, 343 

in lung cancer, 394 

pupillary reflexes, abnormali- 
ties of, 111 

pupils, changes in, 107 

ptosis, 65 

Hot flushes, 814 

Hughlings-Jackson syndrome, 
229 


Humerus fracture. See Fracture, 
humerus. 

Humpback, 621 

Hunger, 739 

Huntington’s chorea. See Chorea, 
chronic progressive. 

Hutchinson-Gilford disease. See 
Progyria. 

Hydroarthrosis, intermittent: 
knee swelling, 689 
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Hydrocele ; 
congenital: scrotum, swelling, 
638 


canal of Nuck: inguinal region 
or groin, swelling, 602 
cord 
encysted ; 
inguinal region or groin 
swelling, 602 
scrotum, swelling, 638 
multilocular or diffuse: scro- 
tum, swelling, 638 
infantile: scrotum, swelling, 


neck, swelling, 299 
vaginal: scrotum, swelling, 638 
Hydrocephalic cry, 10 
Hydrocephalus 
development, retarded, 788 
drowsiness, or stupor, 799 
dystocia, 807 
exophthalmos, 101 
facies, characteristic, 43 
fontanels, bulging, 16 
fontanels, delayed closure, 16 
head, abnormal, 13 
head, rolling, 21 
head, veins enlarged, 25 
knee jerk, exaggerated, 699 
spasticity or rigidity, general, 
909 
Hydronephrosis 
hematuria, 949 
kidney, enlargement, 591 
lumbar pain, 616 


lumbar’ region, deepseated 
swelling, 619 

polyuria, 954 

Hydrophobia: dysphagia with 
pain, 273 


Hydropneumopericardium: peri- 
cardial friction sound, 
506 
Hydropneumothorax: succussion 
sound, 462 
Hydrothorax 
breath sounds absent, 455 
chest, asymmetry, 412 
chest, impaired mobility, 427 
intercostal spaces, bulging, 415 
percussion, dullness or flatness, 


percussion, hyperresonance or 
tympany, 449 
vocal or tactile fremitus, di- 
minished, 442 
Hygroma, cystic. See Lymphan- 
gioma, cystic. 
Hymen 
imperforate 
dyspareunia, 663 
genitalia, external, 
mations, 651 
inflamed orifice: dyspareunia, 
663 
Hypalgesia, 861 
Hyperabduction Syndrome 
hand and finger pain, 356 
paresthesia, 868 
upper extremities, paresthesia, 
364 


malfor- 


Hyperacidity, urinary: penis, 
pain, 630 
Hyperacusis, 162 
Hyperadrenocorticism. See 
Adrenal cortex, tumor. 
Hyperaldosteronism: blood pres- 
sure, high, 750 
Hyperalgesia, 861 
Hyperbilirubinemia, 829 
Hypercalcemia 
dyspepsia, 542 
vomiting, chronic, 554 











Hyperchlorhydria or hyperacid- 
ity: epigastrium, pain, 
521 


Hyperesthesia, 862, 865 
acoustica, 162 
pharynx, 268 
Hyperestrinism 
female sterility, 919 
uterine bleeding, 648 
Hyperidrosis (or hyperhidrosis), 
928 


Hyperinsulinism. See also Hypo- 
glycemia. 
appetite, increased, 741 
convulsions, 774 
obesity, 857 
weakness, 958 
Hyperkeratosis 
linguae, 224 
subungualis, 376 
Hypernephroma 
hematuria, 949 
lumbar pain, 616 
Hyperopia 
eyeball pain, 90 
pupils, changes, in, 105 
strabismus or squint, 93 
Hyperosmia, 183 
Hyperpiesia. See Hypertension, 
essential. 
Hyperplasia, ectodermal dental: 
teeth anomalies, 245 
Hyperpyrexia, 937 
Hyperresonance on_ percussion, 
447 
Hyperteolorism, 15 
Hypertension, 748 
essential 
aortic second sound, accen- 
tuated, 483 
blood pressure, high, 748 
dizziness, 796 
epistaxis, 178 
headache, occipital, 7 
insomnia, 824 
Keith-Wagner classification, 
748 
malignant 
cardiac enlargement, 479 
papilledema, 118 
pulse, collapsing, 384 
retinal vascular changes and 
retinitis, 115 
sensation, subjective, 868 
tinnitus aurium, 155 
ventricle, left, enlargement, 
479 


secondary 
causes of, 749, 750 
left ventricle, enlarged, 479 
systolic, of aged: blood pres- 
sure, high, 749 
Hyperthyroidism. See also 
Goiter, exophthalmic; 
Goiter, adenomatous; 
Thyrotoxicosis. 
arrhythmia, causes of, 498 
heart, general enlargement, 481 
heart, palpitation, 508 
insomnia, 825 
mitral area murmurs, 501 
pulse, collapsing, 384 


pulse, volume and type of 
wave, 380 
Hypertrichosis, 29, 819 
idiopathic, of women. See 


Hirsutism, essential. 
Hypertrophy 
breast: swelling, 421 
gums, 211 
cardiac 
aortic second sound, accen- 
tuated, 483 
apex beat 
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Hypertrophy (cont.) 
cardiac (cont.) 
apex beat (cont.) 
diffuse, 469 
displaced, 466 
forcible, 468 
apex, first sound accentu- 
ated, 482 
area of cardiac dullness, in- 
creased, 474 
cardiac sounds 
intensity increased, 476 
reduplicated, 486 
general, 480 
ante care spaces, retracted, 
16 


percussion, dullness or flat- 
ness, 446 

precordium, bulging, 412 

sensations, subjective, 869 

ventricle, left, 479 


carotid arteries, throb- 
bing, 292 

electrocardiographic find- 
ings, 478 


X-ray findings, 477 
ventricle, right, 480 
electrocardiographic find- 
ings, 478 
X-ray findings, 477 
cervix: abnormalities by specu- 
lum, 662 
prostate 
abnormalities felt by rectum, 


penis, pain, 630 
toenails, 732 
tonsils, 257 
appearance of, 259 
throat, redness, 258 
Hyperventilation syndrome. See 
also Psychogenic dysp- 
nea. 
convulsions, 774 
dizziness, 797 
dyspnea, 433 
flushings, 814 
peerenes general or variable, 


heart, palpitation, 508 
movements, tremulous, 854 
paresthesia 
extremities, lower, 709 
extremities, upper, 364 
precordial pain, 404 
syncope, 931 
Hypochondrium 
left 
pain, 526 
swellings, 566 
tenderness, 527 
right 
pain, 523 
swellings, 564 
tenderness, 525 
Hypogastrium 
pain, 536 
swelling, 571 
tenderness, 540 
Hypogenitalism. See Eunuchoid- 


ism. 
Hypoglossal syndrome: tongue, 
tremor Or.spasm, 235 
Nypoglycemia 
appetite increased, 741 
coma, 761 
convulsion, 774 
sweating, general, 929 
syncope, 930 
weakness, 958 
Hypogonadism: obesity, 857 
Hypoplasia, ectodermal dental: 
teeth, developmental de- 
fects, localized, 244 
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Hypoprothrombinemia, 904 
skin hemorrhages, 904 
Hypopyrexia, 938 
Hypospadias: genitalia, external, 
anomalies, 640 
Hypotension 
arterial, 751 
essential, 751 
idiopathic postural, 752 
syncope, 931 
Hypothermia, 938 
Hypothyroidism. See Myxedema. 
Hysteria. See also Psychoneuro- 
sis; neurosis. 
anesthesia, 863 
pharynx unilateral or 
lateral, 268 
aphonia or hoarseness, 281 
ataxia, 744 
back pare psychogenic origin, 


bi- 


blepharospasm, chronic, 76 
brachial monoplegia, 331 

chest tenderness, localized, 408 
Cheyne-Stokes respiration, 440 
contractures, 769 

convulsions, 771 

corneal reflex, alterations, 87 
cough, 393 

deafness, 160 

dyspepsia, 541 

eyelids, fluttering of, 76 

facies, characteristic, 42 

gait, abnormalities of, 817 
head, Bpasmodic movements, 


headache, vertex, 9 
hearing, heightened, 162 
hemiplegia, 341 
hiccough, 821 
hyperesthesia, 865 
larynx, perverted sensation, 
mouth, inability to open, 249 
movements, tremulous, 853 
opisthotonos, 859 
pain 

breast, 419 

hip, 678 

larynx, 279 
paralysis 

extremities, lower, 704 

extremity, lower, 700 
paresthesia, 866 
photophobia, 125 
ptosis, 64 
pupils in, 108 
respirations in, 440 
salivation and dribbling, 196 
scalp, localized tenderness, 12 
sensations, subjective, 868 
sneezing, 185 
speech disturbances, 913 
spine, tenderness, localized, 
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squint or strabismus, 95 
tinnitus aurium, 155 
urine, increase in, 954 
urine retention, 956 
vision, dimness, 136 
vision, double, one eye, 129 
visual fields, contraction, 133 
yomiting, chronic, 552 


Ichthyosis 
scales, 888 
skin affections 
elbows and knees, 349 
thighs and groin, 683 
Icterus, 829. See also Jaundice. 
chronic familial. See Sphero- 
cytosis, hereditary. 











Icterus (cont.) 

neonatorum 
bile duct atresia, 832 
erythroblastosis fetalis, 831 
jaundice, infectious, 832 
jaundice, obstructive, 832 
physiologic, 831 

Idiocy 

amaurotic family 
blindness in, 140 
hearing, heightened, 163 
optic atrophy, 121 
retinal vascular changes and 

retinitis, 117 

imbecility 
appetite, perverted, 742 
dentition, delayed, 242 
development, retarded, 788 
epicanthus, 75 
facies, characteristic, 42 
head rolling, 21 
mouth, open, 200 
saliva, drooling, 196 
speech disturbance, 914 

ee Yams head abnormal, 


mongolian 
dwarfism 
802 
facies, characteristic, 43 
tonics, delayed closure, 
1 


and _ infantilism, 


hands, deformity, 360 
head, abnormal, 14 
nasal deformity, 168 
tongue, large, 226 
lleitis, regional. See Enteritis, 
regional. 
Ileocolitis. See Enterocolitis. 
Ileus, paralytic. See also Obstruc- 
tion, acute intestinal. 
constipation, acute, 763 
shock, 871 
tympanites, 577 
Iliac region 
pain, right or left, 530 
swelling, right or left, 569 
tenderness, right or left, 535 
Iliocostal space: swelling in, 568 


Ilium, suppurative  periostitis: 
iliac or inguinal region 
pain, 533 

Imbecility. See Idiocy and im- 
becility. 


Impaction, fecal 
abnormalities felt, rectum, 673 
abnormalities felt, palpation, 
660 
back pain, visceral origin, 610 
constipation, chronic, 765 
hypochondrium, left, pain, 526 
hypochondrium, left, swelling, 


566 

hypochondrium, right, swell- 
ing, 565 

iliac and inguinal regions, pain, 
531 


iliac region, left, swelling, 569 
rectal pain, 667 
stools 
blood in, 923 
mucus in, 925 
pus in, 927 
thigh or thighs, pain, 680 
umbilical region, swelling, 567 
Imperforate hymen. See Hymen, 
imperforate. 
Impetigo 
contagiosa 
bullae, 885 
crusts and scabs, 892 
neck, lymphadenopathy, 302 
scalp, bald patches, 27 
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Impetigo (cont.) 
contagiosa (cont.) 
skin affections 
face, 59 
forearms and hands, 365 
nostrils, 180 
scalp, 29 
pustules, 889 
vesicles, 883 
neonatorum: bullae, 886 
Impotence, 822 
complete or partial, 822 
functional, 822 
organic causes, general, 822 
psychogenic, 822 
temporary or permanent, 822 
Incontinence 
feces, 813 
urine, 953 
Incoordination, ataxia, 742 
Indigestion, 540 
nervous. See Dyspepsia, nerv- 
ous. 
Infantilism, 801 
atrophy of testicle, 638 
Brissaud’s, 802 
cachetic, 802 
cardiac, 802 
intestinal, 802 
pancreatic, 802 
pituitary, 801 
renal, 802 
Infantilism and dwarfism, 801 
Infarction 
myocardial. See also Heart 
Disease, arteriosclerotic. 
apex beat, feeble or absent, 
469 


apex first sound, enfeebled, 


483 
blood pressure, low, 751 
cardiac sounds, decreased 


intensity, 481 
death, sudden, 780 
pain 

epigastrium, 519 

extremity, upper, 324 

sternal region, 398 
precordial friction 

507 
protodiastolic gallop, 486 
shock, 872 
sweating, general, 928 
tachycardia, types of, 490 

pulmonary. See also Embolism, 

pulmonary. 

back pain, thoracic, 612 
breathing, bronchial, 451 
bronchophony, 456 
chest, side pain, 405 
cough, 391 
death sudden, 781 
hemoptysis, 396 
percussion, dullness or flat- 


sound, 


ness, 445 
pleural effusion, purulent, 
465 
pleural friction sound, 461 
rales, 459 


sputum, characteristics, 391 
tachycardia, 490 
vocal or tactile fremitus, in- 
creased, 441 
renal 
hematuria, 949 
lumbar pain, 615 


splenic 
hypochondrium, left, pain, 
526 
hypochondrium, left, tender- 
ness, 528 


splenomegaly, 590 
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Infection, local. See also individ- 
ual organs. 
axillary lymphadenopathy, 321 
extremity, upper, pain, 325 
groin, lymphadenopathy, 603 
pharynx, swelling, 264 
renal aa 
back pain, visceral origin, 
610 
lumbar pain, 615 
lumbar tenderness, 618 
tonsil, displacement, 260 
ulcers of perineum, 669 
Infectious disease. See also indi- 
vidual diseases. 
back pain, musculoskeletal ori- 
gin, 606 
dyspepsia, 542 
fingernails, 378 
headache, general or variable, 


9 
headache, occipital, 8 
Infectious mononucleosis 
lymphadenopathy, 839 
neck, lymphadenopathy, 304 
splenomegaly, 588 
temperature elevation, 
longed, 935 
throat, sore, 254 
Inferior red nucleus syndrome: 
squint or strabismus, 95 
Inferior vena cava syndrome: ex- 
tremities, lower, edema, 
724 
Infestation 
pinworm: pruritus ani, 670 
roundworm: teeth, grinding, 
242 
Infiltration, urinary 
anoperineal region, swelling, 
672 
perineum, tenderness, 669 
Influenza 
conjunctiva, redness or injec- 
tion, 80 
cough, 387 
diarrhea, acute, 791 
eyeballs, pain, 91 
lacrimation and epiphora, 82 
nasal discharge, watery, 173 
pains, general, 860 
pharynx or tonsils, redness, 258 
photophobia, 125 
rales, 458 
sneezing, 185 
sputum, characteristics, 387 
substernal soreness, 399 
weakness, 958 
Infundibular syndrome: cardiac 
arrhythmia, causes of, 
498 
Inguinal region 
lymphadenopathy, 602 
pain in, 530 
swelling in, 600 
tenderness in, 535 
Injection or redness of conjunc- 
tiva, 78 
Injury. See also Trauma. 
contractures, 768 
jaw, swellings, 250 
head: hemiplegia, 339 
Innominate artery, aneurysm. See 
Aneurysm, innominate 
artery. 
pulsation, episternal, 295 
Insolation. See Sunstroke. 
Insomnia, 823 
emotional, 824 
general considerations, 823 


pro- 


Insufficiency 
coronary. See also Heart dis- 
ease, arteriosclerotic: 


Infarction, myocardial; 








Insufficiency (cont.) 
coronary (cont.) ; 
Angina pectoris. 
blood pressure, low, 751 
sweating, general, 929 
hepatic. See also Cholemia; 
Cirrhosis. 
breath, foul, 193 

Insulin reaction, See also Hyper- 
insulinism; Hypoglyce- 
mia. 

appetite, increased, 741 

Intercostal spaces 

bulging or obliteration of, 415 
retraction of, 416 

Intermittent claudication. See 
also Arteriosclerosis ob- 
literans. 

movements, fibrillary, 851 

Intertrigo 

erythema, local, 877 
skin affections 
axilla, 322 
ear, 153 
genitalia, male, 642 
thighs and groin, 682 
vulva, 654 

Intervertebral disc, herniated. See 
Disc, ruptured  Inter- 
vertebral. 

Intestinal bands and adhesions. 
See also Obstruction, in- 
testinal. 

constipation 
acute, 763 
chronic, 766 
Intolerance of light, 124 


Intussusception. See also Ob- 
struction, acute  intes- 
tinal. 

abnormalities felt by rectum, 
constipation 
acute, 763 


chronic, 765 
flank or lumbar region, an- 
terior, swelling, 568 
peristalsis, visible, 598 
rectal pain, 668 
shock, 871 
stools 
mucus in, 925 
blood in, 923 
Inversion of foot, 730 
Iodism. 
nasal discharge, watery, 174 
sneezing in, 185 
taste loss, 238 
Irregular pulse, 381 
Irregular pupils, 104 
Iridochoroiditis, suppurative 
blindness, 138 
conjunctiva, swelling, 83 
eyeball, pain, 91 
Iridocyclitis, purulent: 
ness, 137 


blind- 


Iritis _ ‘ 
conjunctiva 
chemosis, 84 
redness or injection, 79 
cornea, 85 
eyeball, pain, 90 
headache, frontal, 3 
lacrimation and epiphora, 82 
photophobia, 124 
pupillary reflexes, 110 
pupils, changes in, 105 
vision dimness, 135 
Irritation 
nasal: sneezing, 185 
phrenic nerve: hiccough, 821 
Itch 
barber’s. See Sycosis paresthet- 
ica. 
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Itch (cont.) 

Dhobie. See Tinea cruris. 

Jock. See Tinea cruris. 
Itching, 826 

See also Pruritus. 

anoxic, 827 

facultative, 826 

general, 826 

local, 826 

obligate, 826 

of anus, 670 

of throat, 256 

of vulva, 655 

pathologic physiology, 826 

psychogenic, 827 


Jaundice, 829. See also Icterus; 
Hepatitis. 
acholuric, 833. See also Sphe- 
rocytosis, hereditary. 
due to biliary duct atresia, 832 
epistaxis, 178 
itching, 828 
hemolytic, 829. See also Sphe- 
rocytosis, hereditary. 
hepatocellular, 829 
leptospiral. See Weil’s disease. 
nonhemolytic, 829 
obstructive form, 829 
prehepatic form, 829 
skin coloring, abnormal, 898 
skin, hemorrhages in, 905 
taste, bitter, 237 ; 
tongue, coated, 223 
urine, color, 946 
yellow vision, 143 
weight loss, 961 
Jaw, 246 
ankylosis of, 251 
Carcinoma. See also Carci- 
noma, jaw. 
swelling, 250 
deformities of, 251 
developmental retraction of 
‘ lower, 251 
dislocation (forward). See also 
Dislocation, jaw. 
deformity, 252 
mouth, open, 200 
pain, 246 
saliva, dribbling, 196 
fracture. See also Fracture, 
mandible. 
saliva, dribbling, 196 
hysterical closure, 249 
osteoma: swelling, 250 
pain, 246 
protrusion, lower, 251 
necrosis 
gums, swelling, 213 
pain, 248 
swelling, 251 
reflex closure: mouth, inability 
to open, 248 
sarcoma 
face swelling, local, 57 
mouth, inability to open, 249 
pain, 248 
swelling, 250 
swellings, 250 
Joint or joints 
Charcot’s. See also Charcot’s 
joint. 
shoulder, swelling, 319 
Clutton’s, 692. See also Syph- 
ilis, bone. 
pain, multiple, 836 
temporomandibular 
ankylosis, 248 
arthritis, acute isolated, 247 
pain 
gonorrheal arthritis, 247 
infectious arthritis, 247 
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Jugular 
bulb 
distended: neck, swellings, 
297 
veins 
diastolic collapse, 294 
engorgement of 
physiologic respiratory 
phenomenon, 296 
straining, 296 
pulsation of, 293 


Kaposi’s disease 
lymphadenopathy, 842 
skin hemorrhages, 906 
skin pigmentation, 902 
Keloid: ear, skin, affections, 153 
EE corneal protrusion, 


Keratitis 
Ripa ospasel and nictitation, 
7 


eyeball, painful, 90 
interstitial 
cornea, opaque, steamy, 84 
photophobia, 124 
vision, dimness, 135 
lacrimation and epiphora, 82 
phlyctenular 
cornea, opaque, hazy, 84 
cornea, ulceration, 86 
photophobia, 124 
symptomatic, 85 
ocr peconus: corneal protrusion, 


8 
Keratoglobus: corneal protru- 
sion, 87 
Keratosis 
palmaris et plantaris, 368 
pilaris 


forearms and hands, skin 
affections, 365 
papules, 880 
thighs and groins, skin affec- 
tions, 683 
seborrheic: chest, skin affec- 
tions, 423 
senile, 
crusts and scabs, 893 
face, skin affections, 59 
Kidney 
amyloid disease. See also 
Nephrotic syndrome. 
ascites, 574 ‘ 
congenital polycystic 
enlargement, 592 
hematuria, 949 
lumbar region, deep-seated 
swelling, 620 
polyuria, 954 


displacement. See Nephropto- 
sis. 
enlargement, 591. See also 


Swelling, flank or lum- 
bar region, anteriorly. 
characteristics of, 591 
floating. See also Nephroptosis. 
lumbar pain, 616 
oliguria, 952 
polyuria, 955 
infarction. See Infarction, re- 
nal. 
movable. See Kidney, floating. 
trauma: hematuria, 949 
tuberculosis. See Tuberculosis, 
renal. 
tumor. See Tumor, kidney. 
unilateral disease: blood pres- 
sure, high, 750 
Kienbéck’s disease 
foot, heel, or toes, pain, 721 
ribs, swelling, 352 


Kimmelstiel-Wilson syndrome. 
See also Glomeruloscle- 
rosis, intercapillary; 
Nephrotic syndrome. 

ascites, 574 
blood pressure, high, 750 
Karla cee: neck, pain, 


Klinefelter’s syndrome 
breast, swelling, 421 
development, retarded, 788 
Klippel-Feil syndrome 
contractures, 769 
kyphosis, 622 
scoliosis, 625 
Knee 
dislocation of. See Dislocation, 
knee. 
housemaid. See Bursa, prepa- 
tellar. 
internal derangement: 
684 
pain in, 683 
skin affections of, 349 
sprain 
pain, 684 
swelling, 687 
swellings of, 687 
Knee jerk 
diminished or absent, 695 
general considerations, 695 
exaggerated, 698 
general considerations, 698 
Kohler’s disease: foot, heel, or 
toes, pain, 721 
Koilonychia, 376 
Koplik spots, 205 
Korsakoff’s syndrome. See also 
Alcoholism. 
amnesia, 737 
extremities, 
705 
eyeballs, fixed or immobile, 92 
gait, abnormalities of, 818 
wristdrop, 352 
Kraurosis vulvae 
dyspareunia, 663 
pruritus vulvae, 655 
Kryle’s disease: fingernails, ab- 
normalities of, 378 
Kiimmell’s disease 
back pain 
musculoskeletal origin, 608 
thoracic, 613 
chest, side pain, 406 
neck pain, 291 
Kyphosis, 621 
adolescence: back pain, tho- 
racic, 611 
general considerations, 621 


pain, 


lower, paralysis, 


Labia 
adhesions: genitalia, external 
malformations, 651 
inflammation: vulva, swelling, 
652 
Labor 
abdominal pain, general, 513 
abnormal, 803 
dry: dystocia, 804 
hyngeasiriun and pelvic pain, 
37 


normal: duration of stages, 803 
prolonged 
abdominal insufficiency, 804 
cervix, rigidity, 804 
fetus, development, 
sive, 805 
pelvis, contracted, 804 
presentation 
breech, 805 
brow, 806 
compound, 806 
face, 806 


e€xces- 
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Labor (cont.) 
prolonged (cont.) 
presentation (cont.) 
occipitoposterior, 805 
transverse, 806 
uterine inertia, primary, 803 
Sake tetanic contraction, 


Labyrinthian syndrome. See Men- 
iere’s disease. 
Labyrinthitis 
deafness, 159 
nystagmus, vestibular, 98 
tinnitus aurium, 155 
nystagmus, 98 


otitic, 159 
primary acute. See Meniere’s 
disease. 
purulent. See Labyrinthitis, oti- 
tic. 
vertigo, 957 
Laceration 
cervix 
abnormalities, palpation, 656 
abnormalities, speculum, 
661 
hypogastrium and_ pelvic 
pain, 537 


leukorrhea, 644 
uterine bleeding, 648 
pelvic floor: sterility, female, 
918 


perineum 
abnormalities, palpation, 656 
feces, incontinence, 813 
Lacrimation and epiphora, 81 
Lagophthalmos, 66 
Lallation, 910 
Language disorder, 909 
aphasic, 910 
classification, of, 909 
dysarthric, 910 
dyslalia, 910 
echolalia, 910 
lallation, 910 
psychogenic, 909 
stuttering 910 
stammering, 910 
Languor, 812 
Larsen-Johansson disease 
knee, pain, 686 
knee, swelling, 689 
Laryngismus stridulus, 437 
cyanosis, 77% 
Laryngitis 
acute 
dyspnea, 433 
membranous 
breathing, stridulous, 436 
dyspnea, 432 
hoarseness, 280 
phlegmonous 
abnormalities, 
scope, 284 
aphonia, 283 
hoarseness, 283 
pain in larynx, 279 
simple 
abnormalities, 
scopy, 283 
aphonia, 279 
characteristics of sputum, 
388 
dysphagia with pain, 272 
hawking and spitting, 268 
hoarseness, 279 
pain in larynx, 278 


laryngo- 


laryngo- 


subglottic 
abnormalities, laryngo- 
scopy, 284 


breathing, stridulous, 436 

characteristics of sputum, 
392 

cough, 391 
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Laryngitis (cont.) 
acute (cont.) 
subglottic (cont.) 
hoarseness, 280 
chronic 
abnormalities, laryngoscopy, 
284 
aphonia, 280 
atrophic, 278 
abnormalities, 
scopy, 284 
hoarseness, 280 
forms of, 268 
hawking and spitting, 268 
hoarseness, 280 
hyperplastic, 278, 284 
pain, 278 
sicca, 278, 284 
simple, 278 
subglottic, 284 
edematous: sore throat, 255 
spasmodic: cyanosis, 778 
syphilitic 
abnormalities, laryngoscopy, 
285 
aphonia, 281 
hoarseness, 281 
tuberculous 
abnormalities, laryngoscopy, 
284. 
characteristics of 
391 


cough, 391 
dysphagia with pain, 271 
hoarseness, intermittent, 280 
hoarseness, persistent, 280 
pain in larynx, 278 
Laryngoscopy, abnormalities 
noted by, 283 
Larynx, 278 
abscess: pain, 279 
carcinoma 
abnormalities, laryngoscopy, 
5) 


28 
combined, 282 
dysphagia with pain, 272 
extrinsic, 282 
hoarseness, 282 
intrinsic, 282 
neck, lymphadenopathy, 304 
pain in, 278 
painful swallowing, 272 
diphtheria 
abnormalities, laryngoscopy, 
286 
hoarseness, 280 
edema 
abnormalities, laryngoscopy, 
284 
breathing, stridulous, 436 
dyspnea, 432 
foreign body 
hoarseness, 282 
laryngoscopy, 286 
pain, 279 
pain in, 278 
perichondritis: pain, 278 
stenosis: breathing, strilulous, 
4 


laryngo- 


sputum, 


syphilis: dysphagia without 
pain, 275 
tuberculous: throat, 
or dryness, 257 
tumor 
abnormalities, 
285 
aphonia, 282 
hoarseness, 282 
Lassitude, 812 
Laurence-Moon-Biedl syndrome 
dwarfism and infantilism, 802 
fat, abnormal distribution, 812 
head, abnormal, 16 
obesity, 858 


prickling 


laryngoscopy, 





Lead poisoning. See also Poison- 
ing, lead. 
face pallor (permanent), 35 
papilledema in, 118 
Leber’s disease. See also Atrophy, 
optic, hereditary. 
blind spots, 143 
optic neuritis, 120 
Leg or legs 
bow legs, 715 
edema of, 724 
lengthening of one, 695 


milk. See Thrombophlebitis, 
femoral vein. 
pain in, 709 


restless: paresthesia, 708 
shortening of one, 693 
skin affections of, 713 
tennis. See Rupture, plantaris 
muscle. 
ulcers of, 712 
varicose veins of, 711 
Legg-Calvé-Perthes disease 
gait, abnormalities of, 817 
shortening of one lower ex- 
tremity, 694 
Lens, 113 
partial dislocation of: diplopia, 
monocular, 129 
Lenticular degeneration, progres- 
sive. See Wilson’s dis- 
ease. 
Leontiasis ossea 
facies, characteristics, 45 
head, abnormal, 15 
jaw, swelling, 251 
Leprosy 
extremity, upper, pain, 328 
facies, characteristic, 42 
features, thickened, 53 
fingers or hands, gangrene, 372 
skin pigmentation, 901 
Leptomeningitis 
acute cerebral 
bradycardia, 492 
ptosis, 66 
pure drowsiness, stupor, 
Leptospirosis 
canicola. See Weil’s disease. 
icterohemorrhagica. See Weil’s 
disease. 
Leschke’s syndrome: skin pig- 
mentation, 902 
Lethargy, 797 
Letterer-Siwe disease: 
nopathy, 842 
Leukemia 
acute and chronic 
hematemesis, 556 
neck, lymphadenopathy, 305 
pleural effusion, bloody, 463 
retinal vascular changes and 
retinitis, 117 
splenomegaly, 585 
temperature elevation, pro- 
longed, 935 
chronic 
lymphatic 
hematuria, 950 
itching, 828 
ty mphancne pay, 840 


lymphade- 


neck, lymph nodes, en- 
larged, 305 
pyrexia, recurring, 936 
skin, hemorrhages into, 
905 
splenomegaly, 585 
myeloid 


ascites, 576 

deafness, 161 
diarrhea, chronic, 795 
dyspnea, 434 
epistaxis, 178 
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Leukemia (cont.) 
chronic (cont. ) 
myeloid (cont.) 
ive pallor (permanent), 


gums, bleeding, 210 
hematuria, 950 
hypochondrium, left, ten- 
derness, 527 
itching, 828 
priapism, 633 
pyrexia, recurring, 936 
splenomegaly, 585 
tinnitus aurium, 156 
Leukoderma 
face, skin affections of, 60 
forearms and hands, skin affec- 
tions of, 365 
syphilitic, 901 
Leukoma. See also Leukoplakia. 
cornea in, 85 
Leukoplakia 
cheek in, 214 
lingual 
tongue, fissured, 230 
tongue, white patches, 232 
mouth in, 217 
Leukorrhea, 643 
functional, 643 
noninflammatory, 643 
Lichen planus 
papules, 881 
skin affections 
forearms and wrists, 366 
leg, 714 
mouth, 217 
Lichenification 
itching, 827 
skin affections of 
genitalia, male, 642 
leg, 713 
neck, 313 
thighs and groin, 683 
skin, thickening or induration 
of, 908 
Light 


flashes of, 144 

intolerance of, 124 
Lightheadedness, 796 
Lindau’s disease: nystagmus, 100 
Lingua alba. See Tongue, white. 
Lingua plicata. See Fissure, ton- 


gue; Tongue, fissured, 
furrowed. 
Lipodystrophy 
intestinal: See Whipple’s dis- 


ease. 
progressive: fat, abnormal dis- 
tribution of, 812 
Lipoma 
abdominal wall, swelling, 562 
axilla, swellings, 321 
chest wall, swellings, localized, 


extremity, soft parts, swellings, 
690 

fat, apenas distribution of, 
81 


hand and eres swellings, 357 
head, swellings, 19 
inguinal region or groin, swell- 
ings, 602 
region, 
swellings. 620 
neck, swellings, 297 
Scarpa’s triangle, swellings, 682 
tongue, swellings, 227 
Lips, 186 
carcinoma. See Carcinoma, lip. 
deformity of, 190 
skin affections of, 188 
swelling, of, local, 187 
swollen, 186 
trembling or twitching of, 188 
ulcers of, 188 


lumbar superficial 
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Listlessness, 812 
Litten’s phenomenon, 425 
Little’s disease. See also Diplegia, 
infantile. 
optic atrophy, 122 
speech disturbance, 915 
Liver 
abscess. See Abscess, liver. 
amyloid. See Amyloid disease. 
carcinoma. See Carcinoma, 
liver. 
cirrhosis. See Cirrhosis, liver. 
enlargement of, 579 
fatty, 582 
general considerations, 579 
Riedel’s lobe, 579 
lardaceous. See Amyloid dis- 
ease. 
passive congestion: hemateme- 
sis, 556 
percarditic pseudocirrhosis, 
syphilis. See Syphilis, liver. 
yellow atrophy, acute 
epistaxis, 179 
hematemesis, 556 
vomiting, acute, 549 
Livido reticularis: leg, skin affec- 
tions, 714 
Lobstein’s disease. See Fragilitas 
osseum. 
Local edema, 807 
Lockjaw, 248. See also Tetanus. 
Loeffler’s syndrome 
erythema multiforme, 366 
pleural effusion, serous, 463 
Doe encromes dwarfism, 


Lordosis, 622 
general considerations, 622 
Loss of memory, 735 
Loss of weight, 960 
Loss of strength, 958 
Loss of taste, 236 
Low blood pressure, 751 
Low salt syndrome 
mentality, changes in, 849 
mouth, dry, 197 
muscular cramps, 775 
vomiting, chronic, 554 ae 
Lower extremity or extremities, 
676. See also Ankle; 
Foot; Knee. 
atrophy or wasting 
both, 706 
one, 705 
bones, swelling, 691 
edema, bilateral, 722 
hemiplegia, 338 
lengthening, one, 695 
pain in, 709 
paralysis 
bilateral, 701 
unilateral, 699 
paresthesia, 707 
shortening, one, 693 
skin affections, 713 
swelling, soft parts, one, 690 
varicose veins, 711 
Lower jaw, 246 
Lumbago, 613. See also Fibrosi- 
tis, acute. 
puncture: 
frontal, 4 
Lumbar region 
pain in, 613 
swelling 
anterior, 568 
deep-seated, 619 
superficial, 620 
tenderness in, 618 
Lumbosacral disease. See Sacro- 
iliac disease. 


Lumbar headache, 








Lung 
abscess. See Abscess, lung. 
carcinoma. See Carcinoma, 
lung or pleura. 
cirrhosis. See Fibrosis, pulmo- 
nary. 
disease of. See also individual 
diseases. 
back pain, thoracic, 612 
gangrene 
cough, 392 
sputum, characteristics, 393 
Lupus 
erythematosis 
acute disseminated 
ascites, 574 
pyrexia, recurring, 936 
nose 
epistaxis, 179 
pain, 166 
redness, 167 
papules, 881 
scales, 888 
scalp, bald patches, 27 
skin affections of 
cheeks, 181 
ear, 153 
face, 61 
mouth, 217 
nose, 181 
telangiectases in, 181 
vulgaris 
crusts and scabs, 893 
nodules or tubercles, 890 
nose, deformity, 169 
skin affections 
ear, 153 
face, 60 
forearms and hands, 366 
mouth, 217 
nose, 180 
ulcers, 896 
eyelid, 72 
face, 58 
vulva, 654 
Lutembacher’s syndrome. See 
also Heart disease, con- 
genital. 
murmurs, mitral area, 501 
murmurs, pulmonary, 504 
pulmonary second sound, ac- 
centuated, 485 
ventricle, right, enlargement, 
480 
Lymph nodes 
axillary, enlarged, 321 
cervical, enlarged, 301 
enlargement, general, 839 
groin, enlarged, 602 
inguinal region, enlarged, 600 
Lymphadenitis 
acute 
axillary, 321 
cervical 
neck, swellings, 296 
torticollis, 311 
iliac: inguinal region, pain, 
533 
inguinal 
groin, pain, 534 
inguinal region or groin, 
swelling, 600 
Scarpia’s triangle, 
ing, 681 
tuberculous: pain, 603 
lymphadenopathy, general, 
839 


swell- 


chronic simple: lymphadenop- 
athy, 839 
Lymphadenoma. See Hodgkin’s 
disease. 
Lymphadenopathy, 839 
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Lymphangiectasis, acquired: 
skin, thickening or in- 
duration, 908 

Lymphangioma 

cystic: neck, swelling, 299 

tongue, swellings, 227 
Lymphangitis 

erythema, local, 877 

leg, pain, 710 

lips, swollen, 186 

Lymphatic nodes, general en- 
largement, 839 

Lymphogranuloma inguinale. See 
also Stricture, rectum. 

abnormalities, rectum, 673 
constipation, chronic, 766 
groin, lymphadenopathy, 603 
rectal pain, 666 

Lymphoma and lymphosarcoma. 
See also Hodgkin’s dis- 
ease. 

back pain 
musculoskeletal origin, 607 
thoracic, 611 
visceral origin, 610 
itching, 828 
lymphadenopathy, 841 
neck, lymphadenopathy, 305 
splenomegaly, 586 
tongue, swellings, 228 
tongue, swollen, 225 


Lymphopathia venereum. See 
Lymphogranuloma _ in- 
guinale. 


Macrocheilia 
congenital: lip deformity, 190 
lips, swollen, 186 
Macrodactylism: fingers, deform- 
ity of, 374 
Macroglossia 
lymphangiomatous, 225 
swellings of tongue, 228 
simple: tongue, swollen, 225 
Macropsia, 144 
Macrotia: deformities, ear, 163 
Macules, 878 
Madelung’s deformity: wrist, 351 
Maffucci’s syndrome: extremity, 
lower, shortening, 695 
Majocchi’s disease: skin hemor- 
thages, 906 
Malabsorption syndrome 
abdominal pain, general, 516 
steatorrhea, 916 
Malaise, 812 
Malaria 
blindness in, 139 
cachexia, 755 
chills or rigor, 757 
hematemesis, 556 
jaundice, 835 
pernicious: hyperpyrexia, 937 
pyrexia, recurring, 936 
splenomegaly, 587 
sweating, general, 929 
temperature elevation, 
longed, 934 


pro- 


Male 
genitalia, 628 
sterility, 919 
Malignancy. See also Cancer; 
Carcinoma; Lymphoma 


and lymphosarcoma; 
Sarcoma. 
abdominal 


neck, lymphadenopathy, 304 
wall, veins enlarged, 597 
back pain, thoracic, 611 
intrathoracic: neck, lymphade- 
nopathy, 304 
vertebral: back pain, musculo- 
skeletal origin, 607 
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Malingering . ye 
back pain, psychogenic origin, 
611 


blindness in, 140 
Mallet finger: deformity of finger, 
3 


Mallory-Weiss syndrome 
hematemesis, 557 
stools, blood in, 924 


Malnutrition: fontanels, delayed 
closure, 16 
Mammilitis 


breast pain, 419 
nipple discharge, 421 
Mandible, 246 
fracture: jaw pain, 246 
osteomyelitis 
jaw pain, 248 
jaw swelling, 251 
periostitis 
jaw pain, 248 
jaw swelling, 251 
Manic depressive psychosis, 844 
Marasmus 
face pallor (permanent), 36 
fontanels, sunken, 17 
weight loss, 961 
Marchiafava-Micheli syndrome 
mentality, changes of, 848 
urine, abnormal color, 947 
Marie-Striimpell disease. See 
Spondylitis, rheumatoid. 
Mastitis 
acute 
breast pain, 419 
breast swelling, 419 
chronic cystic 
breast pain, 419 
breast swelling, 420 
nipple discharge, 421 
chronic interstitial. See Masti- 
tis, chronic cystic. 
Mastodynia, 419 
Mastoiditis, acute 
deafness, conduction, 158 
ear, discharge, 151 
ear, swelling, 149 
earache, 146 
etcine sateumacrived or local, 


head, swelling, 18 
headache, lateral, 6 
scalp tenderness, ‘localized, lp 
Measles 
conjunctiva, redness, and injec- 
tion, 80 
cough, 389 
deafness, 159 
epistaxis, 178 
erythema, general, 875 
eyelids 
crusted, 73 
swelling, 68 
face, general swelling, 5 
German 
erythema, general, 875 
macules, 879 
neck, lymphadenopathy, 302 
pharynx or tonsils, redness, 
9 


gums, bleeding, 210 

Koplik’s spots, 205 

lacrimation and epiphora, 82 

macules, 878 

mouth, skin affections, 216 

nasal discharge, mucopurulent 
or purulent. 174 

neck, lymphadenopathy, 302 

nose, watery discharge, 173 

papules, 880 

photophobia, 125 

scales, 886 

skin, hemorrhages into, 905 

sneezing, 184 





Measles (cont. ) 
throat, redness, 258 
tongue, furred, 223 
tonsils, swollen, 260 
Mediastinal tumor. See Tumor, 
mediastinal. 
Megrim. See Migraine. 
Meigs’s syndrome 
ascites, 576 
chest, side pain, 406 
erythema, general, 876 
erythema, local, 878 
pleural effusion, serous, 463 
Melancholia, involutional. See 
Psychosis, involutional. 
Melanoma, malignant: skin pig- 
mentation, 901 
Melanuria, 948 
Melena, 921 
Melkersson’s syndrome 
face, general swelling, 53 
facial paralysis, 51 
tongue, fissured, 230 
Memory, loss of, 735 
Meniére’s disease, 957 
ataxia, 744 
corneo-conjunctival reflex, 
abolished, 88 
deafness, 160 
diplopia, 128 
dyspepsia, 545 
face pallor, sudden or tran- 
sient, 38 
head, tremor or shaking, 23 
headache 
general or variable, 12 
occipital, 9 
nystagmus, 98 
tinnitus aurium, 155 
vomiting 
acute, 549 
chronic, 554 
weakness, 960 
Meningism. See Meningismus. 
Meningismus: head, retraction, 


Meningitis 
basal. See Tuberculosis, 
ninges. 

cerebrospinal 
back, muscle spasm, 618 
bradycardia, 492 
Cheyne-Stokes 

439 
coma, 761 
convulsions, 773 
deafness, 160 
delirium, 784 
diplopia, 128 
eyelids, swelling, 69 
fontanels, bulging, 16 
head retraction, 24 
headache, occipital, 8 
herpes labialis, 187 
herpes zoster, 425 
keratitis, 85 
neck pain, 290 
opisthotonos, 858 
photophobia, 125 
posture in bed, 782 
pupillary reflexes, 111 
pupils in, 106 
respirations, slow, 435 
skin, hemorrhages into, 904 
pty catia Som localized, 
5 


me- 


respiration, 


squint or strabismus; 94 
serous 
drowsiness or stupor, 799 
spasticity or rigidity, general, 
909 


tuberculous. See Tuberculo- 
sis, meninges. 
Meningocele, cranial, 19 
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Menopause 
emotions, alterations of, 810 
extremities, upper, paresthe- 
sias, 
face, sudden or transient flush- 
ing, 40 
hot flushes, 814 
pruritus vulvae, 655 
sensations, subjective, 868 
uterine bleeding, 647 
Menorrhagia. See also Anemia; 
Bleeding from uterus. 
face pallor (permanent), 34 
Menstruation 
absence or cessation of, 650 
breast pain, 418 
excessive or prolonged, 645 
painful, 649. See also Dysmen- 
orrhea. 

Mentality, changes of, 842 
Meralgia paresthetica: thigh or 
thighs, pain, 681 
Mercurialism. See Poisoning, 

mercury. 
Merycism: regurgitation, 558 
Metamorphopsia, 144 
Metatarsalgia 
foot or toes, pain, 720 
Morton’s. See Neuroma, plan- 
tar digital. 
Meteorism, 577. See also Tym- 
panites. 
Metritis, chronic: abnormalities, 
palpation, 657 
Metrorrhagia, 645 
face pallor (permanent), 34 
Microcephaly 
dwarfism and infantilism, 802 
sutures, premature closure, 17 
Micropsia, 144 
Microtia: deformities or mal- 
formations, ear, 163 
Migraine 
eyeball, pain, 91 
headache, lateral, 5 
hemianopsia, 132 
hyperesthesia acoustica, 162 
ophthalmoplegic 
diplopia, 128 
headache, lateral, 6 
ptosis, 65 
squint or strabismus, 95 
photophobia, 125 
photopsia, 145 
polyuria, 955 
pupillary reflexes, 112 
scotoma, 142 
speech, disturbances of, 913 
vision, blurred, 136 
vision, dimness, 137 
vomiting, acute, 548 
Mikulicz’s disease 
dysphagia without pain, 276 
eyelids, localized swelling, 72 
eyelids, swelling, 70 
face, local swellings, 58 
facies, characteristic, 45 
mouth, dryness, 198 
mouth floor, swelling, 202 
neck, lymphadenopathy, 306 
neck, PS ete 300 
ptosis, 66 ; 
Miliaria 
papules, 880 
tubra: chest, skin affections, 
423 
vesicles, 883 
Milium 
eyelids, localized swelling, 71 
face, local swelling, 55 
face, skin affections, 60 
papules, 881 
Millard-Gubler syndrome, 50, 95 
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Milroy’s disease 
chills or rigor, 757 
extremities, lower, edema, 723 
foot and leg, edema, 725 
Miner’s elbow: elbow swelling, 
348 
104. See also Pupils, 
changes, size and shape. 
types of, 104 
Mitral area 
murmurs, 499 
diastolic, 499 
systolic, 499 
stenosis 
face flushed in, 39 
face pallor (permanent), 33 
Mittelschmerz 
abdominal rigidity, 596 
iliac and inguinal region 
pain, 535 
tenderness, 536 
umbilical region, pain, 529 
Mobile spasm, 849 
Mole 
chest, skin affections of, 423 
face swelling, local, 56 
Molluscum contagiosum: eyelids, 
swelling, localized, 71 


Miosis, 


Mongolism. See also Idiocy, 
mongolian. 
dwarfism and infantilism, 802 
Mononucleosis, infectious. See 
Infectious mononucle- 
osis. 
Monoplegia 
brachial, 329 
crural, 699 
Morbilli. See Measles. 
Morgagni-Stewart-Morel syn- 


drome: obesity, 858 
Moronism. See also Idiocy. 
development, retarded, 788 
Morphia, 901 
Morphinism. See Poisoning, op- 
ium. 
Morquio-Brailsford disease 
head, abnormal, 16 
kyphosis, 622 
Morvan’s disease 
extremity, upper 
atrophy, 342 
pain, 328 
fingers, deformities, 374 
fingers or hands, gangrene, 372 
foot or toes, gangrene, 728 
hand and fingers, swelling, 358 
Mountain sickness: tinnitus au- 
rium, 156 
Mouth, 191 
bleeding from, 199 
breathing, 199 
burns of, 192 
carcinoma. See 
mouth. 
drawn to one side, 200 
dryness of, 197 
foaming at, 198 
inability to open, 248 
Koplik’s spots, 205 
open, 199 
pain in, 191 
petechiae in, 205 
pigmented patches in, 206 
skin affections of, 216 
sore, 191 
swelling 
floor, 191 
roof, 214 
ulcers or white patches, 202 
Movements 
athetoid, 849 
choreiform, 850 
fibrillary, 850 


Carcinoma, 











Movements (cont.) 
myoclonic, 851 
tremulous, 852 
Mucocele 
ethmoid, 69 
frontal, 69 
Mucopurulent or purulent con- 
junctival discharge, 83 
Mucous patch. See Patches, mu- 
cous; Syphilis, second- 


ary. 
Mucoviscidosis. See Pancreas, 
cystic fibrosis. 
Mucus in stools, 924 
Multiple sclerosis. See Sclerosis, 
multiple. 
Mumps 
dysphagia with pain, 271 
earache, 148 
face, swelling, local, 55 
hearing, impaired, 160 
jaw, pain, 247 
mouth, dry, 197 
neck, swelling, 297 
Murmurs. See Cardiac murmurs. 
Muscae volitantes, 142 
Muscular atrophy, 745 
Muscular cramps, 774 
Muscular strain: backache, mus- 
culoskeletal origin, 606 
Mutism, 910 
Myalgia. See also Fibrositis. 
epidemic. See Pleurodynia, epi- 
demic. 
extremity, upper, pain, 325 
neck pain, 288 
occupational 
extremity, upper, pain, 325 
apple upper, weakness, 


hand and fingers, pain, 356 
thigh or thighs, pain, 679 
Myastenia gravis 
diplopia, 128 
dysphagia without pain, 276 
facies, characteristic, 44 
head rolling, 22 
ptosis, 66 
speech, disturbances of, 913 
weakness, 959 
Mycosis fungoides: itching, 828 
Mydriasis, 104. See also Pupils, 
changes, size and shape. 
red vision in, 143 
Myelitis, transverse 
anesthesia, 863 
atrophy, muscular, 745 
dysphagia without pain, 276 
extremities, lower 
atrophy, 707 
paralysis, 701 
paresthesia, 708 
feces, incontinence of, 813 
foot drop, 729 
girdle sensation, 510 
knee jerks 
diminished or absent, 697 
exaggerated, 698 
leg pain, 710 
paresthesia, 867 
pupils in, 106 
tympanites, 578 
urine retention, 956 
Myelocystocele, 703 
Myeloma 
gum, swollen, 213 
jaw, swelling, 250 
multiple 
ascites, 574 
back pain, musculoskeletal 
origin, 607 
back pain, thoracic, 611 
chest wall, swelling, 
ized, 414 


local- 
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Myelomeningocele, 703 
Myocarditis. See also Carditis, 
rheumatic acute. 

heart enlargement, general, 481 
Myoclonic movements, 851 
Myofascial syndrome 

back, muscle spasm, stiffness, 

rigidity, 619 

back pain, musculoskeletal 
origin, 608 

back pain, thoracic, 613 

lumbar tenderness, 618 
Myohemoglobinuria, 947 
Myokymia, 850 
Myopia 

asthenopia in, 134 

exophthalmos, 101 

pupils in, 105 

squint or strabismus, 93 
Myosis, 104 
Myositis 

extremity, upper, pain, 325 

infectious: headache, occipital, 


ischemic. See Contracture, 
Volkmann’s ischemic. 
neck, pain, 288 


ossificans progressiva: neck, 
swelling, 300 
Myringitis 
acute 


ear fullness, 156 

earache, 148 

hearing impaired, 161 
bullosa: earache, 148 

Myxedema 
alopecia, 26 
bradycardia, 493 
dementia, 786 
drowsiness, stupor, 800 
extremities, lower, edema, 723 
eyelids, swelling, 70 
facies, characteristic, 43 
features, thickening, 53 
hand, deformity, 361 
hands, enlargement, 359 
head, abnormal, 14 
heart enlargement, 
481 
hypopyrexia, 938 
infantile. See Cretinism. 
lips, thick, 187 
mentality, changes of, 848 
nose, deformity, 168 
obesity, 857 
polyuria, 955 
sensations, subjective, 868 
skin, dryness, 907 
skin, thickening or induration 
of, 908 

speech, disturbance, 915 
tongue, large, 226 


general, 


Nails. See also Fingernails. 
capillary pulsations under, 379 
hypertrophy: toes, deformities, 

Be 
twisted: toes, deformities, 732 
Narcolepsy, 800 
Nasal septum, deviations or de- 
flections 
headache, frontal, 3 
headache, general or variable, 
10 
nasal obstruction, 171 
nose, deformities of, 169 
sneezing, 185 

Nasal voice, 855 

Nasopharyngitis 
hawking and spitting, 267 
throat, mucus accumulation, 
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Nausea 
acute, 546 
chronic, 550 
Navel: discharge from, 599° 
Nearsightedness. See Myopia. 
Neck, 288 ; 
cellulitis: neck, pain, 289 
edema: neck, swelling, 297 
lymph nodes 
anatomy, 301 
lymphatic drainage, 301 
lymphadenopathy, 301 
pain in, 288 
scars of: torticollis from, 311 
sinuses in, 309 
skin affections of, 312 
stiff, 288 
swellings in, 296 
tenderness of, localized, 291 
twisted, 310 


Necrosis, cranial. See Caries, 
cranial. 
Necrospermia, 919 
Nephritis. See also Glomerulo- 
nephritis. 
focal suppurative: pain, lum- 
bar, 


papilledema, 118 
radiating. See also Nephrotic 
syndrome. 
ascites, 574 
syphilitic. See also Nephrotic 
syndrome. 
ascites, 574 
Nephrolithiasis. See also Calcu- 
lus, renal. 
dyspepsia, 545 
hematuria, 948 
lumbar pain, 614 
lumbar tenderness, 618 
oliguria, 952 
penis, pain, 630 
testicle, pain, 635 
urination, frequent, 943 
vomiting, acute, 548 
Nephroptosis. See also Dietl’s 
crisis. 
pain, lumbar, 616 
swelling, flank or lumbar re- 
gion, anteriorly, 568 
Nephrosclerosis: polyuria, 954 
Nephrosis 
bluish white sclera, 88 
lipoid. See also nephrotic syn- 
drome. 
ascites, 574 
extremities, 
722 
eyelids, swelling, 68 
face, general swelling, 51 
Nephrotic syndrome. See also 
Glomerulonephritis. 
anascarca, 739 
ascites, 574 
oliguria, 951 
Nerve injury. See also Paralysis. 
circumflex 


lower, edema, 


extremity, upper, atrophy, 
343 

extremity, upper, paralysis, 
333 

external popliteal: foot drop, 
729 


long thoracic: extremity, up- 
per, paralysis, 333 
median 
extremity, upper, paralysis, 
333 
hand, deformity, 360 
musculospiral: extremity, up- 
per atrophy, 343 
suprascapula: extremity, up- 
per, paralysis, 333 





Nerve (cont.) 


ulnar 


extremity, upper, atrophy, 
343 


extremity, upper, paralysis, 
333 


hand, deformity, 360 


Nerve trauma 


anesthesia, 863 
atrophy, muscular, 745 
contracture, 768 
paresthesia, 866 


Neuralgia 


brachial 
extremity, upper, pain, 326 
shoulder, pain, 316 
breast: pain, 419 
crural anterior: thigh or 
thighs, pain, 680 
facial, atypical: pain, 32 
general 
earache, 148 
hyperesthesia, 865 


inferior maxillary: jaw, pain, 
lower, 246 
intercostal 
chest, mobility impaired, 
427 


chest, side pain, 404 

chest, tenderness, localized, 
407 

precordial pain, 403 


lumbosacral. See Sacroiliac 
region. 

maxillary: tooth, impacted, 
247 


nasociliary: nose, pain, 165 
occipital 
head turned one side, 24 
headache, occipital, 8 
vee tenderness, localized, 


plantar: foot or toes, pain, 721 
radicular, 326 
sciatic. See Sciatica. 
sphenopalatine. See Neuralgia, 
facial, atypical. 
supra- -orbital: headache, fron- 
tal, 4 
testicle: pain, 634 
trigeminal 
face pain, 32 
facial spasm and grimacing, 


headache 
frontal, 4 
lateral, 6 
hyperesthesia, 865 
hyperesthesia acoustica, 162 
jaw, pain, 246 
phOtopiebia 125) 
salivation and dribbling, 196 
symptomatic, 220 
tongue, pain, 220 
vidian. See Neuralgia, facial, 
atypical. 


Neurasthenia. See also Neurosis; 


Psychoneurosis. 
neck pain, 290 


Neuritis 


acoustic: perception deafness, 
159 


alcoholic 
extremities, upper, atrophy, 
5 


extremities, upper, paralysis, 
335 
wristdrop, 352 
arsenical. See also Poisoning, 


arsenic. 

extremities, upper, atrophy, 
345 

extremities, upper, paralysis, 
335 
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Neuritis (cont.) 


arsenical (cont.) xf 
fingernails, abnormalities of, 
78 


wristdrop, 353 
brachial: extremity, 
pain, 326 
anterior: 

0 


intercostal (left): 
pain, 403 
multiple. See also Polyneuritis. 
anesthesia, 863 
ataxia, 744 
atrophy, muscular, 744 
back pain, neurogenic ori- 
gin, 609 
back pain, thoracic, 612 
delirium, 784 
extremities, lower, atrophy, 


upper, 
crural thigh pain, 


precordial 


706 

extremities, lower, edema, 
723 

exe Coes, lower, paralysis, 

extremities, lower, paresthe- 
sia, 708 

extremities, upper, paresthe- 
sias, 362 


extremity, upper, pain, 324 
footdrop, 728 
foot or toes, pain, 720 
gait, abnormalities of, 816 
hyperesthesia, 865 
knee jerk, diminished or ab- 
sent, 
leg pain, 710 
paresthesia, 867 
scoliosis, 625 
sweating, partial, 928 
optic, 119 
atrophy in, 120 
color blindness i in, 141 
field of vision, 133 
scotoma, 143 
vision, dimness, 135; 
peripheral. See Neuritis, mul- 
tiple 
postdiphtheritic: pupillary re- 
flexes in, 112 
pudic: dyspareunia, 663 
retrobulbar, 119. See also 
Neuritis, optic. 
acute 
eyeball pain, 91 
chronic. See also Ambly- 
opia, toxic. 
blindness in, 138 
color blindness, 141 
optic atrophy, 121 
scotomas, 143 
sciatic. See also Sciatica. 


extremity, lower, atrophy, 
705 
subcostal: iliac region, pain, 
533 
Neurocirculatory asthenia 
apex beat 
diffuse, 470 


forcible, 468 
cardiac sounds, intensity, in- 
creased, 476 
carotid arteries, throbbing, 293 
chest tenderness, localized, 407 
cyanosis, 778 
dizziness, 797 
fatigue, psychogenic, 812 
hot flushes, 814 
murmurs 
cardiorespiratory, 506 
mitral, 501 
palpitation, 508 
precordial pain, 402 
precordial thrill, 473 
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Neurocirculatory asthenia (cont.) 
pulsation, episternal, 294 
tachycardia, 490 
weakness, 960 

Neurodermatitis | circumscripta. 

See Lichenification. 

Neurofibroma 
hand and fingers, pain, 356 
Bouretseyriatis; meningitis, 


tongue, swelling, 227 
Neuroma 
acoustic. See Tumors, 
bellar. 
plantar digital: foot or toes, 
pain, 721 
Neuroretinitis, 119 
Neurosis. See also Psychoneuro- 
sis. 
gastric. See Dyspepsia, nery- 
ous. 
oD calpain, functional, 


cere- 


obsessive-compulsive. See also 
Psychoneurosis. 
posttraumatic: back pain, psy- 
chogenic, 611 
899. See also Heman- 
gioma. 
nonvascular: chest, skin affec- 
tions, 423 
simple 
face, skin affections, 60 
face, local swelling, 56 
lips, local swellings, 188 
skin pigmentation, 899 
spider, 907 
chest, skin affections, 424 
Nictitation, 75 
Niemann-Pick disease 
hepatomegaly, 584 
lymphadenopathy, 842 
skin pigmentation, 902 
splenomegaly, 585, 590 
Night-blindness, 137 
Nipple 
cracked: breast pain, 419 
discharge from, 421 
epithelioma, 421 
Paget’s disease, 421 
Nodes, Parrot’s, 13 
Nodules or tubercles, 890 
Noma. See Cancrum oris; Stoma- 
titis, gangrenous. 
Nose, 164 
carcinoma. See 
nose. 
deformity of, 168 
_congenital, 169 
discharge from, mucopurulent 
or purulent, 174 
discharge from, watery, 173 
dislocation of, 169 
obstruction of, 170 
pain in, 164 
redness of, 166 
peeuretiation of fluid through, 


saddle, 182 
skin affections of, 180 
swelling of, 167 
Nosebleed, 177 
Nostrils 
collapse of, 169 
dilatation of, 170 
skin affections of, 180 
Nothnagel’s syndrome: ptosis, 66 
Nucleus pulposis, herniation of. 
See Disc, ruptured in- 
tervertebral. 
Numbness 
extremities, lower, 707 
extremities, upper, 362 
Nyctalopia. See Night-blindness. 


Nevus, 


Carcinoma, 


Nystagmus, 97 
cerebellar. See Nystagmus, 
classification of. 
classification of, 97 
congenital, 99 


hereditary. See Nystagmus, 
classification of. 

miner’s, 98 

ocular. See Nystagmus, classifi- 
cation of. 

varieties of, 97 

vestibular. See Nystagmus, 


classification of. 


Obesity, 856 
abdominal swelling, general, 
559 
exogenous, 857 
general considerations, 856 
Obstipation. See Constipation. 
Obstruction 
auditory tube 
acute 
autophony, 162 
ear, full sensation, 157 
earache, 148 
tinnitus aurium, 154 
chronic 
deafness, conduction, 158 
ear, full sensation, 157 
tinnitus aurium, 154 
intestinal 
acute 
abdominal pain, general, 
514 


abdominal swelling, gen- 
eral, 559 
abdominal tenderness, 
general, 517 
causes of, 762 
constipation, acute, 762 
hiccough, 820 
hypopyrexia, 938 
oliguria, 952 
peristalsis, visible, 598 
shock, 870 
tympanites, 577 
umbilical region, pain, 528 
vomiting, acute, 547 
chronic 
abdominal swelling, gen- 
eral, 559 
diarrhea, chronic, 793 
dyspepsia, 544 
peristalsis, visible, 598 
tympanites, 577 
umbilical region, pain, 528 
laryngeal 
cyanosis, 280 
dyspnea, inspiratory, 280. 
intercostal space retraction, 
416 
pallor, 280 
stridor, 280 
restlessness, 280 2 
supraclavicular retraction, 
280 


nasal 
hawking and spitting, 266 _ 
headache, general or vari- 
able, 10 
mouth breathing, 199 
mouth dryness, 197 
nostril collapse, 170 
respiration, stertorous, 438 
smell impairment, 183 
taste loss, 236 
throat, mucus accumulation, 
266 
tinnitus aurium, 155 
tongue, coated, 222 
portal. See also Cirrhosis. 
ascites, 575 
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Obstruction (cont.) 
portal (cont.) 
chest wall, veins enlarged, 
418 


pyloric 
dyspepsia, 544 
vomiting, chronic, 551 
tespiratory. See Obstruction, 
laryngeal. 

Superior vena cava. See Su- 
perior vena caval syn- 
drome. 

Occlusion, coronary. See Heart 
disease, arteriosclerotic; 
Infarction, myocardial; 
Angina pectoris. 

Occult blood in stool, 921 

Ochronosis 

sclera, black or slaty, 89 

skin, pigmentation, 900 

Odontogenesis imperfecta: teeth 
anomalies, 245 

Odontoma 

composite, 213 

face swelling, local, 57 

fibrous, 213 

gums, swollen, 212 

jaw, swelling, 250 

mouth roof, swelling, 215 

radicular, 213 

types of, 212 

Odors of breath, diagnostic, 194 

Oligopnea, 435 

Oligospermia, 919 

Oliguria, 951 

Ollier’s disease 

bow legs, 716 

brittle bones, 754 

Omphilitis: abdominal wall, 
swellings, 562 

Onychauxis, 376 

Onychia, 376 

Onychogryposis, 376 

Onycholysis, 376 

Onychomycosis, 376 

Onychorrhexis, 376 

Onychosis, 376 

Oophoritis, chronic 

abnonnanies by palpation, 

59 


iliac and inguinal region, pain, 
534 


uterine bleeding, 648 
Opacities, vitreous: scotoma, 142 
Opacity of cornea. See Cornea, 
opacity. 
Open mouth, 199 
Ophthalmia 
gonorrheal 
chemosis of conjunctiva, 83 
corneal ulcers, 86 
discharge, purulent or muco- 
purulent, 83 
redness or injection of con- 
junctiva, 79 
neonatorum 
blindness, 138 
discharge, purulent or muco- 
purulent, 83 
redness or injection of con- 
junctiva, 79 
Ophthalmitis 
sympathetic 
blindness, 138 
vision dimness, 135 
Ophthalmoplegia 
chronic progressive 
eyeballs fixed, 92 
ptosis, 66 
externa 
eyeballs fixed, 92 
ptosis, 66 
totalis. See Ophthalmoplegia, 
chronic progressive. 
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Ophthalmoscopic findings, 115 
Opisthotonos, 858 
Oppression: sensation of, 868 
Optic atrophy, 120 

hereditary. See Leber’s disease. 
Optic disc, choked, 117 
Optic neuritis, 119. See also 

Neuritis, optic. 

Orbit 


fracture: See Fracture, orbit. 
penetrating wound: blindness, 
137 


Orchitis 
testicle atrophy, 637 
testicle pain, 634 
testicle swellings, 636 
testicle tenderness, 635 
Orthopnea, 859 
Osgood-Schlatter disease 
extremity, bone swelling or 
thickening, 693 
gait, abnormalities of, 818 
knee pain, 686 
knee, swelling, 689 
leg or legs, pain, 710 ; 
Osler’s disease. See Polycythemia 
rubra vera. 
Ostalgia: precordial pain, 403 
Osteitis 
cranial. See Caries, cranial. 
deformans 
attitude, abnormal, 747 
bow legs, 716 
dwarfism, 801 
extremity, lower, bone swell- 
ing or thickening, 693 
facies, characteristic, 45 
head, abnormal, 15 
jaw, swelling, 251 
kyphosis, 622 


Osteoarthritis 
back pain, musculoskeletal 
origin, 606 


cervical vertebrae, 289 

crepitus, 776 

extremity, lower, atrophy, 706 

extremity, upper, pain, 324 

extremities, upper, paresthesia, 
363 


finger deformities, 373 

fingers, swelling, 357 

hip pain, 677 

joints, pain in multiple, 838 

knee pain, 683 

lumbar pain, 613 
Osteoarthropathy, hypertrophic, 

368 


bronchiectasis, 369 
feet enlarged, 721 
fingernails, abnormalities, 378 
hands, enlarged, 359 
heart disease, congenital, 369 
pulmonary tumor, primary or 
secondary, 370 
wrist, swelling, 351 
x-ray findings, 369 
Osteochondromatosis: knee pain, 
684 
Osteogenesis imperfecta: sclera, 
bright blue, 89 
Osteoma 
extremity, lower, bone swelling 
or thickening, 693 


gums and alveolar process, 
swelling, 212 

hand and fingers, swellings, 
3517) 


head, swellings, 18 

jaw, swelling, 250 

nasal obstruction from, 171 
Osteomalacia 

dwarfism, 802 


Osteomalacia (cont.) 
fractures, spontaneous, 753 
kyphosis, 622 

Osteomyelitis 
acute 

chills or rigor, 757 

edema, circumscribed or 
local, 808 

extremity, lower, bones 
swelling or thickening, 
691 

extremity, upper, pain, 324 

foot and leg, edema, 724 

jaw, swelling, 251 

leg, pain, 709 

mandible or jaw, pain, 248 

thigh, pain, 679 

cranial. See Caries, cranial. 


old: extremity, lower, short- 
ening, 694 
Osteoperiostitis 


femur: thigh, pain, 679 
tibia: leg, pain, 710 
Osteoporosis 
back pain, musculoskeletal ori- 
gin, 607 
back pain, thoracic, 611 
fracture, spontaneous, 753 
Osteosarcoma 
extremity, upper, pain, 326 
knee pain, 684 
knee swelling, 689 
popliteal space, swelling, 690 
Otalgia, 146 
Othematoma: ear swelling, 149 
Otitis externa diffusa 
ear discharge, 151 
earache, 147 
Otitis media 
acute 
deafness, 158 
ear discharge, 150 
ear, sense of fullness, 157 
earache, 146 
facial paralysis, 49 
head turned to one side, 24 
headache, lateral, 6 
in children, 146 
in infants, 146 
tinnitus aurium, 155 
cholesteatomatous, 151 
chronic 
catarrhal: tinnitus aurium, 
purulent: ear discharge, 151 
suppurative: deafness, con- 


duction, 158 ; 
purulent. See Otitis media, 
acute. 


serous. See Obstruction, audi- 
tory tube, acute. 
Otorrhagia, 152 
Otopyorrhea, 151 
Otorrhea, 150 
Otosclerosis 
hearing loss, 158 
paracusis, 162 
tinnitus aurium, 154 
Ovary 
agenesis: dwarfism, 801 
cyst. See also Cyst, ovary. 
sterility, 919 
urination, frequent, 944 


cystic. See Oophoritis, chronic. | 
| Oxaluria: hematuria, 950 


Oxycephaly 

head, abnormal, 15 

sutures, premature closing, 17 
Oxyecoria, 162 


| Ozena. See also Rhinitis, atro- 


phic. 
larynx, 280 
abnormalities noted by la- 
ryngoscopy, 284 
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Pachymeningitis 
hemorrhagica: bradycardia, 
hypertrophic cervical 

extremities, upper 
atrophy, 346 
paralysis, 337 
extremity, upper, pain, 327 
hand deformities, 361 
Paget’s disease 
bones. See also Osteitis de- 
formans. 
ataxia, 744 
back pain, musculoskeletal, 
608 
brittle bones, 754 
never Sas respiration, 
3 
exophthalmos, 102 
jaw swelling, 251 
thigh or thighs, pain, 681 
nipple 
breast pain, 419 
crusts or scabs, 894 
nipple discharge, 421 
Onzing 108 discharge, navel, 


Pain 
abdomen, general, 513 
ankle, 716 
back, 605 
thoracic, 611 
breast, 418 
chest, side of, 404 
coitus, 663 
defecation, 665 
ear, 146 
epigastrium, 517 
extremity, upper, 323 
eyeball, 90 
face, 31 
foot, heel, or toe, 718 
general, 860 
hand and fingers, 353 
hip, 677 
hypochondrium 
left, 526 
right, 523 
hypogastrium and pelvis, 536 
iliac region, right or left, 530 
faguinal Een, right or left, 


jaw, 246 

joints, multiple, 836 

knee, 683 

larynx, 278 

leg or legs below knees, 709 

lumbar, 613 

menstruation, 649 

mouth, 191 

neck, 288 

nose, 164 

penis, 628 

perineum, 668 

precordial, 402 

rectum, 665 

sacral, sacroiliac, or coccygeal, 
617 

shoulder, 315 

sternal region, 398 

swallowing, 270° ~ 

teeth, 239 

testicle, 634 

thigh or thighs, 678 

throat, 253 

tongue, 219 

umbilical region, 528 

unilateral, 861 

urination, 945 


| Palate 


abscess, 215. See also Abscess, 
palate. 
anesthesia, 268 
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Palate (cont.) 
carcinoma, 215. See also Car- 
cinoma, palate. 
cleft or perforated, 216 
dysphagia without pain, 274 
food regurgitation, nose, 176 
nasal voice, 856 
endothelioma, 215 
gumma, 215 
odontoma, 215 
papilloma, 215 
soft 
paralysis, 269 
nasal voice, 855 
pronunciation errors, 269 
regurgitation of fluid, 





Papilloma (cont.) 
gum and alveolar processes, 
swellings, 213 
hand swelling, 357 
kidney: hematuria, 949 
palate or roof of mouth, swell- 
ing, 215 
tongue, swelling, 228 
tonsil swelling, 260 
vesicle 
hematuria, 949 
penis, pain, 629 
Papules, 879 
Paracusis duplex, 162 
Parageusia, 236 
Paralysis 


nose, 269 
swellings of, 214 
Palindromic rheumatism, 686. 
See also Pain. 
Pallanesthesia, 862 
Pallesthesia, 862 
Pallor 
face 
permanent, 33 
sudden or transient, 37 
Palms: skin affections, 367 
Palpation: bimanual, abnormali- 
ties, 655 
Palpitation, 507 
Palsy 
Bell’s: facial paralysis, 49 
Duchenne-Erb 
extremity, upper 
atrophy, 343 
paralysis, 332 
Pancreas 
calculi. See Pancreatic lithiasis. 
carcinoma. See Carcinoma, 
pancreas. 
Cystic fibrosis: steatorrhea, 916 
Pancreatic lithiasis: epigastrium 
pain, 521 
Pancreatitis 
acute 
abdomen, rigid, 595 
abdomen, tenderness, gen- 
eral, 517 
back pain, visceral origin, 
610 
constipation, acute, 764 
epigastrium, pain, 519 
shock, 871 
tympanites, 578 
vomiting, acute, 549 
chronic 
dyspepsia, 544 
epigastrium, pain, 519 
hypochondrium, right, swell- 
ing, 565 
steatorrhea, 916 
hemorrhagic. See Pancreatitis, 


acute. 

interstitial. See Pancreatitis, 
acute. 

suppurative. See Pancreatitis, 
acute. 


Pannus: conjunctiva, redness or 
injection, 80 
Panophthalmitis: blindness, 138 
Papilledema, 117 
hemianopsia in, 118 
retinal findings, 118 
scotoma, 118 
vision field, 118 
Papillitis, 119 
and cryptitis, rectal 
pruritus ani, 671 
rectum pain, 666 
Papilloma 
ear swelling, 149 
eyelids, swellings, localized, 71 
face swelling, local, 56 








acute descending: extremities, 
; upper, paralysis, 337 
agitans 
attitude, abnormalities, 746 
brachial monoplegia, 330 
extremity, lower, paralysis, 


facies, characteristic, 43 
gait, abnormalities, 815 
head tremor or shaking, 23 
kyphosis, 622 
movements, tremulous, 852 
muscle spasm, back, 619 
skin, thickening or indura- 
tion, 908 
spasticity or rigidity, gen- 
eral, 909 
speech, disturbances, 913 
sweating, partial excessive, 
928 
tongue tremor, 234 
weakness, 958 
anterior tibial: foot drop, 729 
Brown-Sequard: anesthesia, 
864 
bulbar 
aphonia, 283 
dysphagia without pain, 274 
emotions, altered, 810 
eyeballs, fixed, 92 
facies, characteristic, 44 
food regurgitation, nose, 177 
hoarseness, 283 
lip, tremor, 188 
movements, fibrillary, 851 
paralysis 
soft palate, 270 
uvula, 276 
salivation, 196 
speech disturbance, 914 
tongue 
atrophy, 228 
paralysed, 235 
tremor, 234 
cerebral infantile. See Diplegia. 
cervical sympathetic. See also 
Horner’s syndrome. 
enophthalmos, 103 
face flushed, 39 
pupil changes, 107 
pupillary reflexes, 111 
circumflex nerve 
extremity, upper 
atrophy, 343 
paralysis, 333 
diaphragmatic: abdomen re- 
tracted, inspiration, 593 
Erb’s syphilitic spinal: extremi- 
ties, lower, paralysis, 
704 
extremities 
lower, 701 
upper, 334 
extremity 
lower, 699 
upper, 329 
upper and lower, 338 
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Paralysis (cont.) 


facial, 48 
central origin, 48, 49 
cheeks, flapping, 51 
corneo-conjunctival reflex, 
absent, 88 
face, asymmetry, 54 
facial spasm, 48 
facies, characteristic, 48 
hyperacusis, 163 
lacrimation and epiphora, 82 
lagophthalmos, 66 
mouth, drawn to one side, 
200 
peripheral origin, 48, 49 
ptosis, 64 
salivation and dribbling, 196 
speech disturbance, 914 
taste loss, 237 
uvula deviation, 276 
fescioses senuEKEe! muscu- 
ar 
facial paralysis, 50 
mouth open, 200 
fourth nerve: diplopia, 127 
glossolabiolaryngeal. See Pa- 
ralysis, bulbar. 
infantile. See Poliomyelitis, 
acute anterior. 
ischemic 
extremity, 
343 
extremity, upper, paralysis, 


upper, atrophy, 


Klumpke’s 
extremity, 
343 
extremity, upper, paralysis, 


upper, atrophy, 


pupils in, 107 
laryngeal muscles 
abductors, 286 
abnormalities noted by 
laryngoscopy, 286 
adductors, 286 
bilateral, 286 
complete, 286 
vocal cord tensors, 286 
unilateral, 286 
median nerve 
extremity, upper, paralysis, 
333 


hand deformities, 360 


musculospiral 
extremity, upper, atrophy, 
343 
extremity, upper, paralysis, 
332 
wrist-drop, 353 
oculomotor 


diplopia, 126 
dizziness, 797 
head turned to one side, 24 
phrenic nerve. See Paralysis, 
diaphragmatic. 
postdiphtheritic 
diplopia, 128 
extremities, lower, paralysis, 
703 
fluid regurgitation, nose, 176 
palatal reflex, diminished or 
absent, 269 
pharynx, anesthesia, 269 
pupillary reflexes, 112 
soft palate, paralysis, 269 
speech disturbance, 914 
squint or strabismus, 95 
stertorous respiration, 438 
voice, nasal, 855 
pseudobulbar 
emotions, altered, 810 
facies, characteristic, 44 
speech disturbance, 914 
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Paralysis (cont.) 
radial. See Paralysis, musculo- 
spiral. 
saturnine, 334 
sciatic nerve: extremity, lower, 
paralysis, 700 
serratus magnus 
chest deformity, 411 : 
extremity upper, paralysis, 
333 


sixth nerve: diplopia, 127 
soft palate, 269 


suprascapular nerve: extrem- 
ity, upper, paralysis, 

333 
taste loss, 


trigeminal nerve: 
237 


ulnar nerve 
extremity, upper 
atrophy, 343 
paralysis, 333 
hand deformities, 360 
uvula, 269 
Parametritis: sacral, sacroiliac, 
or coccygeal pain, 617 
Paramyoclonus multiplex, 851 
Paranoia, 844. See also Schizo- 
phrenia. 
Parapharyngeal space infection: 
pharynx, swelling, 264 
Paraphimosis: genitalia, external, 
abnormalities, 641 
Paraplegia 
general anatomical considera- 
tions, 701 
hereditary 
extremities, lower, paralysis, 
04 


knee jerk, exaggerated, 699 
hysterical: knee jerk, exagger- 
ated, 699 
infantile. See also Diplegia. 
extremities, lower, paralysis, 
703 
knee jerks, exaggerated, 698 
movements, athetoid, 849 
spastic 
ankle clonus, 717 
extensor plantar reflex, 730 
spastic or flaccid, 701 
Paresis, general. See General 
paresis. 
Paresthesia 862, 866 
extremities, lower, 707 
extremities, upper, 362 
Magnan’s, 866, 868 
pharynx, 268 
Parinaud’s syndrome, 64 
diplopia, 128 
Parkinson’s disease. See Paraly- 
sis agitans. 
Parkinson’s syndrome. See En- 
cephalitis, epidemic. 
Paronychia 
finger pain, 354 
skin affections, fingernails, 378 
Parosmia, 183 
Parotitis 
epidemic. See Mumps. 
suppurative 
jaw pain, 247 
neck swelling, 297 
Parturition. See Labor. 
Patches 
mouth, 202 
mucous. See also Syphilis, sec- 
ondary. 
genitalia, male, skin affec- 
tions, 641 
gums, 209 
lips, skin affections, 189 
mouth, 203, 217 
pharynx or tonsil, 262, 266 
tongue, 230 





Patches (cont.) 
tongue, white, 232 
tonsils or pharynx, 262 


Patella 
dislocation: pain, 684 
fracture 
knee swelling, 688 
pain, 684 


Patellar reflex 
diminished, 695 
increased, 698 
Pearly sclera, 88 
Pectoriloquy, 456 
Pectoris 
carinatum, 409 
excavatum, 408 
Pediculosis 
itching, 827 
capitis 
neck, lymphadenopathy, 302 
scalp, 28 
pubis 
genitalia, male, skin affec- 
tions, 642 
vulva, skin affections, 654 
Peduncle syndrome, 95 
Pellagra 
dementia, 786 
diarrhea, chronic, 795 
erythema, local, 877 
hands and forearms, skin affec- 
tions, 365 
mouth, burning, 192 
skin pigmentation, 899 
tongue, burning, 221 
tongue, swollen, 225 
Pellegrini-Stieda syndrome: knee 
swelling, 689 
Pelvis 
contracted: dystocia, 804 
pain in, 536 
sarcoma: inguinal region or 
groin, swelling, 602 
Pemphigus 
bullae, 885 
erythematous, 885 
foliaceus, 885 
malignus, 885 
mouth, skin affections, 218 
neonatorum, 886 
syphilitic. See Syphilis, heredi- 
tary. 
vegetans, 885 
vulgaris, 885 
Penis 
epithelioma 
pain, 630 
ulceration, 631 
pain in, 628 
general considerations, 628 
ulcer of, 631 
Peptic ulcer. See also Ulcer, 
peptic (gastric or du- 
odenal). 
back pain 
thoracic, 612 
visceral origin, 609 
dyspepsia in, 542 
epigastrium, pain, 517 
hematemesis, 555 
perforated 
abdominal rigidity, 595 
abdominal tenderness, gen- 
eral, 517 
epigastrium, pain in, 517 
epigastrium, tenderness in, 
syle, 
shock, 870 
stools, blood in, 921 
vomiting, chronic, 551 
Percussion 
dullness or flatness, 443 
hyperresonance or tympany, 
447 
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Perforated palate, 216 
Periapical inflammation, acute: 
tooth pain, 240 : 
Periarthritis, shoulder: extremity, 
upper, pain, 327 
Pericarditis 
acute 
benign: precordial friction 
sound, 507 
fibrinous 
chest tenderness, localized, 
408 
face pallor (permanent), 
35 


precordial friction fremi- 
tus, 474 

precordial friction sounds, 
506 

precordial pain, 403 

chronic 
adhesive 
apex beat, displaced, 467 


intercostal spaces, re- 
_ tracted, 416 . 
jugular veins, diastolic 


collapse, 294 
precordial friction sound, 
507 
precordium, bulging, 413 
constrictive 
apex beat, feeble or ab- 
sent, 469 
ascites, 576 
cardiac sounds, intensity 
decreased, 481 
pleural friction sound, 461 
pulse wave, volume and 
type, 380 
with effusion 
apex beat, displaced, 467 
mae rine feeble or absent, 


bronchial breathing, 452 

cardiac dullness, area 
creased, 475 

cardiac sounds, intensity de- 
creased, 482 

cardiac sounds, reduplicated, 
486 

cough, 394 

cyanosis, 778 

delirium, 784 

dysphagia without pain, 275 

dyspnea, 432 

insomnia, 825 

orthopnea, 860 

percussion, dullness or flat- 


in- 


ness, 446 
precordial friction fremitus, 
474 


precordial intercostal spaces, 
bulging, 416 
precordium bulging, 412 
pulmonic second sound, ac- 
centuated, 485 
tachycardia, 491 


Pericementitis, acute. See Ab- 
; scess, alveolar, acute. 
Perichondritis 


ear: pain, 150 | 
larynx: pain, 278 ~» 
Peridentitis, acute. See Abscess, 
alveolar, acute. 
Perineum 
laceration of, 656 
feces, incontinence, 813 
pain in, 668 
tenderness, 669 
ulcer, 669 
Periodic disease: pyrexia, recur- 
ring, 937 
Periostitis 
maxillary: jaw pain, 247 
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Periostitis (cont.) 
of nye pone: tongue, pain, 
ilium (suppurative): iliac and 
inguinal regions, pain, 
533 
of knee: popliteal space, swell- 
ing, 690 
of mandible 
jaw pain, 248 
jaw swelling, 251 
orbital: exophthalmos, 101 
Periproctitis: rectal pain, 666 
Peristalsis, visible, 597 
Peritonitis 
acute general 
abdomen, retracted, 593 
abdomen, rigid, 594 
abdominal pain, general, 513 
abdominal tenderness, gen- 
eral, 516 
ascites, 574 
chills or rigor, 756 
facies, characteristic, 41 
oliguria, 952 
posture, in bed, 781 
risus sardonicus, 46 
shock, 871 
tongue, coated, 223 
tympanites, 577 
vomiting, acute, 546 
carcinomatous 
abdominal wall, 
562 
ascites, 575 
umbilical swelling, 567 
chronic: ascites, 574 
pelvic 
dysmenorrhea, 650 
propssaiim, tenderness, 


swellings, 


iliac region, pain, 530 
urination, frequent, 944 


pneumococcic: discharge, 
navel, 599 
tuberculous 


abdominal pain, general, 515 
abdominal swelling, general, 
560 
abdominal tenderness, gen- 
eral, 517 
ascites, 574 
discharge, navel, 599 
epigastrium, swelling, 563 
hypopyrexia, 939 
skin pigmentation, 899 
temperature elevation, pro- 
longed, 934 
tympanites, 578 
umbilical region, 
566 
weight loss, 961 
Perleche: lips, skin affections, 
89 


swelling, 


Permanent pallor or sallowness 
of face, 33 
Pernicious anemia. See Anemia, 
pernicious. 
Perneo syndrome. See Chilblain. 
Perthes’ disease. See also Osteo- 
chondritis juvenalis. 
hip pain, 678 
scoliosis, 625 
Pertussis (whooping cough) _ 
conjunctiva, redness or injec- 
tion, 80 
cough, 388 
cyanosis, 778 
epistaxis, 178 
eylids 
ecchymosis, 67 
swelling, 68 
face swelling, general, 52 


Pertussis (cont.) 
lacrimation and epiphora, 82 
nose, watery discharge, 173 
sneezing, 185 
sputum, characteristics, 388 
peek hemorrhage, 


tongue, ulcer, 232 
vomiting, chronic, 552 
Pes planus. See Flatfoot. 
Petechiae, 902 
chest, skin affections, 424 
mouth, 205 
Petit mal. See Epilepsy, minor. 
Peutz-Jegher’s syndrome, 765 
skin piementsiten, increased, 


stools, blood in, 924 
Perce disease: impotence, 
penis, pain, 631 
Pharyngeal lymphatic structures 
acute infection 
dysphagia with pain, 270 
hawking and spitting, 267 
nasal voice, 855 
neck, jeealeed tenderness, 


neck, lymphadenopathy, 310 

swallowing, painful, 270 

pharynx and tonsils, redness, 
258 


throat pain, 253 
hyperplasia: nasal voice, 855 
Pharyngitis 
acute 
lateral. See also Pharyngeal 
lymphatic structures, 
acute infection. 
simple 
cough, 388 
dysphagia with pain, 270 
hawking and spitting, 267 
ne lymphadenopathy, 


pharynx or tonsils, red- 
ness, 258 

throat, dry, 256 

throat, mucus accumula- 
tion, 267 

throat, pain, 253 

chronic 
atrophic: dryness in throat, 

257 


simple 

hawking and spitting, 267 

hoarseness, 282 

throat, mucus accumula- 
tion, 267 

pharynx, tickling or burn- 
ing, 256 

throat, redness, 258 

throat, sore, 254 

granular or lacunar. See 

Pharyngitis, chronic, 


simple. 

Pharyngomaxillary space infec- 
tion: tonsil displace- 
ment, 260 


Pharynx, 253 

actinomycosis. See Actinomy- 
cosis, pharynx. 

carcinoma. See Carcinoma, 
pharynx. 

dryness, 256 

gumma. See Gumma, pharynx. 

mucus accumulation in, 266 

redness of, 258 

sensory disorders, 268 

swelling of, 263 

syphilis, secondary. See 


Patches, mucous. F 
tuberculous. See Tuberculosis, 
pharynx. 
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Pharynx (cont.) 
ulcers of, 265 
white or gray patches, 262 
Pheochromocytoma: blood pres- 
sure, high, 750 
Phimosis 
genitalia, external, abnormal- 
ities, 640 
urination difficult or painful, 
945 


urine retention, 956 
Phlebitis 
edema, circumscribed or local, 
808 


erythema, local, 877 

extremity, lower, edema, 724 

extremity, soft parts, swelling, 
690 


leg pain, 709 
thigh pain, 679 
Phlegmasia alba dolens. See 
Thrombophlebitis, fem- 
oral vein. 
Phlegmons or boils, 897. See also 
abscess. 
Photophobia, 124 
pupil changes, 104 
Photopsia, 144 
Phthiriasis: eyelids, skin affec- 
tions, 74 
Phthisis 
acute pneumonic, 457 
aneurysmal, 390 
fibroid. See Tuberculosis, fi- 
broid. 
Phytobezoar, 742 
Pica, 742 
Pick’s disease. See also Dementia, 
presenile. 
amnesia, 736 
hemiplegia, 342 
_mentality, changes of, 848 
Pick’s syndrome. See Pericardi- 
; tis, chronic constrictive. 
Pigment patches in mouth, 206 
Pigmentation of skin, increased 
or decreased, 898 
Pink disease 
erythema, general, 876 
insomnia, 825 
knee jerk, diminished or ab- 
sent, 698 
muscular atrophy, 746 
Pink-eye, 78 
Pinworms: pruritus ani, 670 
Pityriasis 
rosea 
abdomen, 
604 
chest, skin affections, 422 
macules, 878 
scales, 887 
rubra. See Dermatitis exfolia- 
tiva. 
simplex capitis. See also Sebor- 
rhea sicca. 
baldness, 26 
scales, 887 
scalp, skin affections, 28 
steatoides. See also Seborrheic 
dermatitis. 
eyebrows, skin affections, 29 
scalp, skin affections, 28 
scales, 887 
versicolor. See also Tinea versi- 
color. 
scales, 887 
Placenta 
previa 
abnormalities noted by pal- 
pation, 658 
uterine bleeding, 647 
retained: hypogastrium 
pelvic pain, 539 


skin affections, 


and 
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Plantar reflex, extensor, 730 
Pleura ; 
carcinoma: See Carcinoma, 
lung and pleura. ‘ 
disease: back pain, thoracic, 
612 


effusion 
bloody, 463 
purulent, 464 
serous, 462 
friction 
rub, 443 
sounds, 460 
Pleurisy 
acute fibrinous 
back pain, thoracic, 612 
chest, mobility impaired, 427 
chest, tenderness, localized, 
407 
chest, pain in side, 404 
cough, 391 
friction fremitus, pleural, 
friction fremitus, precordial, 
714 


friction sound, pleural, 461 
friction sound, precordial, 
507 

iliac region, pain, 534 

pleural effusion, bloody, 464 

sputum, characteristics, 391 
chronic adhesive 

apex beat, displaced, 466 

breath sounds, weak or ab- 


sent, 455 

chest deformities, 410 

chest, mobility impaired, 
427 


percussion, dullness or flat- 
ness, 445 

pleural friction fremitus, 
443 


pleural friction sound, 461 

shoulder, elevated or de- 
pressed, 320 

vocal or tactile fremitus, 
diminished, 442 

diaphragmatic 
chest, pain in side, 405 
chest, tenderness localized, 


hypochondrium, right, pain, 
524 


hypochondrium, right, ten- 
derness, 526 
neck pain, 290 
neck, tenderness, localized, 
292 
shoulder pain, 317 
purulent. See Empyema, 
pleural. 
with effusion 
apex beat, displaced, 466 
Red pas feeble or absent, 


breath sounds, weak or ab- 
sent, 454 

breathing, bronchial, 451 

Sard bronchovesicular, 


bronchophony, 457 
cardiac dullness, 
creased, 475 
cardiac sounds, intensity de- 
creased, 482 
chest 
asymmetry, 412 
mobility impaired, 426 
dyspnea, 430 
effusion, 
bloody (hemothorax), 463 
purulent, 464 
serous exudate, 462 
serous transudate, 462 


area in- 


Pleurisy (cont.) 


with effusion (cont.) 
egophony, 457 


intercostal spaces, bulging, 
415 
percussion 
dullness or flatness, 444 


hyperresonance or 

pany, 449 

posture in bed, 782 

precordium, pulsations, ab- 
normal, 470 

pupils, changes, 108 

vocal or tactile fremitus, di- 
minished, 441 


tym- 


Pleurodynia. See also Fibrositis, 


intercostal. 
chest, mobility impaired, 427 
chest tenderness, localized, 407 
epidemic: chest, pain in side, 
406 


Plumbism. See Lead poisoning, 


chronic. 


Plummer-Vinson syndrome 


dysphagia without pain, 276 
lips, skin affections of, 190 
lips, swollen, 187 

mouth, pain, 193 
splenomegaly, 590 

tongue, pain, 221 


Pneumonia. See also Broncho- 


pneumonia. 
caseous. See Tuberculosis. 
chronic interstitial. See Fibro- 
sis, pulmonary. 
croupous. See Pneumonia, lo- 
bar. 
lobar 
abdomen, rigid, 595 
back pain, thoracic, 612 
breathing, bronchial, 450 
breath sounds, weak or ab- 
sent, 455 
bronchophony, 456 
chest, asymmetry, 412 
chest, mobility impaired, 426 
chest, tenderness, localized, 
407 
chest, pain in side, 404 
chills or rigor, 756 
cough, 390 
cyanosis, 777 
death, sudden, 780 
delirium, 783 
dyspnea, 429 
effusion, pleural, purulent, 
464 
effusion, pleural, serous, 462 
facies, characteristic, 41 
hemoptysis, 396 
herpes labialis, 187 
hiccough, 821 
iliac region, pain, 534 
insomnia, 824 
jaundice, 834 
nostrils, dilated, 170 
percussion, dullness or flat- 
ness, 444 
percussion, hyperresonance 
or tympany, 448 
pleural friction sound, 461 
posture in bed, 782 
pulmonic second sound, ac- 
centuated, 484 
pupil changes, 108 
rales, 459 
sputum, characteristics, 390 
tongue, coated, 223 
tympanites, 578 
vesicles, 882 
vocal and tactile fremitus, 
increased, 441 
whispering pectoriloquy, 456 
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Pneumonia (cont.) 
primary atypical 
cough, 389 
rales, 458 ; 
sputum, characteristics, 389 
tuberculous. See Tuberculosis. 
Pneumonoconiosis 
cough, 393 
rales, 460 
sputum, characteristics, 393 
Pneumoperitoneum, 577 
Pneumothorax, acute 
apex beat, displaced, 467 
breath sounds, weak or absent, 
455 
dullness, 
creased, 476 
chest, asymmetry, 412 
chest, mobility impaired, 427 
chest, pain in side, 405 
cyanosis, 778 
dyspnea, 430 
intercostal spaces, bulging, 415 
percussion, hyperresonance or 
tympany, 449 


cardiac area de- 


precordium, pulsations ab- 
normal, 471 

rales, 459 

shock, 872 


tension, 415 
vocal or tactile fremitus, di- 
minished, 442 
Podagra. See Gout. 
Poison ivy: vesicles, 882 
Poisoning 
alcohol. See also Alcoholism. 
coma, 759 
breath odor, 194 
pre pallor (permanent), 


oxyecoia, 162 
pupils in, 108 
wood 
blindness, 139 
optic atrophy, 120 
vision reduced, 136 
Migr fields, contracted, 
amphetamine, chronic: mental- 
_ ity, changes, 846 
arsenic 
acute 
erythema, general, 876 
eyelids, swelling, 69 
rectum, pain, 667 
chronic 
baldness, 26 
herpes zoster, 425 
skin pigmentation, 900 
atropine: tachycardia, 491 
bismuth 
gums, colored line, 207 
mouth, pigment, 206 
metallic taste, 237 
bromide 
anesthesia, pharynx and pal- 
ate, 269 
taste loss, 238 
tongue, tremulous, 234 
carbon monoxide 
face flushed, 39 
coma, 760 
cyanosis, 779 
cocaine: mentality, changes of, 
845 


copper, chronic: gums, 
ored line, 207 
corrosive 
dysphagia with pain, 270 
mouth pain, 192 
mouth ulcers, 203 
shock, 872 
throat pain, 255 
throat redness, 259 


col- 
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Poisoning (cont.) 
corrosive (cont.) 
tongue, swollen, 225 
tonsils or pharynx, 
patches, 262 
digitalis. 
and intolerance. 
food 


abdominal pain, general, 514 
epigastrium, tenderness, 523 
rectum, pain, 667 
salmonella 
diarrhea, acute, 790 
vomiting, acute, 549 
staphylococcal 
diarrhea, acute, 790 
vomiting, acute, 549 
streptococcal: diarrhea, 
acute, 790 
umbilical region, pain, 528 
vomiting, acute, 549 
Ayczocyanic acid: Breath odor, 


white 


inhalation of gases 
cough, 393 
sputum, characteristics, 393 
iodides 
headache, frontal, 5 
nasal discharge, watery, 174 
sneezing, 185 
taste loss, 238 
lead 
abdomen, pain, general, 515 
abdomen, retracted, 593 
constipation, acute, 764 
constipation, chronic, 766 
extremities, upper, atrophy, 
5 


extremities, upper, paralysis, 
334 


face pallor (permanent), 35 
gums, colored line, 207 
oliguria, 952 
umbilical region, pain, 529 
wrist-drop, 352 
mercury 
breath odor, 195 
diarrhea, acute, 791 
gums, spongy or ulcerated, 
210 
mouth, ulcers or white 
patches, 203 
salivation, 195 
metallic taste, 237 
teeth, loose, 243 
tongue, swollen, 225 
opium 
bradycardia, 492 
breath odor, 194 
coma, 760 
drowsiness or stupor, 800 
mentality, changes of, 845 
pupils in, 108 
respiration, slow, 435 
phenol. See Poisoning, corro- 
sive. . } 
phenolphthalein: skin, pig- 
mentation of, 900 
phosphorus 
breath odor, 194 
jaundice, 831 
quinine and salicylate 
blindness, 139 
deafness, 160 
hearing, heightened, 162 
photophobia, 125 
tinnitus aurium, 155 
visual fields, contracted, 133 
santonin: colored vision, 143 
strychnine 
mouth, inability to open, 249 
opisthotonos, 858 
risus sardonicus, 46 
tobacco: oxyecoria, 162 


See Digitalis effect | 








Poliomyelitis, acute anterior 
contractures, 767 


extremities, upper, atrophy, 
346 

extremities, upper, paralysis, 
336 

extremity, lower, atrophy, 705 

extremity, lower, paralysis, 
700 

ony, lower, shortening, 


extremity, upper, atrophy, 342 
extremity, upper, paralysis, 
332 


foot, eversion of, 730 
foot drop, 279 
gait, abnormalities of, 815 
knee jerks, diminished or ab- 
sent, 697 
muscular atrophy, 745 
scoliosis, 624 
tongue, atrophy, 229 
Pollakiuria, 942 
Polycystic kidneys. See Kidney, 
polycystic. 
Polycythemia rubra vera 
cyanosis, 778 
face, flushed, 39 
hematuria, 950 
splenomegaly, 590 
Folydactytetn: finger deformities, 
37 
Polydipsia, 939 
Polyneuritis. See also Neuritis, 
multiple. 
acute febrile 
pupilioy reflexes, abnormal, 
1 


wrist-drop, 353 

acute idiopathic: extremities, 
lower, paralysis, 704 

alcoholic. See Neuritis, alco- 
holic. 

arsenical. See Neuritis, arseni- 
cal. 

extremities, upper atrophy, 345 

exbeniucs, upper, paresthesia, 
362 


sensory disturbances, 334 
wrist-drop, 352 
Polyorrhymenitis: ascites, 576 
Polyotia: ear deformities or mal- 
formations, 163 
Polyp. 
aural: ear bleeding, 152 
cervical 
abnormalities by palpation, 
65 


abnormalities by speculum, 
661 


dysmenorrhea, 649 
hypogastrium and pelvic 
pain, 538 
leukorrhea, 644 
uterine bleeding, 648 
nasal 
headache, general or vari- 
able, 10 
obstruction, nasal, 171 
priapism, 633 
sneezing in, 185 
voice, nasal, 855 
rectal 
abnormalities by rectum, 672 
pain, 666 
stools, blood in, 923 
stools, mucus in, 925 
Polyphagia, 741 
Polypnea, 428 
Polyserositis, 576 
Polyuria, 954 
Pompholyx: palms and soles, 368 
Pontine syndrome of Foville, 50 
Popliteal space: swelling, 689 
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Porphyria 
macules, 878 
urine, abnormal color, 947 
Porphyrinuria, 947 
Portal vein, obstruction 
ascites, 575 
hematemesis, 557 
Porter’s syndrome: ascites, 576 
Postcommissurotomy syndrome: 
precordial pain, 404 
Posterior inferior cerebellar ar- 
tery syndrome, 88 
diplopia, 128 
Posterior laterocondylar 
syndrome 
tongue, atrophy, 229 
tongue deviation when pro- 
truded, 236 
Posterior peduncular syndrome 
of Benedikt, 50 
Posterior retroparotid space syn- 
drome: tongue, atrophy, 
229 
Postinfarction syndrome: sub- 
sternal region, pain, 402 
Postgastrectomy syndrome. See 
Dumping syndrome. 
Postnasal drip 
hawking and spitting, 267 
throat, mucus accummulation, 


space 


vomiting, chronic, 551 
Postphlebitic syndrome, 711. See 
also Thrombophlebitis, 
femoral vein. 
extremities, upper, edema, 329 
extremity, lower, edema, 724 
leg, varicosities, 711 
Posttraumatic vasospastic disor- 
der 
extremity, upper, edema, 329 
extremity, upper, pain, 325 
hand and fingers, pain, 356 
Posture 
abnormalities, standing, 746 
defect of 
back pain, musculoskeletal 
origin, 605 
lumbar pain, 613 
in bed, 781 
Potassium abnormality: extremi- 
ties, upper, paralysis, 
337 
Pott’s disease. See also Tubercu- 
losis of spine. 
back pain, musculoskeletal ori- 
gin, 607 
back pain, thoracic, 611 
dyspnea, 434 
headache, occipital, 8 
insomnia, 825 
lumbar pain, 617 
neck pain, 289 
pupils, changes 
shape, 108 
Precordia (or precordium) 
bulging of, 412 
friction fremitus over, 474 
friction sound in, 506 
pain in, 402 
pulsations, abnormal, 470 
thrills in, 472 
Pregnancy. See also Labor; Pres- 
entation. 
Ectopic 
abnormalities by palpation, 
659 
abnormalities by rectum, 674 
amenorrhea, 651 
ruptured 
death, sudden, 780 
hypogastrium and pelvic 
pain, 538 
death, sudden, 780 


in size and 
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Pregnancy (cont.) 
Ectopic (cont.) 
Ruptured (cont.) : 
iliac and inguinal regions, 
pain, 532 
shock, 872 
uterine bleeding, 647 
normal 
abdominal swelling, general, 


abnormalities by palpation, 
657 

abnormalities by speculum, 
661 


appetite, perverted, 742 
breast pain, 418 
chest wall, veins enlarged, 
418 
dyspepsia in, 543 
extremities, lower, 
723 
heartburn, 509 
hypogastrium, swelling, 571 
itching, 828 
leg, varicose veins, 711 
skin pigmentation, 899 
teeth, carious, 243 
urination, frequent, 943 
vomiting, chronic, 550 
toxemia of 
blood pressure, high, 749 
retinal vascular changes and 
retinitis, 116 
Prematurity: sutures, delayed 
closure, 17 
Presbyopia 
eyeballs, pain, 90 
vision, indistinct, 134 
Presentation 
breech: dystocia, 805 
brow: dystocia, 806 
compound: dystocia, 806 
face: dystocia, 806 
occiput posterior: dystocia, 805 
transverse: dystocia, 806 
Priapism, 633 
aphrodisiac drugs and, 633 
general considerations, 633 
Prickly heat. See Miliaria rubra. 
Procidentia. See Uterus, prolapse 


edema, 


of. 
Proctitis 
rectum, pain, 666 
stools 


blood in, 921 
mucus in, 925 
pus in, 927 

Progeria 
alopecia, 26 
dwarfism and infantilism, 802 
facies, characteristic, 45 

Prolapsus ani: anoperineal re- 

gion, swelling, 672 

Proptosis, 100 

Prostate 
abscess. See Abscess, prostate. 
carcinoma. See Carcinoma, 

prostate. 
tuberculosis. See Tuberculosis, 
prostate. 

Prostatic hypertrophy 
abnormalities by rectum, 673 
hematuria, 948 
impotence, 823 
penis, pain, 630 
priapism, 633 
urination, frequent, 943 
urination, painful or difficult, 

945 
urine retention, 956 

Prostatitis 
abnormalities by rectum, 673 
hematuria, 949 
impotence, 822 


Prostatitis (cont.) 
penis, pain, 629 
perineum, pain, 668 
sacral, sacroiliac, or coccygeal 
pain, 617 
sterility, 920 
Pruritus, 826 
ani, 670 
general considerations, 670 
local origin, 670 
systemic condition, 670 
anoxic, 827 
balnei, 828 
gravidarum, 828 
hiemalis, 828 
psychogenic, 827 
senilis, 828 
vulvae, 655 
Pseudoamenorrhea, 650 
Pseudocyesis, 567 : 
Pseudoelephantiasis: extremity 
lower, edema, 725 
Pseudonystagmus, 97 
Pseudoptosis, 65 
Pseudotylism, 195 
Pseudotumor _ cerebri: 
ledema, 118 
Psoriasis 
scales, 887 
skin affections 
abdomen, 604 
chest, 423 
elbows and knees, 349 
fingernails, 377 
legs, 713 
scalp, 29 
versicolor. See Tinea versi- 
color. 
Psychoneurosis, 842. 
Hysteria. 
anorexia, 740 
anxiety reaction, 843 
appetite, increased, 741 
back pain, 611 
breathing in, 440 
cardiac arrhythmia, causes of, 


papil- 


See also 


chest, tenderness, localized, 408 

contractures, 769 

conversion reaction, 843 

depressive reaction, 843 

dizziness, 796 

dyspepsia, 541 

emotions, alternations of, 809 

epigastrium, tenderness, 522 

face, flushing, 40 

facies, characteristic, 42 

fatigue, psychogenic, 812 

headache, vertex, 9 

hearing, heightened, 162 

hiccough, 821 

hip pain, 678 

hysteria, 843 

insomnia, 824 

major categories of, 842 

mentality, changes of, 842 

mouth, inability to open, 249 

movements, tremulous, 853 

muscular cramps, 775 

neck pain, 290 

Obsessive comapulsiye reaction, 
3 


oxyecoia, 162 

palpitation, 508 

extremities, lower, paresthesia, 
707 

paresthesia, 866 

phobic reactions, 843 

photophobia, 125 

polyuria, 954 

psychophysiologic reaction, 
843 

ptosis, 64 

pupils in, 108 
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Psychoneurosis (cont.) 
regurgitation, stomach, 558 
salivation in, 196 
scalp, tenderness, localized, 12 
sensations, subjective, 868 
spasmodic movements, head, 

ip 


spine, tenderness, localized, 625 

sweating, general, 928 

tachycardia, types of, 490 

taste, perversion, 237 

tinnitus aurium, 155 

tongue, pain, 221 

tongue, spasm, 235 

tympanites, 578 

vomiting, chronic, 552 
Psychosis, 842. See also Demen- 


tia. 

acute alcoholic. See Delirium 
tremens. 

anorexia in, 740 

cocaine: mentality changes, 


involutional: mentality 
changes, 847 
infection-exhaustion 
delirium, 784 
mentality, changes of, 846 
Korsakoff’s, 844. See also Kor- 
sakoff’s syndrome. 
manic-depressive, 844 
emotions, alterations of, 810 
facies, characteristic, 42 
insomnia, 825 
mentality, changes of, 844 
opium: mentality changes, 845 
presenile. See Dementia. 
senile. See Dementia. 
Pterygium: fingernails, skin af- 
fections, 377 
Ptosis 
acquired, 63 
congenital, 63 
hysterical, 64 
myogenic, 63 
neurogenic, 63 
pseudoptosis, 64 
sympathetic, 64 
Ptylism, 195 
Puerile breathing, 454 
Poexpaelep os: chills or rigors, 


Puffiness of eyelids, 68 
Pulmonic area 
murmurs in, 503 
second sound, accentuated, 484 
second sound, enfeebled, 485 
Pulp 
exposed: tooth pain, 239 
nodules: tooth pain, 240 
stones, 240 
Pulpitis, acute 
jaw pain, 246 
tooth pain, 239 
Pulsation 
capillary, under fingernails, 379 
carotid, 292 
episternal, 294 
jugular, 293 
precordial, 470 
supraclavicular, 295 
Pulse 379 
collapsing, 384 
Corrigan’s, 280, 384 
dicrotic, 380 
examination of, 379 
force of, 380 
inequality of, 383 
irregular, 381 
normal rate, 379 
paradoxical, 380 
rapid, 486 
rate, halving of, 383 
slow, 491 
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Pulse (cont.) 
volume and type of, 380 
water-hammer, 380 
Pulseless disease: retinal vascular 
changes and _ retinitis, 
117 
Pulsus 
alternans, 380 
cardiac arrhythmia, 
of, 495 
halving of pulse rate, 383 
pulse, irregular, 383 
bigeminus, 381 
magnus, 380 
paradoxus, 380, 383 
parvus, 380 
trigeminus, 383 
Pupil, double: monocular 
plopia, 129 
Pupils, 104 
Argyll-Robertson, 109 
changes, size and shape, 104 
hippus, 109 
immobility of, 109 
irregularity of, 104 
reflexes, abnormalities of, 109 
sluggishness of, 109 
unequal, 104 
Purpura 
allergic 
skin hemorrhages into, 903 
stools, blood in, 923 
vomiting, chronic, 553 
hemorrhagica 
chest, skin affections, 424 
epistaxis, 179 
eyelids, ecchymosis, 68 
joints, pain in, multiple, 839 
leg, skin affections, 714 
mouth, mucous membrane 
hemorrhages, 205 
skin, hemorrhages into, 903 
splenomegaly, 588 
hematuria, 950 
Henoch’s. See Purpura, aller- 
gic. 
theumaticus. See Purpura, al- 
lergic. 
simplex. See Purpura, allergic. 
thrombocytopenic primary. See 
Purpura hemorrhagica. 
Purulent or mucopurulent dis- 
charge, conjunctiva, 83 
Pus in stools, 926 
Pustules, 889 
Pyelitis 
back pain, visceral origin, 610 
chills or rigors, 756 
iliac and inguinal regions, pain, 
Sybil 


forms 


di- 


lumbar pain, 615 

lumbar tenderness, 618 

hematuria, 948 

pyrexia, recurring, 936 
Pyelonephritis 

back pain, visceral origin, 610 

blood pressure, high, 749 

chills or rigors, 756 

lumbar pain, 615 

lumbar tenderness, 618 

hematuria, 948 

pyrexia, recurring, 936 
Pyemia: chills or rigors, 756 
Pylorospasm 

epigastrium, pain, 521 

visible peristalsis, 598 

vomiting, chronic, 551 
Pyonephrosis 

back pain, visceral origin, 610 

face pallor (permanent), 34 

hematuria, 948 

kidney, enlarged, 591 

lumbar pain, 615 


Pyonephrosis (cont.) 
lumbar region swelling, deep- 
seated, 620 
pyrexia, recurring, 936 
sweating, general, 929 
Pyorrhea alveolaris 
breath, foul, 193 
diabetes mellitus, 243 
gums, colored line, 207 
gums, spongy or bleeding, 209 
neck, lymphadenopathy, 301 
pernicious anemia, 243 
taste, disagreeable, 237 
teeth, loose, 243 
teeth, pain, 240 
tongue, pain, 220 
Pyosalpinx. See also Salpingitis, 
chronic. 
abnormalities by rectum, 674 
Pyothorax, 464 
Pyrexia 
prolonged, 933 
recurring, 936 
Pyrosis, 509 


Quincke’s disease. See Edema, 

angioneurotic. 

Quinine effect and intolerance. 
See also Poisoning, Qui- 
nine. 

bradycardia, 492 

Quinsy. eee Abscess, peritonsil- 

ar. 


Rabies. See Hydrophobia. 
Rachitis. See Rickets. 
Radiculitis, infective 
extremity, upper, atrophy, 344 
extremity, upper, paralysis, 332 
Radiodermatitis: fingernails, skin 
affections, 378 
Raeder’s syndrome: myosis, uni- 
lateral, 109 
Rales, 457 
crepitant, 458 
dry, 457 
indux, 459 
moist, 457 
mucous, 458 
post-tussive, 459 
radux, 459 
sibilant, 457 
sonorous, 458 
subcrepitant, 458 
Ranula: ge floor, swelling, 
Rapid pulse, 486 
Rash 
enema: erythema, general, 876 
flannel: erythema, general, 876 
Raynaud’s disease 
amblyopia, 137 
anesthesia, 865 
blindness in, 140 
bullae, 886 
diarrhea, chronic, 796 
ear, gangrene, 152 
earache, 149 
emotions, altered, 811 
enophthalmos, 103 
erythema, local, 877 
extremity, lower, edema, 724 
extremity, lower, paresthesia, 
708 
extremity, upper, edema, 329° 
extremity, upper, paresthesia, 
363 


feet, redness, 728 

fingernails, abnormalities, 379 
fingers, skin affections, 376 
foot or toes, gangrene, 726 
foot or toes, pain, 720 
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Raymaud’s disease (cont.) 

hand or fingers, gangrene, 371 

hand and fingers, pain, 355 

hands, paresthesia, 363 

hemiplegia, 342 

joints, pain in multiple, 839 

paresthesia, 867 

retinal vascular changes and 
retinitis, 117 

skin, thickening or induration, 
909 


speech disturbance, 915 
syncope, 932 
tongue, pain, 221 
ulcers, 897 
vesicles, 884 
vision, dimness, 137 
visual fields, contracted, 134 
Raynaud’s syndrome. See Ray- 
naud’s disease. 
Rectocele: abnormalities by pal- 
pation, 656 
Rectum 
abnormalities by palpation, 672 
adenomas: stools, blood in, 923 
bleeding from, 921 


carcinoma. See Carcinoma, 
rectum. 
disease of 
bere ypein, visceral origin, 


sacral, sacroiliac, or coccyg- 
eal pain, 617 
sacral, sacroiliac, or 
coccygeal pain, 617 
foreign body. See Foreign 
body, rectum. 
injury of: stools, blood in, 922 
malformations of: abnormali- 
ties by rectum, 674 
pain, 665 
polyp 
pain, 666 
stools, blood in, 923 
stools, mucus in, 925 
stricture or stenosis 
abnormalities by rectum, 673 
pain, 666 
stools, blood in, 923 
ulcer of 
abnormalities by rectum, 673 
back pain, visceral origin, 
610 
pain, 665 
pruritus ani, 671 
stools, blood in, 922 
varicosities: stools, blood in, 
923 
Recurring fever, 936 
Redness 
conjunctiva, 78 
feet, 728 
nose, 166 
throat, 258 
tonsils, 258 
Reduplication of cardiac sounds, 
485 


fissure: 


Reflex 
abdominal, absent, 600 
corneoconjunctival, abolition, 
87 
extensor plantar, 730 
patellar 
diminished or absent, 695 
increased, 698 
pupillary 
abnormal, 109 
hemianoptic, 110 
paradoxical, 110 
Reiter’s syndrome 
arthritis, 839 
conjunctivitis, 839 
joints, pain multiple, 839 
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Reiter’s syndrome (cont.) 
knee pain, 686 
penis pain, 631 
urethral discharge, 632 
urination, frequent, 944 
Regurgitation 
aortic 
aortic area murmurs, 501 
aortic second sound, feeble, 
484 
blood pressure, high, 749 
capillary pulsations, 379 
carotid arteries, throbbing, 
292 
death, sudden, 780 
face pallor (permanent), 33 
head, tremor or shaking, 23 
insomnia, 825 
mitral area murmurs, 500 
precordium, thrill, 473 
pulsations, abnormal, 
cordium, 471 
pulse, collapsing, 384 
pulse, Corrigan’s, 380 
sensations, subjective, 868 
tinnitus aurium, 156 
ventricle, left, enlarged, 479 
fluid through nose, 176 
mitral 
apex first sound, feeble, 483 
aortic second sound, feeble, 
484 
cardiac sounds, 
cated, 486 
left ventricle, hypertrophy, 
79 


pre- 


redupli- 


pulmonic second sound, ac- 
centuated, 484 
pulsations abnormal, 
cordium, 471 
systolic murmur, 500 
pulmonary: murmurs, 504 
stomach, 557 
tricuspid 
jugular veins, enlargement, 
296 


pre- 


jugular veins, pulsations, 293 
murmur, 505 
pulmonic second sound, 
feeble, 485 
pulsations, abnormal, 
cordium, 471 
Renal insufficiency, absolute. See 
Uremia. 
Rendu-Osler-Weber disease. See 
also Telangiectasia, he- 
reditary hemorrhagic. 
hemoptysis, 398 
skin, hemorrhages into, 906 
skin, telangiectasia of, 907 
Respiration. See also Breathing. 
Biot’s type, 435 
bronchial, 450 
cavernous and amphoric, 452 
Cheyne-Stokes, 438 
physiologic, 438 
irregular, 438 
meningeal, 438 
puerile or exaggerated, 454 
Seitz’s metamorphosing, 452 
slow, 435 
stertorous, 438 
Retarded development, physical 
or mental, 787 
Retention of the urine, 955. See 
also Urine, retention of. 


pre- 


Retina 
detachment of. See Detach- 
ment of retina. 
vascular changes, 115 
Retinitis, 115 
black gr white spots on retina, 
22 





Retinitis (cont. ) 
blindness, 138 
metamorphopsia, 144 
photophobia, 124 
pigmentosa: blind 

retina, 123 
scotoma, 142 
vision, diminished, 135 
vision field, constricted, 133 

Retracted abdomen, 593 

Retraction 
abdomen, on inspiration, 593 
intercostal spaces, 416 

Retroperitoneal mass: back pain, 

visceral origin, 610 

Rheumatic fever, acute 
ankle pain, 716 
elbow swelling, 348 
hip pain, 678 
hyperpyrexia, 937 
joints, pain in multiple, 836 
knee pain, 684 
knee swelling, 687 
nodules, 891 
pleural effusion, serous, 462 
precordial pain, 403 
shoulder pain, 316 
sweating, general, 929 
temperature elevation, 

longed, 934 
wrist swelling, 350 

Rheumatism 
muscular, 288 

extremity, upper, pain, 325 
Rhinitis 
acute 
anosmia, 183 
conjunctiva, redness, 80 
headache, frontal, 3 
lacrimation, 82 
nasal discharge 
mucopurulent or 
ulent, 174 
watery, 173 
nasal obstruction, 170 
nasal orifices, redness, 166 
nasal pain, 164 
nasal voice, 855 
photophobia, 125 
sneezing, 184 
taste loss, 236 
throat, dry, 256 
allergic. See also 
acute. 
nasal discharge, watery, 173 
chronic 
atrophic 
anosmia, 184 
breath, foul, 193 
hypertrophic 
anosmia, 183 
hawking and spitting, 268 
nasal obstruction, 171 
nasal pain, 165 
throat, dry, 257 
simple 
headache, 10 
nasal discharge, 174 
nasal obstruction, 170 
nasal pain, 165 
sneezing, 185 
infectious diseases. See Rhini- 
tis, acute. 
purulent: nasal discharge, 175 
sicca: nasal pain, 165 

Rhinophyma 
face, skin affections, 60 
nose, deformity, 168 
nose, swelling, 167 

Rhinorrhea, cerebrospinal: nasal 

discharge, watery, 174 

Rhinoscleroma 

nose, deformity, 169 


spots on 


pro- 


pur- 


Rhinitis, 
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Rhinoscleroma (cont.) 
nose, red, 167 
nose, swelling, 167 
Rhythm, gallop, 485 
apex beat, feeble, 468 
presystolic, 485 
protodiastolic, 485 
systolic, 485 
Rib, cervical 
extremity, upper 
atrophy, 343 
pain, 327 
paralysis, 333 
paresthesia, 362 
hand, deformity, 361 
neck, pain, 290 
neck, swelling, 299 
neck, tenderness, localized, 292 
pulse, inequality, 384 
shoulder pain, 316 
supraclavicular pulsation, 296 
torticollis, 311 
Rib facet syndrome: back pain, 
thoracic, 612 
Ribs 
fracture. See Fracture, rib. 
tuberculosis. See Tuberculosis, 


rib. 
Rich-Hammond’s 
dyspnea, 


syndrome: 
434 
Rickets 

abdomen, general swelling, 
bowed legs, 715 
chest deformities, 409 
convulsions, 772 
dentition, delayed, 242 
development, retarded, 788 
dwarfism, 801 
extremity, lower, swelling or 

thickening bones, 691 
fontanels, delayed closure, 16 
head, abnormal, 13 
head, veins enlarged, 25 
head rolling, 21 
hepatomegaly, 583 
insomnia, 825 
kyphosis, 621 
pathological fractures, 753 
scalp, bald patches, 27 
scoliosis, 624 
splenomegaly, 588 
Sweating, excessive, partial, 
927 

teeth enamel defects, 242 

wrist, swelling, 350 
Riedel’s 

disease. See also Thyroiditis, 

chronic. 
thyroid gland, enlarged, 309 

lobe, 579 
Riga’s disease 

poe or white patches, 


tongue, swelling, 228 
Riggs’ disease. See Pyorrhea al- 
veolaris. 
Rigidity 
abdomen, general or local, 594 
back, 618 
cervix: dystocia, 804 
general, 909 a 
Rigors or chills, 755 
Ringing in ears, 154 
Ringworm. See Tinea. 
Risus sandonicus, 46 
Rocky Mountain spotted fever: 
pyrexia, prolonged, 934 
Rosenbach’s disease. See also 
Erysipeloid. 
erythema, general, 876 
Rotreln. See Measles, German. 
Rubella. See Measles, German. 
Rubeola. See Measles. 
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Rumination. See Merycism. 
Rupture 
abdominal viscus: 
rigidity, 596 
aorta. See Aneurysm, ruptured 
aortic. 
choroid: black or white spots, 
retina, 123 
graafian follicle: umbilical re- 
gion, pain, 528 
intervertebral disc. See Disc, 
ruptured, intervertebral. 
plantaris muscle 
extremity, swelling, 
parts, 691 
leg or legs, pain, 710 
rectus femoris muscle: extrem- 
ity, swelling, soft parts, 
690 


abdominal 


soft 


supraspinatus tendon: shoul- 
der pain, 315 
tympanic membrane: ear 


, bleeding, 152 
urinary bladder: hypogastrium 
and pelvic pain, 539 


Sacral region: pain in, 617 
Sacroiliac disease 
back, muscle spasm or rigidity, 
619 


extremity, lower, lengthening, 
6 


sacral, sacroiliac, or coccygeal 
pain, 617 
scoliosis, 624 
Sacroiliac region: pain in, 617 
St. Vitus dance. See Chorea. 
Salivation and dribbling, 195 
Sallowness. See Pallor. 
Salpingitis 
acute 
abdomen, rigidity, 595 
abnormalities, palpation, 658 
abnormalities, rectum, 674 


hypogastrium and _ pelvic 
pain, 536 

hypogastrium, — tenderness, 
540 


iliac and inguinal regions, 
pain, 530 

iliac and inguinal regions, 
tenderness, 535 

leukorrhea, 644 

rectum, pain, 667 

sacral, sacroiliac, or coccyg- 
eal pain, 617 

urination, frequent, 944 

chronic 
Ne by palpation, 


hypogastrium 
pain, 536 
iliac region, pain, 530 
iliac and inguinal regions, 
tenderness, 536 
sterility, 918 
Salpingo-oophoritis. See Salpin- 
gitis, acute and chronic. 
abnormalities by palpation, 
658 
dysmenorrhea, 649 
dyspareunia, 663 
hypogastrium, tenderness, 540 
iliac and inguinal regions, 
pain, 530 
iliac and inguinal regions, ten- 
derness, 535 
uterine bleeding, 647 
Sarcoidosis 
lymphadenopathy, 840 
neck, 305 
Sarcoma 
breast: nipple discharge, 421 


and pelvic 











Sarcoma (cont.) 
eyelids 
swelling, local, 71 
ulcer, 72 
elbow region: swelling, elbow, 
348 


extremity, lower: 
soft parts, 691 

femur: thigh, pain, 679 

gingival: gums, swelling, 212 

hand and fingers: swelling, 
Shi 

humerus (upper end): shoul- 
der, swelling, 319 


swellings, 


ilium 
iliac and inguinal regions, 
pain, 533 
iliac region, swelling, 570 
jaw. See Jaw, sarcoma. 
kidney: abdominal swelling, 
561 
nasal 
epistaxis, 179 
obstruction, 172 
purulent discharge, 176 
osteogenic 
brittle bones, 753 
crepitus, 775 
extremity, lower, 
bone, 692 
knee, pain, 686 
knee, swelling, 689 
popliteal space, swelling, 
690 


swelling, 


spontaneous fracture, 753 
wrist, swelling, 352 
pelvis: inguinal region or 
groin, swelling, 602 
pharynx: swelling, 265 
reticulum cell. See also Lym- 
phoma. 
lymphadenopathy, 841 
scalp: head swelling, 20 
tibia or fibula: leg pain, 710 
tonsil: swelling, 260 
vertebra 
back pain, musculoskeletal 
origin, 607 
back pain, thoracic, 611 
Sardonic grin, 46 ‘Onn 
Saturnism. See Lead poisoning, 
chronic. 
Scabies 
itching, 827 
papules, 880 
skin affections 
abdomen, 604 
axilla, 323 
buttocks, 626 
elbows and knees, 349 
forearms and hands, 364 
genitalia, male, 642 
vulva, 654 
vesicles, 884 
Scabs and crusts, 892 
Scalenus anticus syndrome. See 
also Cervical rib. 
atrophy, muscular, 746 
extremity, upper 
atrophy, 343 
pain, 327 
paralysis, 333 
paresthesia, 362 
hand deformity, 361 
hand and _ fingers, 
372 
neck, pain, 290 
paresthesia, 868 
pulse, inequality, 384 
shoulder pain, 316 
Scales, 886 
Scalp 
bald patches, 27 


gangrene, 
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Scalp (cont.) 


carbuncle. See Scalp, local 
phlegmon. 

furuncle. See Scalp, local 
phlegmon. 


hematoma: head swelling, 18 
phlegmon, local: head swell- 
ing, 1 
skin affections, 28 
tenderness, localized, 12 
Scaphocephaly 
head, abnormal, 15 
sutures, closure, premature, 17 
Scaphoid abdomen, 593 
Scarlet fever 
deafness, 159 
dysphagia with pain, 272 
epistaxis, 178 
erythema, general, 875 
gums, spongy or bleeding, 210 
mouth, skin affections, 216 
neck, lymphadenopathy, 302 
pharynx or tonsils, red, 258 
scales, 886 
skin, hemorrhages into, 905 
throat, dry, 256 
throat, sore, 254 
tongue, bright red, 224 
tongue, coated, 222 
tongue, tremor, 234 
tonsils, embrenous patches, 
262 


Scarlatina. See Scarlet fever. 
Scarpa’s triangle 
anatomy of, 681 
swelling in, 681 
Scarred tongue, 233 
Schamberg’s disease 
skin, hemorrhages into, 906 
skin, pigmentation, 902 
Scheuermann’s disease. See also 
Epiphysitis, vertebral. 
back pain, musculoskeletal, 
608 
back pain, thoracic, 611 
dwarfism and infantilism, 803 
kyphosis, 622 
Schilder’s disease 
blindness, permanent or tran- 
sient, 140 
convulsions, 774 
drowsiness, stupor, 800 
head retraction, 25 
hemiplegia, 342 
movements, choreiform, 850 
optic neuritis, 120 
papilledema, 119 
Schimmelbusch’s disease. 
also Mastitis, 
cystic. 
breast swelling, 420 
Schizophrenia 
catatonic type, 785 
facies, characteristic, 42 
dementia, 785 
hebephrenic type, 785 
mentality, changes of, 844 
paranoid type, 785 
simple or dementic type, 785 
types of, 785 
Schonlein’s disease. See Purpura, 
allergic. 


See 
chronic 


Sciatica 
extremities, lower 
atrophy, 705 
paresthesia, 708 
gait, abnormalities, 816 
leg pain, 709 
thigh pain, 678 
Sclera, 78 
black or slaty, 89 
bright blue, 89 
pearly, 88 
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Sclerema neonatorum: features, 
thickened, 54 
Scleroderma 
facies, characteristic, 45 
features, thickened, 54 
fingers, deformity, 374 
fingers, skin affections, 375 
skin pigmentation, 901 ; 
skin, thickening or induration, 
908 
Sclerosis 
amyotrophic lateral. See 
Amyotrophic lateral 
sclerosis. ; 
disseminated. See Sclerosis, 
multiple. ‘ 
insular. See Sclerosis, multiple. 
multiple 
abdominal 
600 
anesthesia, 864 
ankle clonus, 717 
ataxia, 743 
diplopia, 128 
emotions, alteration of, 810 
extremities, lower 
paralysis, 703 
paresthesia, 708 
extremities, upper, 
thesia, 363 ; 
extremity, lower, paralysis, 


reflexes absent, 


pares- 


extremity, upper, paralysis, 
330 

facies, characteristic, 44 

gait, abnormalities of, 817 

hemiplegia, 342 

impotence, 823 

knee jerk, exaggerated, 699 

movements, tremulous, 853 

nystagmus, 99 

optic atrophy, 120 

optic neuritis, 119 

paresthesia, 867 

pupils, changes, 107 

speech, disturbances, 913 

tongue, atrophy, 229 

tongue, fibrillary twitching, 
234 


urine, incontinence, 953 
visual fields, constricted, 
134 
Scoliosis, 623 
apex beat, displaced, 467 
chest, deformity, 410 
general considerations, 623 
idiopathic, 624 
left, 623 
lumbar deformity, 624 
nonrigid, 623 
precordium, pulsations, 
normal, 472 
right, 623 
rigid, 623 
shoulder, elevation or depres- 
sion, 320 
thoracic deformity, 624 
types of, 623 
Scotoma, 141 
annular, 141 
cecocentral, 141 
central, 141 
negative, 141 
paracentral, 141 
peripheral, 141 
positive, 141 
ring, 141 
Scrofula. See Tuberculosis, 
lymph nodes. 
Scrofuloderma 
neck, skin affections, 313 
ulcers, 897 
Scrotum 
edema, 639 


ab- 








Scrotum (cont.) 
epithelioma: ulcer, 640 
hernia, 639 
swelling, 638 
ulcers, 639 
Scurvy 
eyelids, ecchymosis, 68 
epistaxis, 178 
face pallor (permanent), 36 
gums, spongy or bleeding, 209 
infantile 
chest deformity, 410 
exophthalmos, 102 
extremity, lower, 
swelling, 692 
eyelids, ecchymosis, 67 
eyelids, swelling, 69 
Sate spongy or bleeding, 
10 


bones 


knee, pain, 685 
knee, swelling, 688 
thigh or thighs, pain, 679 
weakness, 959 
mouth, mucous membrane 
hemorrhage, 205 
mouth, pain, 192 
skin, dry, 907 
skin, hemorrhages into, 905 
skin, thic Reding or induration, 
08 
teeth, loose, 244 
weight loss, 961 
Seasickness: dizziness, 796 
Seborrhea 
ear, skin affections, 153 
eyelids, crusted, 73 
oleosa 
face, skin affections, 61 
nose and cheek, skin affec- 
tions, 180 
scalp 
neck, lymphadenopathy, 303 
skin affections, 28 
Seborrheic dermatitis. See also 
Seborrhea. 
chest, skin affections, 423 
crusts and scabs, 893 
eyebrows, skin affections, 29 
scales, 886 
Seminal vesiculitis, chronic: ste- 
rility, male, 920 
Senility 
arcus senilis, 84 
attitude, abnormalities of, 746 
cachexia, 754 
head, tremor or shaking, 23 
movements, tremulous, 853 
Sensation 
abnormalities of, 861 
ear fullness, 156 
exteroceptive, 861 
extremities, lower, paresthesia, 
707 
extremities, upper, paresthesia, 
2 


girdle, 510 
impaired, 862 
increased, 865 
perverted (paresthesia), 866 
pharynx, abnormal, 268 
proprioceptive, 862 
subjective, 868 
testicle, loss of, 636 
Sepsis, puerperal: chills or rigors, 
Septicopyemia (septicemia, pye- 
mia). See also Abscess. 
erythema, general, 875 
face pallor (permanent), 35 
jaundice, 835 
pyrexia, prolonged, 933 
skin, hemorrhages into, 905 
splenomegaly, 587 
sweating, general, 929 
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Septicopyemia (cont.) 
tongue, coated, 223 
typhoid status, 942 
Septum 
nasal 
abscess, 166 
deflected f 
headache, general or vari- 
able, 10 
nose, deformity, 169 
obstruction from, 171 
sneezing in, 185 
erosion: epistaxis, 177 
pain from, 166 
patent 
interauricular: pulmonic 
murmurs, 504 
interventricular: mitral mur- 


murs, 501. See also 
Heart disease, congeni- 
tal. 


Serous effusion, pleural, 462 

Serum sickness. See also Allergy. 
erythema, general, 875 
wheals, 894 

Shaver’s disease: cough, 395 

poe oe amenorrhea, 


5 
Shingles, 425. See also Herpes 
zoster. 
Shock (and collapse), 869 
blood pressure, low, 751 
blood volume, primary de- 
crease, 869 
cardiogenic, 869 
causes of, 869 
face pallor, sudden or tran- 
sient, 38 
general symptoms of, 870 
mixed types of, 869 
vascular tone, primary loss, 


Shortening of one lower extrem- 
ity, 693 
false, 693 
Shoulder 
dislocation of. See Dislocation, 
shoulder. 
elevation or depression, 319 
frozen, 315 
pain in, 315 
periarthritis of, 327. See also 
Bursa. 
swelling of, 318 
Shoulder-hand syndrome 
hand deformity, 362 
shoulder pain, 317 
Sialadenitis 
secondary: mouth floor, swell- 
ing, 202 
submaxillary: 
Sialolithiasis 
mouth floor, swelling, 201 
_parotid: jaw pain, 248 
Sickle cell disease 
hemoglobin C and D: spleno- 
megaly, 585, 591 


neck swelling, 


thalassemia: splenomegaly, 
385, 591 
Sickness 
motion 


anorexia, 740 , 
dizziness, 796 
serum. See Serum sickness. 
Siderosis 
cough, 393 
sputum, characteristics, 393 
Sign 
Abadie’s, 47 
Babinski’s, 730 
Boas’s, 523 
Broadbent’s, 416 
Cullen’s, 532 
Dalrymple’s, 101 
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Sign (cont.) Skin (cont.) Spasm (cont.) 
Erni’s, 449 affections (cont.) mobile, athetosis, 849 
Friedreich’s, 294 male genitalia, 641 hand deformity, 359 
Joffroy’s, 307 mouth, 216 reflex: facial spasm, grimacing, 
Litten’s, 425 neck, 312 47 
Mobius’, 101 nostrils, nose, and cheeks, tongue, 233 
Murphy’s, 523 180 Spasmus nutans 
profile, 369 palms and soles, 367 head shaking, 21 
Putnam’s, 695 regional predilection of, 873 nystagmus, 99 
Stellwag’s, 66, 101 scalp, 28 Spasticity, general, 909 
von Graefe’s, 101 thighs and groin, 682 Speculum examination, vaginal 
Silicosis vulva, 654 abnormalities, 660 
cough, 393 coloration, abnormal, 898 Speech disturbances, 909 
sputum, characteristics, 393 crackling on pressure, 906 neuro-anatomy in, 910 
Simmonds’ disease dryness of, 906 Spermatocele. See Epididymis, 
amenorrhea, 651 hemorrhages into, 902 cyst of. 
cachexia, 755 lesions of Spherocytosis, hereditary: sple- 
female sterility, 919 boils or phlegmons, 897 nomegaly, 590 
hypopyrexia, 939 bullae, 885 Spina bifida 
impotence, 823 crusts and scabs, 892 extremities, lower, paralysis, 
skin erythema 703 
dryness, 907 general, 874 lumbar region, swelling, super- 
pigmentation, 901 local, 876 ficial, 621 
vomiting, chronic, 554 macules, 878 Spinal cord 
weakness, 960 nodules or tubercles, 890 contusion: priapism, 633 
weight loss, 962 papules, 879 subacute combined degenera- 
Simple glaucoma. See Glaucoma, pustules, 889 tion 
simple. scales, 886 ataxia, 744 
Singultus, 820 telangiectases, 907 extremities 
Sinus ulcers, 895 lower, paralysis, 702 
empyema of: anosmia, 183 vesicles, 882 lower, paresthesia, 708 
in neck, 309 wheals, 894 upper, paresthesia, 363 
neoplasm: palate or mouth _ general, 898 hyperesthesia, 866 
roof, swelling, 215 pigmentation of, increased or knee jerk, exaggerated, 699 
trauma: epistaxis, 177 decreased, 898 paresthesia, 867 
Sinusitis general, 898 tumor. See Tumor, spinal 
ethmoid local, 898 cord. 
eyelids, swelling, 69 thickening or induration of, | Spinal gliosis. See Syringomyelia. 
headache 908 Spine. See also Back and spine. 
frontal, 2 Skull fracture. See Fracture, and back, 605 
vertex, 9 skull. carcinoma. See Carcinoma, 
nose pain, 165 Sleeplessness, 823 spine. 
frontal Slow heart. See Bradycardia. fracture-dislocation. See Frac- 
exophthalmos, 102 Sluggish pupils, 109 ture-dislocation, spine. 
eyelids, swelling, 69 Smallpox kyphosis, 621 
headache, frontal, 2 boils or phlegmons, 898 lordosis, 622 
nose pain, 164 crusts and scabs, 892 osteoarthritis. See Osteoar- 
maxillary erythema, general, 876 thritis. 
conjunctiva, chemosis, 84 face swelling, general, 52 scoliosis, 623 
eyelids, swelling, 69 macules, 879 tenderness, localized, 625 
face pain, 31 mouth, skin affections, 216 tuberculosis. See Tuberculosis, 
face swelling, local, 55 mouth, ulcers, 204 _ spine. 
headache, frontal, 2 neck, lymphadenopathy, 302 Splenic anemia. See Anemia, 
jaw pain, 247 papules, 880 splenic. 
paranasal: headache, frontal, 2 pustules, 889 ; Splenic flexure syndrome 
sphenoid skin, hemorrhages into, 904 chest, side pain, 405 
eyeball pain, 91 vesicles, 883 hypochondrium, left, pain, 526 
headache Smell Splenomegaly, 584 
frontal, 2 loss of, 183 abdominal swelling, general, 
vertex, 9 ; tests for, 183 560 
suppurative: edema, circum- | Snap finger: deformity, 374 anatomical findings, 584 
ef ,_Scribed or local, 808 Sneezing, 184 chest mobility, impaired, 428 
Sj6gren’s syndrome g Snoring. See Respiration, ster- chief causes, general, 584 
se See ioe 7 torous. chronic congestive. See Ane- 
Rararitis symptomatic 86 Somnolence, 797 mia, splenic. 
mouth ‘dry 198 : Sore mouth, 191 congestive, 585 
Skin ? 2 Sore throat, 253 = hyperplastic, 585 
Aitections clergyman’s. See Pharyngitis, hypochondrium, left, pain, 527 
abdomen, 604 chronic, simple. hypochondrium, left, swelling, 
seat, oe Sore tongue, 219 566 
buttocks, 626 Spasm infiltrative, 585 
chest, 422 back, 618 inflammatory, 584 
ear, 152 carpopedal, 359 percussion, dullness or flatness, 
elbows, 349 cricopharyngeus muscle: dys- 447 
eyebrows, 29 phagia without pain, | Spondylitis. See also Arthritis. 
eyelids, 73 274 ankylosing. See Spondylitis, 
face, 58 cryptogenic facial: spasm, rheumatoid. 
fingernails, 376 grimacing, 47 deformans. See Spondylitis, 
fingers, 374 eyelids, 75 ; rheumatoid. ; 
forearms and hands, 364 habit Marie-Striimpell. See Spondylitis, 
knees, 349 facial spasm, grimacing, 47 rheumatoid. 
legs, 713 head, spasmodic movements, rheumatoid - 
lip, 188 22 attitude, abnormalities, 747 


1026 


Marie-Striimpell (cont.) 
rheumatoid (cont.) 
back pain, musculoskeletal 
origin, 607 
kyphosis, 621 
muscle spasm or rigidity, 
back, 618 
spine tenderness, localized, 


626 
Spondylosis, congenital: back 
pain, musculoskeletal 
origin, 607 
Spondylolisthesis, congenital: 
lumbar pain, 613 
Spongy gums, 208 
Spontaneous fracture, 753 
Sprain 
ankle: pain, 716 
back: aoe spasm or rigidity, 
18 
elbow: swelling, 347 
edema clrenmscribed or local, 


finger: pain, 355 
hip: pain, 677 
knee 
pain, 684 
swelling, 687 
neck: pain, 289 
wrist: swelling, 349 
Sprue 
diarrhea, chronic, 794 
nontropical 
abdominal swelling, general, 
560 
diarrhea, chronic, 795 
steatorrhea, 916 
tympanites, 578 
steatorrhea, 916 
tongue, swollen, 226 
Spur, plantar calcaneal: 
pain, 719 
Spurywag’s disease. See Fragil- 
itas Ossium. 
Sputum, characteristics of, 386 
Squint, 93 
Stammering, 910 
Staphyloma 
cornea, protrusion, 87 
lagophthalmos, 67 
Stature 
short. See Dwarfism and in- 
fantilism. 
tall, 915 
Status 
typhoid, 942 
Cheyne-Stokes 
440 
facies, characteristic, 40 
Steatoma. See Cyst, sebaceous. 
Steatorrhea, 916. See also Sprue. 


heel, 


respiration, 


idiopathic 
abdominal swelling, general, 
560 
tympanites, 578 
Stenos duct, gaseous tumor: 


cheek swelling, 214 
Stenosis 
aortic 
apex beat, feeble or absent, 
469 


aortic area murmurs, 502 
aortic second sound, 
feebled, 484 

bradycardia, 493 
precordium, thrill, 473 
pulse, volume and 
wave, 380 
syncope, 931 
ventricle, left, enlarged, 479 
bronchial or tracheal 
abdomen, retracted, on in- 
spiration, 593 


en- 


type, 








Stenosis (cont.) 
bronchial (cont.) 
breath sounds, weak or ab- 
sent, 455 
breathing, stridulous, 437 
chest mobility, impaired, 427 
dyspnea, 431 
rales, 460 
vocal or tactile fremitus, di- 
minished, 442 
cervical: sterility, 918 
larynx 
abdomen, retracted, on in- 
spiration, 593 
breathing, stridulous, 436 
dyspnea, 431 


mitral 
apex first sound, accentu- 
ated, 482 
aortic second sound, en- 


feebled, 484 
cardiac sound, reduplicated, 
486 
cough, 390 
face flushed, 39 
hemoptysis, 396 
intercostal spaces, retracted, 
416 
murmur 
apical diastolic, 499 
pulmonic area, 503 
precordium, pulsations, ab- 
normal, 471 
precordium, thrill, 472 
pulmonic second sound, ac- 
centuated, 484 
sputum, characteristics, 390 
venatiele, right, enlarged, 


pulmonary artery 
murmur, pulmonic area, 504 
precordium, thrill, 473 
pulmonary valve 
pulmonic second sound, en- 
feebled, 485 
ventricle right, enlarged, 480 
pyloric 
peristalsis, visible, 598 
thirst, increased, 940 
vomiting, chronic, 551 
rectum: pain, 666 
tricuspid: murmur, 505 
vaginal orifice, organic: 
pareunia, 663 
Sterility 
female, 917 
absolute, 917 
general causes, 917 
physiologic, 917 
primary, 917 
relative, 917 
secondary, 917 
temporary, 917 
male, 919 
general considerations, 919 
Sternal region: pain, 398 
Sternomastoid muscle, hema- 
toma: torticollis, 311 
Sternum 
fracture. See Fracture, 
num. 
gumma. See Syphilis, tertiary. 
tuberculosis. See Tuberculosis, 
sternum. 
Sternutation, 184 
Strenuous breathing, 438 
Stevens-Johnson syndrome 
conjunctiva, redness or injec- 
tion, 80 
gums, spongy or bleeding, 211 
lips, swelling, local, 188 
mouth, pain, 193 
mouth, skin affections, 218 


dys- 


ster- 
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Stevens-Johnson (cont.) 
mouth, ulcers or white patches, 
205 
penis, pain, 631 
penis, ulcers, 631 
ulcers, 297 
urethral discharge, 632 
Stiff neck, 288 
Stiffness, back, 618 
Still’s disease, 
ankle pain, 717 
axillary lymphadenopathy, 322 
gait, abnormal, 819 
groin, lymphadenopathy, 604 
joints, multiple, pain in, 839 
knee, swelling, 689 
lymphadenopathy, 842 
skin pigmentation, 902 
splenomegaly, 590 
wrist swelling, 352 
Stokes-Adams syndrome 
cardiac arrhythmia, forms of, 
495 


coma, 760 
convulsions, 773 
death, sudden, 781 
drowsiness, stupor, 800 
extremity, upper, paralysis, 330 
palpitation, 509 
syncope, 932 
vomiting, chronic, 554 
Stomach 
carcinoma. See Carcinoma, 
stomach. 
dilatation. See Dilatation, 
stomach. 
Stomatitis 
aphthous 
gums, ulcerated, 209 
mouth, pain, 191 
mouth, ulcers, 202 
breath, foul, 193 
catarrhal 
gums, spongy, bleeding, 208 
mouth, pain, 191 
mouth, ulcers, 202 
neck, lymphadenopathy, 302 
tongue, coated, 222 
chronic: spongy or ulcerated 
gums, 208 
fetid. See Stomatitis, ulcerative. 
follicular. See Stomatitis, 
aphthous. 
gangrenous. See also Cancrum 
oris. 
gums, ulcerated, 210 
mouth ulcers, 203 
herpetic. See Stomatitis, aph- 
thous. 
mercurial: breath odor, 195 
mycotic. See Thrush. 
parasitic. See Thrush. 
salivation and dribbling, 195 
ulcerative 
gums, spongy or ulcerated, 
209 
neck, lymphadenopathy, 302 
mouth, pain, 192 
mouth, ulcers, 202 
tongue, ulcers, 230 
Stools, 
blood in, 921 
bulky, 916 
fat content, normal, 916 
foul smelling, 916 
frothy, 916 
mucus in, 924 
pus in, 926 
Strabismus, 93 
altitudinal, 93 
classification of, 93 
convergence, 93 
diplopia, 93 
divergence, 93 
nonparalytic, 93 
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Strabismus (cont.) 
paralytic, 93 
head turned to one side, 24 
nystagmus, 100 
Strain 
foot: foot or toes, pain, 718 
muscle: pain, musculoskeletal 
origin, 606 
neck: pain, 289 
Strength, loss of, 958 
Stress incontinence, 953 
Stricture 
bowel 
neoplastic: constipation, 
acute, 763 
nonmalignant: constipation, 
chronic, 765 
esophagus: regurgitation, 558 
rectum 
abnormalities, rectum, 673 
constipation, chronic, 766 


pain, 666 
stools, blood in, 923 
urethra 


congenital: genitalia, exter- 
nal, anomalies, 640 

penis, pain, 628 

urination, frequent, 943 

urination, painful or diffi- 
cult, 945 

urine retention, 956 

Stridor, 436 
laryngeal, congenital, 437 

ee spaces, retracted, 

4 


Stridulous breathing, 436 
Strychnine poisoning. See Poison- 
ing, strychnine. 

Stryker-Halbeisen’s syndrome 
scales, 889 
vesicles, 884 
Stupor, 797 
Sturge-Weber disease 
convulsions, 774 
retinal vascular changes and 
retinitis, 117 
Stuttering, 910 
Stye 
eyelids, crusted, 73 
eyelids, swelling, localized, 70 
Subclavian artery, aneurysm. See 
Aneurysm, subclavian 
artery. 
Subcutaneous emphysema, 906 
Subnormal temperature, 938 
Succussion sound, 461 
hippocratic, 461 
Sudamina. See also Miliaria. 
chest, skin affections, 424 
vesicles, 883 
Sudden death, 779 
Sunburn 
erythema, local, 877 
face, flushed, 39 
face swelling, general, 52 
Sunken eyeballs, 103 
Sunstroke 
coma, 759 
face, flushed, 39 ; 
headache, general or variable, 


hyperpyrexia, 937 
pupil changes, 107 
Superior mesenteric artery syn- 


drome — 
epigastrium, pain, 522 
hypochondrium, right, pain, 
525 


umbilical region, pain, 529 
Superior vena cayal syndrome 

chest wall, edema, 417 

dyspnea, 434 

jugular veins, engorged, 296 

orthopnea, 860 





Superior yena caval syndrome 
(cont.) 
tongue, swollen, 227 
Supraclavicular pulsation, 295 
Supraspinatus tendon, rupture: 
shoulder, pain, 315 
Sutures 
closure 
delayed, 17 
premature, 17 
Swallowing 
difficult, 273 
painful, 270 
Swayback, 622 
Sweating 
diminished, 906 
excessive 
general, 928 
partial, 927 
Swelling or swellings 
abdomen, general, 559 
abdominal wall, 561 
anoperineal region, 671 
axilla, 320 
bones and extremities, 691 
breast, 419 
cheeks, inside mouth, 214 
chest, localized, 413 
conjunctiva, 83 
ear, 149 
elbow, 347 
epigastrium, 563 
extremity 
lower, soft parts, 690 
upper (one or both), 328 
eyelids 
general, 68 
local, 70 
face 
general, 51 
local, 54 
flank or lumbar region, anter- 
iorly, 568 
gums, 211 
hand and fingers, 357 
head, 18 
hypochondrium 
left, 566 
right, 564 
hypogastrium, 571 
iliac region, right or left, 569 
inguinal region, 600 
jaw, 250 
knee, 687 
lips 
general, 186 
local, 187 
lumbar region 
deepseated, 619 
superficial, 620 
mouth, 201 
neck, 296 
nose, 167 
palate, 214 
pharynx, 263 
popliteal space, 689 
Scarpa’s triangle, 681 
scrotum, 638 
shoulder, 318 
testicle, 636 
tongue, 227 
tonsils, 259 
umbilical region, 566 
vulva, 652 
wrist, 349 
Sycosis 
nonparasitica: face, skin affec- 
tions, 59 
parasitica: face, 
tions, 59 
Vulgaris. See also Sycosis non- 
parasitica. 
crusts and scabs, 893 
pustules, 890 


skin affec- 
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Symblepharon 
diplopia, 128 
eyeballs, fixed, 92 
eyelids, deformity, 75 
Sympathetic nerve 
paralysis (cervical): 
thalmos, 103 
stimulation (cervical): exoph- 
thalmos, 102 
Sympatheticotonia: pupil 
changes, 107 
Symptomatic keratitis, 85 
Symptoms, general, 733 
Syncope, 929 


enoph- 


cough, 930 
face pallor, sudden or tran- 
sient, 37 


general causes, 930 
hysterical, 930, 931 
vasodepressor, 930 
Syndactylism, 374 
Synesthesia, 862 
Synovitis 
acute 
elbow, swelling, 347 
shoulder, pain, 317 
shoulder, swelling, 318 
chronic 
crepitus, 775 
elbow, swelling, 347 
shoulder, pain, 317 
suppurative: hand and fingers, 
pain, 354 
See also. Gumma; 
Patches, mucous. 
aorta. See also Aortitis; Aortic 


Syphilis. 


dilatation; Aneurysm, 
aorta, 

aortic second sound, accen- 
tuated, 483 


sensations, subjective, 869 

sternal region, pain, 399 
bone: extremity, lower, bones 

swelling, 692 

cerebrospinal 

brachial monoplegia, 330 

contracture, 768 

convulsion, 773 

deafness, 160 

delirium, 783 

dementia, 786 


diplopia, 127 

extremities, lower, paralysis, 
702 

extremity, lower, paralysis, 
700 


facial paralysis, 49 

headache, 10 

hemianopsia, 131 

hemiplegia, 339 

herpes zoster, 425 

insomnia, 825 

knee jerk, exaggerated, 698 

mentality, changes, 846 

priapism, 633 

ptosis, 64 

pupil changes, 105 

pope reflexes, abolished, 
1 


scalp tenderness, localized, 
12 


somnolence, 798 
side, pain, 679 
tongue, atrophy, 229 
vertigo, 957 
congenital 
bow-legs, 716 
bullae, 885 
deafness, 160 
dentition, early, 241 
dwarfism and_ infantilism, 
802 
epistaxis, 179 
face pallor (permanent), 35 
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Syphilis (cont.) 
congenital (cont.) 
facies, characteristic, 41 
fingernails, 378 
fontanels, delayed closure, 
16. 
head, abnormal, 13 
head, enlarged veins, 25 
hepatomegaly, 582 
keratitis, interstitial, 85 
lip deformity, 190 
lips, skin affections of, 189 
nasal discharge, seropuru- 
lent, 176 
nasal obstruction, 172 
nose deformity, 168 
nose, skin affections, 181 
splenomegaly, 588 
strabismus or squint, 93 
teeth, anomalies, 244 
teeth, carious, 243 
weight loss, 961 
cranial: head swelling, 19 
ear, internal 
deafness, 160 
tinnitus aurium, 156 
eyelids: swelling, 69 
general 
cachexia, 755 
crusts and scabs, 893 
face pallor (permanent), 35 
fingernails, abnormalities, 
378 
groin, lymphadenopathy, 603 
hair, baldness or thin, 26 
lymphadenopathy, 840 
macules, 878 
neck, lymphadenopathy, 303 
nodules or tubercles, 891 
onychia, 378 
optic neuritis, 119 
Otitis media, 146 
papules, 879 
pustules, 889 
retinal vascular changes and 
retinitis, 116 
scales, 888 
hereditary. See Syphilis, con- 
genital. 
larynx 
abnormalities 
scopy, 285 
aphonia, 281 
dysphagia without pain, 275 
hoarseness, 281 
liver 
ascites, 575 
hepatomegaly, 582 
jaundice, 834 
meningovascular. See Syphilis, 
cerebrospinal. 
mouth or tongue 
gums, ulcerated, 210 
mouth, pain, 192 
palate, perforated, 216 
tongue, fissured, 230 
tongue, swellings, 228 
tongue, ulcer, 231 
pharynx 
dysphagia with pain, 272 
sore throat, 254 
secondary. See also Patches, 
mucous. 
alopecia, 26 
genitalia, male, skin affec- 
tions, 641 
groin, lymphadenopathy, 603 
gums, mucous patches, 209 
lips, 189 
mouth, 217 
pain, 192 
white patches, 203 
pharynx, mucous 
266 


by laryngo- 


patches, 


Syphilis (cont.) 


secondary (cont.) 
pharynx, superficial ulcera- 
tion, 266 
tongue, fissured, 230 
tongue, ulcers, 231 
tonsils, mucous patches, 262 
vulva, ulcers, 653 
skin affections 
abdomen, 604 
buttocks, 626 
chest, 422 
ear, 153 
face, 59 
legs, 715 
lip, 189 
neck 313 
palms and soles, 368 
periungual lesions, 378 
pigmentation, 901 
thighs and groin, 682 
spinal. See Syphilis, cerebro- 
spinal. 
tertiary. See also Gumma. 
chest sar swelling, localized, 
4 


gums, ulcerated, 210 
mouth, ulcers, 204 
nasal, 182 
nasal deformity, 169, 182 
nasal obstruction, 172 
palate, perforated, 216 
tongue, fissured, 230 
tongue, ulcer, 231 
ulcers, 895 
testicle 
sensation loss, 636 
swelling, 636 
ulcers of scrotum, 639 
tonsil: ulceration, 261 


Syringomyelia 


anesthesia, 863 
atrophy, muscular, 746 
atrophy, extremity, upper, 342 
atrophy, extremities, upper, 345 
brachial monoplegia, 330 
deformities 
chest, 411 
hand, 361 
elbow, swelling, 348 
feet, redness, 728 
herpes zoster, 425 
Horner’s syndrome, 107 
movements, fibrillary, 851 
nystagmus, 100 
paralysis 
extremities, lower, 704 
extremities, upper, 336 
paresiies}® extremities, upper, 


pupillary 5 reflexes, abnormal, 
1 


pupils, changes in, 107 
scoliosis, 625 

shoulder, swelling, 319 
tongue, atrophy, 236 
tongue, deviation, 236 
upper extremity, pain, 326 
vesicles, 884 


Tabes dorsalis 


abdomen, rigid, 596 
anesthesia, 862 
ataxia, 743 
diplopia, 127 
dyspepsia, 545 
epigastrium, pain, 519 
extremities 
lower: paresthesia, 707 
upper: paresthesia, 363 
extremity, upper, pain, 327 
eyeballs, fixed, 92 
facies, characteristic, 44 
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Tabes dorsalis (cont.) 
feces, incontinence, 813 
foot, ulcers, 725 
fracture, spontaneous, 753 
gait, abnormalities, 816 
girdle sensation, 510 
hiccough, 821 
hyperesthesia, 865 
impotence, 823 
knee jerks, diminished or ab- 
sent, 696 
leg pain, 710 
optic atrophy, 120 
paresthesia, 867 
pharyngeal, 269 
pharynx, insensitivity, 269 
ptosis, 64 
pupil changes, 105 
pupillary reflexes, abnormali- 
ties, 110 
rectum, pain, 668 
squint or strabismus, 94 
stridulous breathing, 437 
sweating, excessive partial, 928 
testicle, sensation loss, 636 
thigh or thighs, pain, 680 
tongue 
atrophy, 229 
rolling movement, 234 
ulcer, 896 
umbilical region, pain, 529 
aca nen painful or difficult, 


urine retention, 956 
vomiting, chronic, 552 
Tabes mesenterica. See Tubercu- 
losis. 
Tachycardia 
atrial ventricular nodal, 487 
auricular 
fibrillation, 487 
flutter, 487 
paroxysmal 
palpitation, 508 
supraventricular, 487 
ventricular, 487 
sino-auricular, 486 
sinus, 486 
types of, 486 
Tactile fremitus 
diminished, 441 
increased, 440 
Talipes. See also Clubfoot. 
calcaneovalgus, 731 
calcaneovarus, 731 
equinovalgus, 731 
equinovarus, 730 
equinus, 731 
valgus, 731 
varus, 731 
Tall stature, 915 
Tapia syndrome: tongue, atro- 
phy, 229 
Tarsitis, syphilitic 
eyelids 
crusted, 73 
swelling, 69 
Taste, loss, impairment, or per- 
version, 236 
Tay-Sachs’ disease: convulsion, 
774 


Tears, 81 
Teeth, 239 
anomalies, 244 
appearance 
order of, 241 
time of (average), 241 
carious, 243 
deciduous, 241 
grinding, 242 
Hutchinson’s, 245 
loosening of, 243 
Moon’s, 245 
pain, 239 
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Teeth (cont.) 
parts of, 239 
permanent, 241 
“screwdriver,” 245 
sensitive, 239 


supernumerary: gums, swell- 
ing, 213 
Telangiectasia, 907 

hereditary hemorrhagic, 907. 


See also Rendu-Osler- 
Weber disease. 

macularis eruptiva perstans, 
908 


scalp. See Tumors, vascular, of 
scalp. 
Temperature 
abnormalities of, 932 
elevation 
above 106°F, 937 
over 10 days, 933 
recurring attacks, 936 
subnormal, 938 
Temporomandibular syndrome 
headache, lateral, 7 
jaw pain, 247 
Tenderness 
abdomen, general, 516 
chest, localized, 406 
epigastrium, 522 
hypochondrium 
lett, S27 
right, 525 
hypogastrium, 540 
iliac and inguinal regions, 535 
lumbar region, 618 
neck, localized, 291 
perineum, 669 
rectal, 665 
spine, localized, 625 
testicle, 635 
umbilical region, 529 
Tendon, supraspinatus rupture: 
shoulder, pain, 315 
Tenosynovitis. See also Thecitis. 
crepitus, 776 
hand and fingers, pain, 354 
Testicle 
abscess. See Abscess, testicle. 
atrophy, 637 
malignant tumor. See Car- 
cinoma, testicle. 
neuralgia: pain, 634 
pain in, 634 
sensation, loss, 636 
swelling, 636 
syphilis. See Syphilis, testicle. 
tenderness, 635 
tuberculosis. See Tuberculosis, 
testicle. 
undescended. See Cryptorch- 
ism. 
Tetanus ~~ 
back muscle spasm or rigidity, 
619 


blepharospasm, 76 

convulsions, 773 

facies, characteristic, 42 

head retraction, 25 mn 

hysterical: mouth inability to 
open, 249 

neck, stiffness, 291 

opisthotonos, 858 

risus sardonicus, 46 

Tetany 

convulsions, 772 

foot, deformity, 732 

hand, deformity, 359 

muscular cramps, 775 

risus sardonicus, 46 

Tetralogy of Fallot. See also— 

Heart disease, congeni- 
tal. 

murmurs, pulmonary, 503 

yentricle, right, enlarged, 480 





Thalamic syndrome 
anesthesia, 865 
ataxia, 744 
hyperesthesia, 866 
Thalassemia. See Anemia, ery- 
throblastic. 
Thecitis 
acute suppurative: hand and 
fingers, pain, 353 
chronic: wrist swelling, 350 
nontuberculous, 350 
tuberculous, 350 
Thermanesthesia, 861 
Thermohyperesthesia, 861 
Thermohypesthesia, 861 
Thickening 
bones, lower extremity, 691 
features, 53 
skin, 908 
Thigh 
pain, 678 
skin affections, 682 
Thirst, increased, 939 
Thomsen’s disease: gait, abnor- 
mal, 819 
Thorax, 385 
Thornwaldt’s disease 
breath, foul, 194 
Dhara y seucus accumulation, 


Thrills in precordium, 472 
Throat, 253 

anesthesia, 268 

dryness, 256 

foreign body, 254 

mucus accumulation, 266 

pain, 253 

redness, 258 

swellings, 263 

bekling 7 buckling, or itching, 


ulcer, 265 
white or gray patches, 262 
Throbbing 
carotid artery, 292 
sensation, 868 
Thrombasthenia: skin, 
rhages into, 905 
Thromboangiitis obliterans 
extremities, lower, 
pain, 709 
paresthesia, 708 
fingers, gangrene, 371 
toes or foot, gangrene, 726 
Thrombophlebitis 
femoral vein 
foot and leg, edema, 724 
thigh, pain, 679 
leg, varicose veins, 712 
Thromboplastin, 902 
Thromboplastinogenase, 902 
Thrombosis 
cavernous sinus 
exophthalmos, 101 
eyeballs, fixed, 92 
eyelids, swelling, 70 
cerebral 
brachial monoplegia, 329 
coma, 758 
convulsions, 773 
death, sudden, 780 
drowsiness or stupor, 799 
emotions, altered, 810 
extremity, upper, 
thesia, 362 
eyelids, swelling, 70 
facial paralysis, SO 
headache, 10 
hemianopsia, 132 
hemiplegia, 339 
knee jerks, diminished or ab- 
sent, 696 
paresthesia, 867 
pupils, changes, 106 


hemor- 


pares- 
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Thrombosis (cont.) 
cerebral (cont.) 
speech, disturbances of, 912 
coronary. See Angina pectoris; 
Heart disease, arterio- 
sclerotic; Infarction, 
myocardial. 
corpora cavernosa: priapism, 
femoral or popliteal: foot or 
toes, gangrene, 727 
inferior vena cava: abdominal 
wall, veins enlarged, 597 


mesenteric: abdominal pain, 
general, 515 
portal vein 


ascites, 576 
hematemesis, 557 
splenomegaly, 590 
pulmonary 
breathing, bronchial, 451 
broncophony, 456 
chest pain, side, 405 
hemoptysis, 396 
percussion, dullness or flat- 
ness, 445 
pleural friction sounds, 461 
rales, 459 
renal vein. See also Nephrotic 
syndrome. 
ascites, 574 
sinus 
dural: papilledema, 118 
lateral 
head swelling, 20 
jugular collapse, 
eral, 294 
scaly tenderness, localized, 


unilat- 


splenic vein: splenomegaly, 590 
Thrush 
mouth 
dry, 198 
pain, 192 
ulcer, 203 
white patches, 203 
tongue 
coated, 222 
white patches, 233 
Thymus, enlarged 
Poets dullness or flatness, 
46 


stridor, 437 
Thyroid gland 
carcinoma, 307 
congestion: enlargement, 307 
enlargement, 306. See also Goi- 
ter. 
Thyroiditis 
acute 
earache, 148 
thyroid enlargement, 307 
chronic 
Hashimoto’s goiter, 309 
Reidel’s goiter, 309 
struma fibrosa, 309 
thyroid enlargement, 309 
subacute: thyroid enlargement, 
307 
Thyrotoxicosis. See also Goiter, 
exophthalmic. 
cardiac arrhythmia, 498 
cardiac sound intensity, 
creased, 476 
mitral murmurs, 501 
palpitation, 508 
Tic. See also Habit spasm. 
blepharospasm, 76 
douloureux. See Neuralgia, tri- 
geminal. 
tongue movements, 234 
Tickling of throat, 256 
Tietze’s disease 
chest, deformities, 411 


in- 
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Tietze's disease (cont.) 
chest wall swelling, localized, 
4l4 
precordial pain, 404 
sternal region, pain, 402 
Tinea 
barbae. See Sycosis parasitica. 
capitis 
scales, 888 
scalp, bald patches, 27 
scalp, skin affections, 28 
circinata 
scales, 888 
skin affections 
axilla, 323 
face, 6 
forearms and hands, 365 
neck, 312 
palms, 368 
vesicles, 883 
cruris 
skin affections 
male genitalia, 642 
thighs and groin, 683 
sycosis 
nodules or tubercles, 891 
scales, 888 
tarsi. See Eczema, marginal. 
tonsurans. See Tinea capitis. 
versicolor 
chest, skin affections, 423 
macules, 879 
skin pigmentation, 900 
Tingling extremities. See 
Paresthesia. 
lower extremity, 707 
upper extremity, 362 
Tinnitus aurium, 154 
extrinsic, 154 
intrinsic, 1S4 
Tiredness, 812 
Toe or toes 
deformities, 732 
gangrene, 726 
lammer, 732 
pain, 720 
hypertrophy: deformities, 732 
pain, 718 
supernumerary: deformity, 732 
Toenail 
hypertrophy, 732 
ingrown 
deformity, 732 
pain, 719 
iwisted, 732 
Tongue, 219 
abscess. See Abscess, tongue. 


atrophy, 228 


also 


bald, of Sandwith. See Pel- 
lagra, 

black, hairy, 224 

carcinoma, See Carcinoma, 
tongue. 


chancere, 231 
coated, 222 
deviation of, 235 
fissured, 229 
furrowed or fissured, swollen, 
226 

geographical 

pain, 221 

white patches, 233 
gumma, 230 
pain, 219 
protrusion 

inability, 235 

unilateral, 235 
pseudoblack, 224 
red, 224 
scarred, 233 
sore, 219 
swellings, 227 
swollen, 225 





Tongue (cont.) 
syphilis, 228 
tremor or spasm, 233 
tuberculous. See Tuberculosis. 
ulcers, 230 
white, coated, 223 
white patches, 232 
Tonsil 
carcinoma, See also Carci- 
noma, tonsil. 
appearance, 260 
fibroma: appearance, 260 
lingual hypertrophy 
throat, prickling sensation, 
257 
tongue, swelling, 228 
papilloma: appearance, 260 
sarcoma: appearance, 260 
syphilis. See Syphilis, tonsil. 
Tonsillitis 
acute. See also Pharyngeal lym- 
phatic structures, acute 
infection. 
earache, 147 
lingual 
swallowing, painful, 273 
throat, burning, 257 
tongue, swelling, 228 
tongue, furred, 222 
tonsils,  grayish-yellow 
patches, 262 
tonsils, swollen, 259 
torticollis, 311 
chronic follicular, 193 
chronic lacunar 
breath, foul, 193 
hawking and spitting, 268 
neck, lymphadenopathy, 301 
swallowing, painful, 270 
throat, tickling, 256 
tonsils, swollen, 260 
phlegmonous. See 
peritonsillar. 


Abscess, 


Tonsils 

hypertrophy 
appearance, 259 
chest deformity, 409 
redness, 258 
respiration, stertorous, 438 
voice, nasal, 855 

redness, 258 

swollen, seshiding neoplasms, 

25 


ulcer, 261 
white or gray patches, 262 
Tooth 
extraction: 
199 
impacted 
jaw pain, 247 
neuralgia, trigeminal, 247 
infection: neck, lymphadeno- 
pathy, 301 
Toothache, 239. See also Dental 
disease. 


mouth bleeding, 


Tophi 
ear, Skin affections, 153 
ear, swelling, 150 
Torsion, spermatic cord 
scrotum, swelling, 639 
testicle, pain, 634 
testicle, tenderness, 635 
Torticollis, 310 
congenital, 310 
facial asymmetry, 54 
contractures, 767 
head turned to one side, 24 
permanent, 310 
scoliosis, 624 
spasmodic, 310 
neck pain, 289 
Torus palatinus: palate or roof 
of mouth, swelling, 214 
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Trachea 
stenosis : 
abdomen, retracted, inspira- 
tion, 593 
breathing, stridulous, 437 
tugging, 311 
Tracheobronchitis 
acute 
cough, 387 
sputum, characteristics, 387 
sternal region, pain, 400 
chronic 
cough, 388 
sputum, characteristics, 388 
Trachoma 
conjunctiva, discharge, 83 
conjunctiva, redness or injec- 
tion, 79 
cornea, ulcer, 86 
Transposition viscera: apex beat, 
displaced, 467 
Traube’s plugs, 388 
Trauma, various parts 
amnesia, 737 
anesthesia, 863 
cornea, ulcer, 86 
deafness, 159 
ear, gangrene, 152 
ear, swelling, 149 
epistaxis, 177 
exophthalmos, 102 
Satremtes bones, swelling, 
extremity, upper, edema, 328 
face, swelling, local, 55 
facial paralysis, 49 
fingernails, abnormalities, 378 
foot or toes, pain, 718 
gums, swelling, 211 
hematuria, 949 
hemoptysis, 397 
lips swollen, 186 
mentality, changes of, 847 
mouth, bleeding, 199 
nose, swelling, 167 
paresthesia, 866 
penis, pain, 628 
perineum, pain, 669 
pupillary reflexes, 111 
pupil changes, 106 
sacral, sacroiliac, or coccygeal 
pain, 617 
skin, crackling on pressure, 906 
testicle, tenderness, 635 
tongue, pain, 219 
tongue, scarred, 233 
ulcer, 895 
Tremor, 852 
coarse, 852 
fine, 852 
general considerations, 852 
hereditary, 854 
lips, 188 
senile: tongue tremor, 233 
tongue, 233 
Trench mouth. See Angina, Vin- 
cent’s. 
Tremulous movements, 852 
Trichiasis: eyelids, deformity, 75 
Tricuspid murmurs, 504 
Trismus, 248 
Trichiniasis 
anasarca, 739 
edema, circumscribed or local, 
808 


extremities, lower, edema, 723 
extremity, soft parts, swelling, 
691 


eyelids, swelling, 69 

face, swelling, general, 52 

pain, general, 860 
Trichobezoar, 742 
Trichophytobezoar, 742 


Index 


Trifacial neuralgia. See Neural- 
gia, trigeminal. 
Trypanosomiasis: drowsiness or 
stupor, 800 
Tubercles or nodules, 890 
Tuberculid, papulonecrotic 
chest wall, skin affections, 424 
forearms and hands, skin affec- 
tions, 367 
Tuberculosis 
bladder 
penis, pain, 629 
urination, frequent, 944 
urine, incontinence, 953 
bone 
cervical vertebrae, 327 
extremity, lower 
pain, 710 
_ Swelling or thickening, 691 
Tibs 
chest wall, swelling, local- 
ized, 414 
chest wall, ulcer, 415 
sternum 
chest wall, swelling, local- 
ized, 414 
chest wall, ulcers, 415 
cecum 
iliac fossa, right, pain, 532 
iliac region, swelling, 570 
endometrium 
leukorrhea, 645 
uterine bleeding, 646 
epididymis 
scrotum, ulcer, 639 
testicle, pain, 635 
testicle, tenderness, 636 
fallopian tubes: abnormalities 
by palpation, 659 
fingers 
deformity, 373 
swelling, 358 
intestine 
diarrhea, chronic, 794 
stools, mucus in, 926 
joints 
ankle: pain, 717 
elbow: swelling, 348 
hip 
extremity, lower, atrophy, 
106 


extremity, lower, lengthen- 
ing, 695 
extremity, lower, shorten- 
ing, 694 
foot inversion, 730 
gait, abnormalities, 816 
insomnia, 825 
lordosis, 622 
pain, 677 
pain in knee, 686 
scoliosis, 624 
swelling, 688 ? 
sacroiliac: lumbar region 
swelling, superficial, 621 
wrist: swelling, 351 
larynx 
abnormalities by 
scopy, 284 
cough, 391 
dysphagia with pain, 271 
hoarseness, intermittent, 280 
hoarseness, persistent, 280 
pain, 278 
sputum, characteristics, 391 
throat, prickling or dryness, 
257) 
lymph nodes 
axilka, 320 
brochophony, 457 
chest wall, veins enlarged, 
418 
cough, 394 
groin, lymphadenopathy, 603 


laryngo- 








Tuberculosis (cont.) 


lymph nodes (cont.) 
iliac and inguinal regions, 
pain, 533 
iliac region, swelling, 570 
keratitis, phlyctenular, 86 
lymphadenopathy, 841 
neck, lymphadenopathy, 303 
neck, sinuses, 309 
neck, swelling, 298 
percussion, dullness or flat- 
ness, 446 
respiration, slow, 435 
meninges 
abdomen, retracted, 593 
Biot’s respiration, 439 
Cheyne-Stokes _ respiration, 
439 
convulsions, 773 
diplopia, 127 
drowsiness or stupor, 799 
facial paralysis, 50 
fontanels, bulging, 16 
head, retracted, 24 
headache, 10 
hemiplegia, 341 
optic neuritis, 119 
photophobia, 125 
ptosis, 64 
pupillary reflexes, 111 
pupils, change, 105 
respiration, slow, 435 
squint or strabismus, 94 
teeth, grinding, 242 
temperature elevation, pro- 
longed, 934 
mesentery 
umbilical region, swelling, 
567 
weight loss, 962 
miliary 
cough, 391 
dyspnea, 430 
rales, 460 
splenomegaly, 589 
sputum, characteristics, 391 
temperature elevation, pro- 
longed, 935 
nasal 
epistaxis, 179 
skin affections, 182 
perineum: ulcer, 670 
peritoneum. See Peritonitis, tu- 
berculous. 
pharynx 
gray patches on tonsils or 
pharynx, 263 
throat, pain, 255 
ulceration, 266 
prostate 
abnormalities by rectum, 674 
penis, pain, 630 
pulmonary A 
bronchopneumonia 
breathing, bronchial, 452 
breathing, bronchovesicu- 
lar, 452 
bronchophony, 457 
cough, 392 
rales, 460 
sputum, 
392 
chronic 
anorexia, 740 
apex beat, displaced, 466 
blood pressure, low, 752 
breathing, cavernous and 
amphoric, 453 
bronchial breathing, 451 
bronchophony, 456 


characteristics, 


bronchovesicular breath- 
ing, 451 

cardiac sounds, redupli- 
cated, 486 
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Tuberculosis (cont. ) 


pulmonary (cont.) 
chronic (cont.) 
chest deformities, 409 
chest mobility, impaired, 
426 
chest, pain in side, 404 
ohestlendetness, localized, 


chills or rigors, 757 

clubbed fingers, 369 

cough, 390 

diarrhea, chronic, 793 

dyspnea, 430 

expiration, 
harsh, 453 

face, flushed, 39 

face, pallor, 33 

facies, characteristics, 42 

fremitus, vocal and tactile, 
increased, 441 

hemoptysis, 396 

insomnia, 824 

murmurs, _cardiorespira- 
tory, 506 

murmurs, pulmonic, 503 


prolonged 


percussion, dullness or 
flatness, 444 
percussion, hyperreson- 


ance or tympany, 449 

pleural effusion, bloody, 
463 

pleural effusion, 
462 

pleural friction sound, 461 

precordial friction sound, 
507 

precordium, 
pulsations, 470 

pulmonic second sound, 
accentuated, 484 

pupils, change, 108 

rales, 459 

sclera, pearly, 88 

shoulder, elevation or de- 
pression, 320 

shoulder pain, 318 

sputum, characteristics, 
390 

sweating, general, 929 

tachycardia, 490 

temperature 
prolonged, 933 

tongue, coated, 223 

vomiting, chronic, 552 

weakness, 958 

weight loss, 960 

whispering pectoriloquy, 
456 

fibroid 

apex beat, diffuse, 469 

apex beat, displaced, 466 

apex beat, forcible, 468 

bronchial breathing, 452 

bronchophony, 457 

bronchovesicular 
ing, 452 

cardiac dullness, area in- 
creased, 475 

chest deformity, 409 

chest mobility, impaired, 
427 

clubbed fingers, 369 

cough, 392 

hemoptysis, 396 

pectoriloquy, 457 


serous, 


abnormal 


elevation, 


breath- 


percussion, dullness or 
flatness, 444 
precordium, abnormal 


pulsations, 471 
pulmonic second sound, 
accentuated, 485 
sputum, characteristics, 
392 
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Tuberculosis (cont.) 
pulmonary (cont.) 
pneumonia 
bronchial breathing, 452 
bronchophony, 457 
bronchovesicular breath- 


ing, 452 
cough, 392 
rales, 460 awe 
sputum, characteristics, 
2 
temperature elevation, 


prolonged, 935 
renal 
hematuria, 949 
kidney enlargement, 592 
lumbar pain, 616 
lumbar region swelling, 
deep-seated, 620 
lumbar tenderness, 618 
urination, frequent, 944 
urination, painful or diffi- 
cult, 945 
seminal vesicles: abnormalities 
by rectum, 674 
spine 
back, muscle spasm or rigid- 
ity, 618 
back pain, musculoskeletal, 
607 
back pain, thoracic, 611 
chest pain, 405 
extremities, lower, paralysis, 
702 
extremity, upper, pain, 327 
head, forward displacement, 
23 
knee jerk, exaggerated, 699 
kyphosis, 621 
lordosis, 622 
lumbar region, swelling, su- 
perficial, 621 
neck, pain, 289 
HeeE,  encer ness, localized, 


pharynx, posterior swelling, 
264 


scoliosis, 624 
torticollis, 311 
testicle: swelling, 636 
tongue 
neck, lymphadenopathy, 305 
pain, 221 
ulcer, 232 
vagina: abnormalities by spec- 
ulum, 662 
vulva: ulcer, 654 
Tuberculosis verrucosa cutis 
fingers, 375 
hands and forearms, skin affec- 
tions, 367 
Tubular breathing, 450 
Tularemia 
axillary lymphadenopathy, 322 
neck, lymphadenopathy, 305 
temperature elevation, pro- 


longed, 934 
Tumor 
abdominal 
abdominal wall, veins en- 
larged, 597 
extremities, lower, edema, 
723 
adrenal cortex: hirsutism, 820 
bladder 


hematuria, 949 
urine retention, 956 
breast 
benign: swelling, 420 
malignant: swelling, 420 
carotid body: neck swelling, 
299 





Tumor (cont.) 
cauda equina : A 
back pain, neurogenic origin, 
608 


extremities, lower, atrophy, 
707 

knee jerks, diminished or ab- 
sent, 

cerebellar 

ataxia, 744 

attitude, abnormalities, 747 

diplopia, 128 

head turned to one side, 24 

speech, abnormalities, 817 

headache, occipital, 8 

movements, tremulous, 854 

neck pain, 290 

nystagmus, 98 

posture in bed, 782 

squint or strabismus, 95 

torticollis, 311 

vertigo, 957 

cerebral 

abdominal reflexes, absent, 
600 

anesthesia, 863 

ankle clonus, 717 

anosmia, 184 

blindness, 140 

bradycardia, 492 

convulsions, 773 

deafness, 161 

diplopia, 128 

drowsiness or stupor, 798 

emotions, altered, 810 

facial paralysis, 50 

fontanels, bulging, in in- 
fancy, 109) 

headache, general or vyari- 
able, 11 

hemianopsia, 131 

hemiplegia, 340 

knee jerk, exaggerated, 698 

mentality, changes of, 846 

movements, tremulous, 854 

papilledema, 118 

progressive monoplegia, 330 

ptosis, 64 

pupillary reflexes, 11 

pupil changes, 106 

scalp tenderness, localized, 

2 


speech, disturbances, 912 
squint or strabismus, 94 
sutures, closure delayed, 17 
vertigo, 957 
vomiting, chronic, 553 
frontal lobe 
conjugate deviation, eyes 
and head, 97 
exophthalmos, 102 
kidney 
abdominal swelling, general, 
561 
hematuria, 949 
kidney enlargement, 592 
lumbar pain, 616 
lumbar region swelling, 
deepseated, 620 
larynx (benign) 
abnormalities by laryngo- 
scopy, 285 
aphonia or hoarseness, 282 
lung or pleura 
chest, pain in side, 405 
cough, 393, 394 
fingers, clubbed, 370 
sputum, characteristics, 393 
mediastinal 
abdominal wall, veins, en- 
larged, 597 
apex beat, diffuse, 469 
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Tumor (cont.) 
mediastinal (cont.) 
apex beat, displaced, 467 
aphonia, 282 
back pain, thoracic, 612 
breath sounds, weak or ab- 
sent, 455 ; 
cardiac dullness, area in- 
creased, 475 
chest deformities, 411 
chest tenderness, localized, 
408 
chest wall, edema, 417 
chest wall, swelling, local- 
ized, 414 
chest wall, veins enlarged, 
417 
cough, 394 
cyanosis, 778 
dysphagia without pain, 275 
dyspnea, 432 
edema, circumscribed or lo- 
cal, 809 
extremity (one or both), up- 
per, edema, 328 
face, swelling, general, 52 
fremitus, vocal or tactile, di- 
minished, 443 
hoarseness, 282 
jugular veins, engorged, 296 
orthopnea, 860 
percussion, dullness or flat- 
ness, 446 
pleural effusion, serous, 463 
precordium, abnormal pulsa- 
tions, 472 
pupils, changes, 108 
sputum, characteristics, 394 
sternal region, pain, 399 
sweating, excessive partial, 
927 
tracheal tugging, 312 
orbital 
diplopia, 128 
exophthalmos, 101 
lagophthalmos, 67 
Ovary 
ascites, 575 
dysmenorrhea, 649 
dystocia, 807 
parotid 
face, swelling, local, 56 
neck, swelling, 297 
pelvic: leg, varicose veins, 712 
phantom: umbilical region, 
swelling, 567 
pituitary gland 
hemianopsia, 130 
scotoma, 143 
pons: conjugate deviation, 97 
retroperitoneal: umbilical Te- 
gion, swelling, 567 
spinal cord 
anesthesia, 864 
ankle clonus, 718 
atrophy, muscular, 746 
back pain, neurogenic ori- 
gin, 608 
back pain, thoracic, 612 
chest, pain in side, 406 
classification, 331 
extramedullary, 864 
extremities, lower, paralysis, 


704 

extremities, lower, pares- 
thesia, 708 

extremities, upper, atrophy, 
346 


extremities, upper, pain, 326 

extremities, upper, paralysis, 
336 

extremity, lower, paralysis, 
700 
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Tumor (cont.) 


spinal cord (cont.) 
extremity, upper, atrophy, 
343 
eucmly. upper, paralysis, 
33 


feces, incontinence, 813 
hand deformities, 361 
intramedullary, 864 
knee jerk, exaggerated, 699 
thigh or thighs, pain, 680 
testicle. See Carcinoma, tes- 
ticle. 
sacral 
pain, 617 
vascular, of scalp: head, swell- 
ing, 20 
vulva, benign: swelling, 652 
Wilm’s: abdominal swelling, 
general, 561 


uterus: or coccygeal 


Turner’s syndrome: development, 


retarded, 788 


Twitching 


eyeballs, 97 
eyelids, 75 
face, 46 
lips, 188 


Tympanic membrane rupture 


ear, bleeding, 152 
headache, lateral, 6 


Tympanites, 557. See also Ab- 


dominal swelling, gen- 
eral. 


Tympany on percussion, 447 


Bell’s, 448 

Biermer’s phenomenon, 448 
Friedreich’s change, 448 
Gerhardt’s change, 448 
skodaic, 447 

Williams’, 448 

Wintrich’s, 447 


Typhoid fever 


abdomen, rigid, 596 

boils or phlegmons, 898 

diarrhea, acute, 790 

iliac and inguinal regions, pain, 
534 

papules, 881 

polyuria, 955 

splenomegaly, 588 

stools, blood in, 922 

temperature _ elevation, 
longed, 933 

tongue, coated, 223 

tongue, tremor or spasm, 234 

tympanites, 578 

typhoid status, 942 


pro- 


Typhoid status, 942 


facies, characteristic, 40 


Typhus fever 


skin, hemorrhages into, 905 

temperature elevation, pro- 
longed, 935 

tongue, coated, 223 

typhoid status, 942 


Ulcer 


aphthous 
tongue pain, 220 
tongue ulcers, 230 
cervix 
abnormalities by speculum, 
661 


leukorrhea, 645 
cornea 

appearance, 85 

pain, 90 

photophobia, 124 
decubitus, 896 
ischemic: leg, 712 
Mooren’s, 86 
mouth or throat. 

Stomatitis. 


See also 











Ulcer (cont.) 


mouth or throat (cont.) 
bleeding, 199 
pain, 192 
peptic 
duodenal or gastric 
back pain, thoracic, 612 
back pain, visceral origin, 
609 
dyspepsia, 542 
epigastrium, pain, 517 
epigastrium, tenderness, 
p22 
fare pallor (permanent), 
3 


heartburn, 509 
hematemesis, 555 


perforated: abdomen 
rigid, 595 

perforated: abdomen ten- 
der, 517 

perforated: epigastrium, 
pain, 518 

perforated: epigastrium, 


tenderness, 522 
perforated: shock, 870 
regurgitation, 558 
spine, tenderness, 

ized, 626 
stools, blood in, 921, 922 
umbilical region, tender- 

ness, 530 
vomiting, chronic, 551 

esophagus 
back pain, thoracic, 612 
dysphagia with pain, 272 
hematemesis, 556 
postphlebitic: leg, 712 
rectum 
abnormalities by 


local- 


rectum, 
back pain, visceral origin, 
10 


pain, 665 
pruritus ani, 671 
sacral or coccygeal pain, 617 
stools, blood in, 922 
rodent. See Epithelioma, basal 
cell. 
simple, 895 
leg, 713 
tongue, 230 
syphilitic: leg, 713 
tongue 
traumatic, 221 
tuberculous, 221 
tuberculous: leg, 713 
vagina 
abnormalities by speculum, 
660 


leukorrhea, 645 
vulva 

dyspareunia, 663 

leukorrhea, 645 
varicose, 896 

leg, 712 
vesical: penis, pain, 629 


Ulcers 


cervix, 661 
chest, 414 
cornea, 86 
esophagus, 272 
eyelids, 72 
face, 58 

foot, 725 
gums, 208 

leg, 712 

lips, 188 
mouth, 202 
penis, 631 
perineum, 669 
pharynx, 265 
scrotum, 639 
tongue, 230 
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Ulcers (cont.) 
tonsils, 261 
vulva, 654 
vagina, 660 
Umbilical region 
pain, 528 
swelling, 566 
tenderness, 529 
Unconsciousness, 758 
Unequal pupils, 104 
Undescended testicle (cryp- 
torchism): inguinal re- 
gion or groin, swelling, 
601 
Unilateral pain, 861 
Upper extremities 
atrophy, 344 
edema, 328 
paralysis, 334 
paresthesia, 362 
Upper extremity, 314 
atrophy, 344 
edema, 328 
hemiplegia, 338 
pain, 323 
paresthesia, 362 
paralysis, 329 
Urachus, patent: 
navel, 599 


discharge, 


Uremia 
blindness, 139 
brachial monoplegia, 330 
bradycardia, 493 
breath odor, 194 
breathing, slow, 435 
cachexia, 755 
Cheyne-Stokes breathing, 439 
coma, 759 
convulsions, 771 
deafness, 161 
delirium, 783 
drowsiness or stupor, 799 
dyspepsia, 543 
dyspnea, 431 
face twitching, 47 
headache, occipital, 7 
hemiplegia, 341 
hiccough, 821 
insomnia, 825 
itching, 828 
mentality, changes, 848 
oliguria, 951 
opisthotonos, 859 
orthopnea, 859 
paresthesia of fingers, 363 
pleural effusion, serous, 462 
precordial friction sound, 507 
pupils, changes, 108 
Sa acai hemorrhage, 


tinnitus aurium, 156 
vomiting 
acute, 548 
chronic, 552 
Urethra 
atresia: external 
anomalies, 640 
calculus 
penis, pain, 629 
urine retention, 956 
caruncle: dysuria, 945 
chancre: penis, pain, 628 
discharge. See also Urethritis. 
fecal, 632 
foreign body 
hematuria, 950 
urine retention, 956 
stricture 
congenital: external geni- 
talia, anomalies, 640 
dysuria, 945 
penis, pain, 628 
urination, frequent, 943 
urine retention, 956 


genitalia, 
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Urethra (cont.) , 
trauma: penis, pain, 628 
Urethritis 
acute 
gonorrheal 
dysuria, 945 
hematuria, 949 
urination, frequent, 943 
penis, pain, 628 
chronic: sacral or coccygeal 
pain, 617 
nonspecific: discharge, 632 
Urethrorrhea: discharge, 632 
Urination 
blood in, 948 
color abnormal, 946 
frequent, 942 
incontinence, 953 
oliguria, 951 
painful or difficult, 945 
polyuria, 954 
retention, 955 
abdominal swelling, general, 
0 
hypogastrium and _ pelvic 
pain, 537 
hypogastrium, swelling, 571 
hypogastrium, tenderness, 
$40 
penis, pain, 629 
Urobilinogenuria, 947 
Urobilinuria, 947 
Urticaria 
chest, skin affections, 423 
erythema, local, 877 
eyelids, skin affections, 74 
face swelling, local, 56 
itching, 827 
wheals, 894 
Urticaria papulosa, 881 
Uterine fibroids 
abnormalities 
657 
bleeding, 646 
dysmenorrhea, 649 
dystocia, 806 
hypogastrium and pelvic pain, 
538 


by palpation, 


hypogastrium, swelling, 571 
leukorrhea, 644 
sterility, 918 
urination 
frequent, 944 
painful or difficult, 946 
Uterus 
atrophy: abnormalities by pal- 
pation, 658 
anteversion: abnormalities by 
palpation, 657 
anteflexion 
abnormalities by palpation, 
657 
sterility, 918 
bleeding, 645 
carcinoma. See also 
cinoma, uterus. 
bleeding, 646 


Car- 


hypogastrium and_ pelvic 
pain, 537 
leukorrhea, 644 
disease: sacral or coccygeal 
pain, 617 
hyperinvolution: amenorrhea, 
651 
inversion 
bleeding, 647 
hypogastrium and _ pelvic 
pain, 539 
primary inertia: dystocia, 803 
prolapse 
abnormalities by palpation, 
656 





Uterus (cont.) 
prolapse (cont.) 
abnormalities by speculum, 
66 


bleeding, 648 
hypogastrium 
pain, 538 
leukorrhea, 644 
retrodisplacement 
abnormalities by palpation, 
657 
bleeding, 647 
dyspareunia, 664 
hypogastrium and _ pelvic 
pain, 537 
leukorrhea, 644 
retroflexion 
abnormal by palpation, 


bleeding, 647 


and pelvic 


retroversion E 

abnormalities by palpation, 
65 

abnormalities by rectum, 
674 


bleeding, 647 

sterility, 918 

urination, frequent, 944 
subinvolution 

tales by palpation, 


bleeding, 648 


hypogastrium and __ pelvic 


pain, 538 
submucous fibroid: dys- 
menorrhea, 649 
tetanic contraction: dystocia, 
Uvula 
abnormalities, 276 
bifid, 276 
elongation 
abnormalities, 276 
throat tickling, 256 
enlarged: pharynx, mucous 
accumulation, 267 
paralysis, 269 
rudimentary, 276 
Uvulitis 
acute 
abnormalities, 276 
throat tickling, 256 
Uveoparotid fever: face, swell- 
ing, local, 56 
Vaccinia: eyelids, ulcer, 72 
Vagabond’s disease 
leg ulcer, 713 
skin pigmentation, 899 
Vagina 
abnormalities 
palpation, 656 
speculum, 660 
carcinoma. See Carcinoma, 
vagina. 
chancroid: speculum examina- 
tion, 660 
leukorrhea, 643 
malformation 
absence, 651 
double, 651 


organic stenosis: dyspareunia, 
6 


tuberculosis. See also Tubercu- 
losis, vagina. 
abnormalities by speculum, 
662 
ulcer, simple: abnormalities by 
speculum, 660 


Vaginismus: abnormalities by 
speculum, 661 
Vaginitis 
acute 
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Vaginitis (cont.) 
acute (cont.) 
leukorrhea, 644 
perineum, pain, 668 
adhesive 
abnormalities by speculum, 
660 


leukorrhea, 643 
aphthous. See Vulvovaginitis, 
mycotic. 
catarrhal. See Vaginitis, non- 
specific (simple). 
chronic 
leukorrhea, 644 
sterility, 918 
granular, 643 
monilial. See Vulvovaginitis, 
mycotic. 
nonspecific (simple) 
ebuomnallues by speculum, 


leukorrhea, 643 
senile. See Vaginitis, adhesive. 
trichomonas 

ger Bue: by speculum, 


1 
leukorrhea, 645 
Vaquez’s disease. See Polycy- 
themia rubra vera. 
Varicella (chickenpox) 
crusts and scabs, 892 
mouth, skin affections, 216 
mouth, ulcers, 204 
papules, 880 
pustules, 889 
vesicles, 883 
Varicocele 
broad ligament: hypogastric 
and pelvic pain, 538 
female: vulva, swelling, 652 
male 
testicle atrophy, 637 
testicle pain, 635 
testicle tenderness, 635 
Varicose veins of leg, 711 
Variola. See smallpox. 
Varix 
lingual: throat, dry, 257 
saphenous 
inguinal region or groin, 
swelling, 601 
Scarpa’s triangle, 
682 
vulva: swelling, 652 
Vasodilatation hemicephalique 
syndrome. See Neu- 
ralgia, facial atypical. 
Vegetative endocarditis. See En- 
docarditis, bacterial. 
Vein 


hum: continuous murmur, 505 
rupture, subcutaneous:  ex- 
tremity, soft parts, 
swelling, 690 
varicose 
extremities, 
723 


swelling, 


lower, edema, 

extremity, lower, edema, 724 

leg pain, 709 

popliteal space, swelling, 
689 


primary or idiopathic, 711 
secondary or compensatory, 
711 


skin pigmentation, 899 
Veins 

abdominal wall, enlarged, 596 
diagnostic significance, 596 
direction of flow, 596 

chest, enlarged, 417 

jugular 
diastolic collapse, 294 
engorgement, 296 
pulsation, 293 


Index 


Veins (cont.) 
varicose 
leg, 711 
vulva: swelling, 652 
Ventricular syndrome: drowsi- 
ness or stupor, 799 
Verruca. See also Papilloma. 
accuminata: papules, 880 
papules, 881 
yee, ad plantaris: nodules, 


Vertebra 
carcinoma. See Carcinoma, 
spine. 
fracture. See Fracture, verte- 
brae. 


fracture-dislocation. See Frac- 
ture-dislocation, cervi- 
cal vertebrae. 
tuberculosis. See Tuberculosis, 
spine. 
Vertigo, 957 
labrynthine. See Meniere’s dis- 
ease. 
Vesicles, 882 
Vesiculitis, seminal 
abnormalities by rectum, 674 
chronic: sterility, 920 
rectum, pain, 667 
Virchow’s nodes, 304 
Viscera, transposition: apex beat, 
displaced, 467 
Visceroptosis 
abdominal 
560 
constipation, chronic, 766 
hypogastrium and pelvic pain, 
539 


swelling, general, 


Visible peristalsis, 597 
Vision, 124 
change in size and shape of 
objects, 144 
color blindness, 140 
colored, 143 
concentric or irregular, 132 
contraction of field, 132 
dimness, 134 
dull, 126 
double, one eye, 129 
flashes ore or bright circles, 
1 


loss, 137 
Vitiligo. See also Leukoderma. 
skin pigmentation, 900 
Vocal fremitus 
diminished, 441 
increased, 440 
Vocal resonance: increased, 456 
Voice, nasal, 855 
Volvulus. See also Obstruction, 
acute intestinal. 
constipation, acute, 763 : 
iliac and inguinal regions, pain, 
532 
Vomiting, 545 
acute, including nausea, 546 
blood, 554 
center, 545 
central, 545 
chronic, including nausea, 550 
cyclic, 553 
cerebral: dyspepsia, 545 
periodic, of children, 553 
pernicious, of pregnancy, 552 
physiology, 545 
projectile, 553 
reflex, 545 
von Gierke’s disease 
convulsions, 774 
dwarfism and infantilism, 803 
hepatomegaly, 584 
shock, 873 
ventricle, right, enlarged, 481 


retinal 
and 


von Hippel’s_ disease: 
vascular changes 
retinitis, 117 
von Recklinghausen’s disease 
back pain, musculoskeletal ori- 
gin, 608 
extremities, upper, paresthesia, 
364 


neck, swelling, 301 
paresthesia, 868 
scalp, tenderness, localized, 13 
von Willebrand’s disease: hema- 
temesis, 557 
Vorlik’s disease. See Fragilitas 
ossium. 
Vulva 
benign tumor: swelling, 652 
carcinoma. See Carcinoma. 
edema, 652 
eczema, 654 
pruritus vulvae, 655 
hematoma: swelling, 652 
herpes, 654 
itching, 655 
skin affections, 654 
swelling, 652 
ulcer, 653 
leukorrhea, 645 
dyspareunia, 663 
Vulvitis 
acute: leukorrhea, 644 
diabetic: pruritus vulvae, 655 
follicular 
pruritus vulvae, 655 
skin affections, 654 
leukoplakic: dyspareunia, 663 
Vulvovaginitis 
gonococcal: abnormalities by 
speculum, 660 
mycotic 
gone ruatnes by speculum, 
61 


leukorrhea, 645 


Warts. See also Papilloma. 
eyelids, swelling, localized, 71 
fingers, skin affections, 375 
fingers and hands, swellings, 

357 
forearms and_ hands, 
affections, 364 
lip, swelling, 188 
plantar: foot or toes, pain, 720 
venereal. See Condylomata 
accuminata. 

Wasting. See Atrophy. 

Wasting disease. See Marasmus. 

Waterhouse-Friderichsen syn- 

drome: death, sudden, 
781 
Weakness, 958 
Weber’s anterior peduncular syn- 
drome, 50 
hemiplegia, 339 
ptosis, 64 
pupil, fixed or dilated, 106 
squint or strabismus, 95 

Weber-Christian syndrome 
fat, abnormal distribution, 812 
nodules, 892 

Weber-Cockayne disease: bullae, 

886 

Wegner’s syndrome 
weakness, 960 
weight loss, 962 

Weight loss, 960 

Weil’s disease 
chills and rigors, 757 
coma, 762 
constipation, acute, 764 
cough, 395 
delirium, 784 
diarrhea, acute, 792 


skin 
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Weil’s disease (cont.) 
hematemesis, 557 
hemoptysis, 398 
hepatomegaly, 584 
herpes zoster, 425 
hypochondrium, right, tender- 
ness, 526 
jaundice, 834 
pain, general, 861 
splenomegaly, 590 
temperature elevation, 
longed, 936 
vomiting, acute, 549 
Wen. See Cyst, sebaceous. 
Werlhof’s disease. See Purpura. 
Werner’s syndrome 
cataract, 114 
hair, baldness or thin, 27 
Wernicke’s syndrome 
diplopia, 128 
mentality, changes of, 848 
Wheals, 894 
Whipple’s disease 
ascites, 577 
blood pressure, elevated, 751 
cough, 395 
diarrhea, chronic, 796 
iliac ang peumnel regions, pain, 


pro- 


iliac and inguinal regions, ten- 
we derness, 536 
joint pain, multiple, 839 
umbilical region, pain, 529 
skin pigmentation, 902 
steatorrhea, 916 
wasting, 529 
White patches 
mouth, 202 
pharynx, 262 
tongue, 232 
tonsils, 262 
Whitlow. See Felon. 
Whooping cough. See Pertussis. 
Wilson’s disease 
amnesia, 737 
hand deformities, 362 
hematemesis, 557 
hepatomegaly, 584 
movements, athetoid, 849 
apes or rigidity, general, 


splenomegaly, 591 
Winckel’s disease 
cyanosis, 779 
hemoglobinuria, 779 
jaundice, 779 


Wolf-Parkinson-White — syn- 
drome: cardiac ar- 
rhythia, forms of, 496 
Wrist 
drop, 352 


polyneuritis, 334 
swelling, 349 
Wryneck. See Torticollis. 


Xanthoma palpebrarum 
eyelids swelling, localized, 71 
nodules or tubercles, 891 
Xanthopsia, 143 
Xanthosis. See Carotenemia. 
Xerostomia, 198 
X-ray and radium effect 
erythema, local, 877 
scalp, bald patches, 27 
ulcers, 897 


Yellow fever 
hematemesis, 556 
jaundice, 833 
yomiting, acute, 549 


Zona, 425 
Zoster, 425 
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